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SURGICAL  TREATMENT  OF  ULCERATIVE  COLITIS.* 


Hugh  H.  Trout,  M.  D., 
Roanoke,  Va. 


At  the  present  time,  there  are  only  two  attitudes 
toward  the  treatment  of  ulcerative  colitis  that  seem 
to  be  very  generally  accepted  by  the  medical  profes- 
sion as  a whole.  The  first  of  these  is  that  treatment 
— both  medical  and  surgical — is  unsatisfactory  and 
will  probably  remain  so  until  the  etiology  of  the 
disease  is  more  definitely  known. 

The  second  attitude  of  the  profession  is  that  the 
patients  had  best  not  resort  to  operations,  if  they 
get  along  fairly  comfortably  without  surgical  inter- 
ference. It  is  only  fair  to  the  medical  men  for  sur- 
geons to  admit,  at  the  present  time,  that  surgery 
should  only  be  employed  as  an  aid  in  the  medical 
management  of  these  cases.  Sometimes  surgical  aid 
is  a life-saving  procedure.  However,  in  the  majority 
of  cases,  it  is  usually  a most  disappointing  effort, 
and  unless  mature  judgment  is  employed,  the  pa- 
tient’s pitiful  condition  will  be  converted  into  a pain- 
ful and  hopeless  existence,  for  which  death  is,  too 
frequently,  the  only  relief. 

This  brings  us  to  the  consideration  of  the  most 
important  aspect  in  the  surgical  treatment  of  ulcera- 
tive colitis,  namely,  the  selection  of  those  patients  to 
whom  surgery  offers  relief,  and  sometimes,  possibly, 
a cure.  In  such  a study,  it  is  very  dangerous  to 
deal  in  generalities,  for  each  patient  presents  so  many 
different  angles  that  demand  intensive  study,  that 
generalities  are  apt  to  mislead  us. 

.Amongst  the  various  factors  to  be  considered  are 
the  patient’s  surroundings,  the  ability  and  willing- 
ness to  take  and  to  continue  taking  sufficient  and 
intelligent  treatment. 

In  this  investigation  it  is  important  that  the  sur- 
geon be  sufficient  conversant  with  what  constitutes 

•Presented  as  part  of  the  program  of  Post-Graduate 
Course  in  Gastro-Intestinal  diseases,  Duke  University, 
Durham,  N.  C.,  October  31-November  2,  1935. 


“sufficient  and  intelligent  treatment,”  to  estimate, 
with  the  aid  of  the  family  physician,  whether  the 
patient  has  had  the  benefit  of  all  the  latest  and  best 
treatment  obtainable,  commensurate  with  her  mental 
and  financial  ability  to  take  the  same. 

When  one  visits  clinics  and  hospitals  in  different 
parts  of  the  United  States,  one  will  find  two  con- 
stant factors  in  all  of  the  many  advocated  forms 
of  treatment,  namely,  lots  of  rest  in  bed  over  long 
periods  of  time,  and,  second,  a sustaining  and  well- 
considered  diet  having  a low  colon  residue.  Such 
being  an  accurate  and  undenied  observation,  forces 
one  to  the  conclusion  that  these  two  factors  are  the 
main  reliance  on  which  all  treatment  must  be  based 
— in  spite  of  the  good  reports  concerning  concen- 
trated serum  and  vaccine  treatment,  vitamins  and 
dietary  deficiencies,  neurogenic  origins,  etc. 

I believe  there  is  some  value  in  all  the  treatments 
when  properly  directed  by  their  own  particular  ad- 
vocates, and,  frankly,  it  requires  enthusiasm  on  part 
of  the  doctor  to  stimulate  these  patients  to  continue, 
without  a panic,  a slowly  improving  situation.  Then, 
too,  the  results  of  these  various  forms  of  treatment 
differ  so  markedly  in  different  hands  that  if  a pa- 
tient decides  to  try  any  one  of  this  list  she  should, 
if  possible,  go  to  the  best  equipped  advocate  of  the 
form  of  treatment  selected.  Relatively  few  patients 
in  our  part  of  the  country  are  so  situated  financially 
or  otherwise  that  they  can  take  such  treatments  away 
from  home.  In  such  cases  it  might  be  wise  to  study 
intensively  that  form  of  treatment  which  appeals  to 
both  the  patient  and  to  the  doctor  and  fit  such  treat- 
ment as  well  as  he  can  into  the  life  of  the  patient 
who  cannot  remain  away  from  home  the  required 
time.  However,  I feel  quite  certain  that  at  the  pres- 
ent time,  rest  and  diet  are  the  two  mainstays  for  the 
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average  patient.  Let  us  hope  that  our  present  ac- 
tive groping  for  a specific  treatment  will  soon  be 
marked  with  success. 

In  a recent  visit  to  Chicago  I was  much  impressed 
with  the  e.xperience  of  at  least  one  hospital  group 
relative  to  the  possible  association  of  ulcerative  co- 
litis with  amoeba.  This  group  treats  all  of  their 
cases  of  ulcerative  colitis  for  amoeba  whether  the 
organism  is  found  in  the  stools  or  not.  They  ap- 
parently have  the  feeling  that  amoeba  is  sometimes 
present,  and  yet  its  existence  is  not  capable  of  de- 
monstration by  any  laborator}’  methods  known  at  the 
present  time,  .-^s  the  treatment  is  relatively  simple, 
and  if  intelligently  adraini.stered,  not  harmful,  it  is 
employed  in  every  case  of  ulcerative  colitis  before 
any  operation  is  advocated.  They  report  a few  sur- 
prisingly good  results  by  this  simple  method.  The 
giving  of  emetine  hydrochloride  or  one  of  the  sub- 
stitutes is  at  least  a good  therapeutic  test  for  amoebic 
colitis — provided  it  is  continued  for  a sufficient 
length  of  time,  which  seems  to  be  not  less  than  three 
months. 

The  differential  diagnosis  between  ulcerative  co- 
litis and  regional  ileitis  should  be  carefully  made 
for  the  two  conditions  are  clinically  easily  confused. 
The  X-ray  is  of  great  aid,  though  I think  we  should 
remember  not  to  depend  on  the  X-ray  interpretation 
of  barium  enema  alone,  but  should  watch  a barium 
meal  as  it  goes  through  the  entire  alimentary  canal 
when  given  by  mouth.  However,  a barium  meal 
should  not  be  given  if  the  patient  presents  any  sug- 
gestion of  intestinal  obstruction. 

Our  attention  was  recently  focused  on  this  point 
by  a patient  who  was  admitted  to  the  hospital  with 
the  diagnosis  of  ulcerative  colitis,  and  X-ray  of  the 
barium  enema  apparently  confirmed  that  diagnosis. 
However,  proctoscopic  examination  did  not  show  the 
u.sual  picture  found  in  ulcerative  colitis,  and  barium 
meal  did  reveal  a regional  ileitis. 

Resection  of  a portion  of  the  terminal  ileum  not 
only  gave  the  patient  relief,  but  the  X-rays  of  the 
colon  four  months  after  operation  showed  what  was 
apparently  a normal  bowel,  when  before  operation 
it  was  most  suggestive  of  ulcerative  colitis. 

.•\s  the  results  of  delayed  application  of  surgical 
aid  until  late  in  the  disease  have  not  been  pro- 
ductive of  many  (if  any)  cures,  naturally  the  ques- 
tion arises,  would  it  not  be  more  advantageous  to 
the  patient  to  resort  to  surger}’  at  an  earlier  date 
than  is  now  generally  accepted?  I am  frank  to  state 


that  I personally  have  no  answer  to  this  question, 
for  I have  operated  on  only  two  such  cases,  and 
while  both  of  them  have  done  fairly  well  over  a 
period  of  a few  years,  still  there  is  no  way  of  know- 
ing as  to  whether  the)'  would  not  have  been  equally 
as  comfortable  with  rest  and  a proper  diet,  and,  at 
the  same  time,  taking  some  form  of  treatment  which 
would  keep  their  minds  occupied,  for  such  is  essen- 
tial in  any  long  continued  disease.  I am  sure  if  I 
personally  had  ulcerative  colitis  that  I would  at  the 
present  time  postpone  any  surgical  interference  as 
long  as  I could  be  made  fairly  comfortable  without  it. 

In  the  ten-year  period  from  1920  to  1930  there 
were  1,193  cases  of  ulcerative  colitis  admitted  to 
the  Mayo  Clinic,  and,  of  this  number,  only  eighty- 
two  (82)  received  ileostomies.  From  a very  recent 
visit  to  Rochester,  I found  at  the  present  time  that 
the  percentage  of  ileostomies  done  is  only  about  2 
per  cent.  As  near  as  I can  estimate,  less  than  10 
per  cent  of  patients  admitted  to  hospitals  through- 
out the  LTnited  States  are  subjected  to  ileostomies. 

As  the  disease  apparently  first  makes  its  appear- 
ance in  the  rectum,  it  is  interesting  to  note  that  no 
forrn  of  local  applications  (and  most  every  drug  has 
been  tried)  has  seemed  to  be  of  any  benefit.  Fre- 
quently, in  the  course  of  the  disease,  peri-rectal  ab- 
scesses, fissures,  fistula-in-ano,  etc.,  develop  and  such 
require  and  should  have  proper  surgical  aid.  Oc- 
casionally an  abscess  appears  in  the  abdominal  wall, 
and  naturally  such  requires  incision  and  drainage. 
The  same  situation  exists  as  regards  deep  abscess 
in  the  peritoneal  cavity. 

After  all  medical  methods  have  failed  and  the  de- 
cision reached  that  an  ileostomy  offers  the  patient 
his  best  chance,  the  patient  should  be  properly  pre- 
pared, both  mentally  and  physically.  I am  sure  the 
patient  should  be  made  conversant  with  the  incon- 
venient and  disagreeable  features  of  a permanent 
ileostomy.  The  possibility  of  a successful  restora- 
tion of  continuity  of  the  alimentar)'  canal  is  so  small 
that  I do  not  think  it  is  quite  honest  to  withhold 
this  information  from  the  patient.  I think  he  should 
also  be  conversant  with  the  possibility,  in  fact,  prob- 
ability, of  a colectomy  having  to  be  done  in  various 
stages  following  the  ileostomy. 

A few  carefully  matched  and  slowly  given  blood 
transfusions  will  often  be  of  help  in  properly  pre- 
paring the  patient  for  operation.  If  one  so  desires 
he  can  fortify  the  peritoneal  cavity  against  the  ex- 
tension of  the  infection  by  the  emplo)Tnent  of  pre- 
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operative  intra-peritoneal  injections  of  the  vaccines 
or  the  sodium  ricinoleate  in  2 per  cent  (2%)  solu- 
tions. I have  had  no  experience  with  either  of 
these  agents,  but  I am  certain  extreme  gentleness, 
and  not  examining  the  rest  of  the  peritoneal  cavity, 
are  essential  to  the  successful  performance  of  an 
ileostomy. 

Experience  has  taught  surgeons  that  appendicos- 
tomy  or  cecostomy  by  themselves  are  of  doubtful 
value.* 

The  most  favorable  site  to  make  the  ileostomy  is 
as  close  as  possible  to  the  ileo-cecal  valve.  This 
point  is  located  through  a right  rectus  incision,  and 
the  intestine  divided  between  clamps  by  means  of  a 
cautery.  On  account  of  the  explosibility  of  ethylene, 
it  is  not  used  in  these  cases.  The  distal  end  of 
the  bowel  is  invaginated  through  the  ileo-cecal  valve. 
The  clamp  is  left  on  the  proximal  end  and  brought 
out  at  the  lower  end  of  the  incision.  If  necessary, 
the  mesentery  is  attached  to  the  parietal  peritoneum 
by  means  of  a few  No.  0 catgut  sutures,  and  the 
incision  closed  around  the  intestine.  After  closure 
of  the  peritoneum,  tincture  of  iodine  is  painted 
around  the  bowel.  This  aids  in  the  early  formation 
of  adhesions  between  the  intestine  and  abdominal 
wall,  which  will  prevent  retraction  of  the  intestine 
back  into  the  peritoneal  cavity.  No  sutures  are 
taken  in  the  intestine. 

If  the  patient’s  condition  is  good  a stab  McBurney 
incision  is  then  made  as  far  away  from  the  ileostomy 
as  it  can  be  conveniently  placed.  The  appendix  and 
the  whole  lower  end  of  the  cecum  is  brought  out  of 
the  incision  after  ligating  and  cutting  the  meso- 
appendix,  iodine  painted  over  the  peritoneal  sur- 
face of  the  exposed  cecum  and  a clamp  applied.  If 
the  patient’s  condition  is  not  good,  the  cecostomy  is 
postponed  until  there  is  improvement  in  the  patient’s 
condition. 

These  clamps  are  allowed  to  remain  on  the  bowel 
for  two  or  three  days,  depending  on  the  condition 
of  the  patient’s  abdomen,  especially  as  regards  dis- 
tention. Elevation  of  temperature  or  other  signs  of 
septic  absorption  also  demand  earlier  removal  of 
clamps.  A metal  clip  across  the  bowel  will  be  found 
to  be  more  convenient  than  the  clamp.  The  ends 

*In  the  February,  1936,  issue  of  the  Archives  of  Sur- 
gery, Dr.  Carl  A.  Kunath,  of  Iowa  City,  reports  a series 
of  cases  in  which  appendecostomy  and  cecostomy  with 
subsequent  irrigation  has  proven  a useful  procedure  in 
selected  cases,  especially  those  cases  of  “moderately  se- 
vere chronic  colitis.” 


of  the  bowel  are  teased  open  and  fecal  material  al- 
lowed to  escape. 

Before  the  patient  leaves  the  hospital  a colostomy 
bag  is  fitted  to  the  abdominal  wall.  There  are  many 
such  bags,  but,  as  a rule,  the  patient  finds  that  the 
simpler  the  apparatus  the  less  discomfort  he  has. 
The  one  that  has  seemed  most  acceptable  to  our 
patients  is  a broad  canvas  belt  that  goes  around  the 
body  and  has  a hole  about  four  inches  in  diameter 
in  it.  This  hole  is  located  at  the  site  of  the  ileos- 
tomy. Around  this  hole  is  sewed  a steel  ring.  The 
patient  is  supplied  with  three  to  four  little  canvas 
“hats,”  the  crowns  of  which  have  a diameter  of 
four  inches,  and  a rim  around  the  crown  of  about 
two  inches.  The  patient  places  the  “hat”  over  the 
ileostomy,  and  then  puts  the  crown  of  the  “hat” 
through  the  hole  in  the  canvas  belt.  The  steel  ring 
in  this  way  presses  the  rim  of  the  “hat”  comfort- 
ably against  the  abdominal  wall.  Some  toilet  pa- 
per is  put  in  the  “hat”  before  it  is  placed  over  the 
ileostomy.  In  this  way  the  patient  stays  reasonably 
clean  and  free  from  odors.  If  the  “hats”  are  soiled 
they  can  be  washed  as  frequently  as  necessary. 

As  time  goes  on  the  character  of  the  stools  be- 
comes more  solid  and,  therefore,  somewhat  easier  to 
handle. 

Cattell,  at  a recent  meeting,  expressed  the  opinion 
that  a subsequent  colectomy  hastened  the  appearance 
of  solid  stools.  After  an  ileostomy,  especially  in 
acute  cases,  it  is  very  important  to  maintain  the 
blood  chlorides,  for  there  is  always  a marked  loss 
of  fluids.  The  blood  chloride  level  can  best  be 
maintained  by  continuous  intravenous  injections  of 
saline.  Dextrose  is  also  added  to  the  saline  to  assist 
in  preventing  starvation. 

The  patient  should  be  instructed  to  occasionally 
dilate  the  opening  in  ileostomy,  especially  if  gener- 
alized abdominal  pain  is  present  several  months  fol- 
lowing the  operation.  The  patient  simply  dilates 
the  opening  with  the  finger,  and  this  will  sometimes 
prevent  the  scar  tissue  from  contracting  too  much 
around  the  ileostomy. 

The  next  question  to  be  considered  with  the  pa- 
tient who  has  an  ileostomy  and  whose  general  con- 
dition is  improving  would  naturally  be  the  consid- 
eration of  the  possibility  of  restoration  of  bowel 
movements  through  the  anus.  The  axiom — “Once 
an  ileostomy,  always  an  ileostomy” — about  expresses 
the  generally  accepted  attitude  of  surgeons  through- 
out the  country.  However,  it  is  reasonable  to  pre- 
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sume  there  must  be  some  cases  in  which  the  large 
bowel  has  returned  to  a condition  that  is  so  near 
normal  that  an  anastomosis  of  the  small  intestine 
into  some  part  of  the  colon  can  be  safely  done.  Cer- 
tainly such  an  anastomosis  should  not  be  considered 
until  proctoscopic  examinations  of  the  rectum,  and 
repeated  X-ray  examinations  have  demonstrated  a 
near  normal  condition  of  the  large  bowel  to  have 
existed  below  the  selected  point  of  the  anastomosis 
for  at  least  three  (3)  years  and  without  any  bloody 
discharge  from  the  rectum.  In  other  words,  if  the 
colon  can  be  proven  to  have  been  quiescent  for  at 
least  three  years,  then  such  anastomosis  might  be 
considered. 

In  the  majority  of  these  cases  that  have  had  an 
ileostomy,  a removal  of  all  or  part  of  the  colon 
should  be  given  serious  consideration  for  the  follow- 
ing reasons: 

1.  The  presence  of  an  infected  bowel  continues 
to  be  a possible  focus  of  a general  infection  as  long 
as  it  remains.  Some  cases  of  infectious  arthritis, 
which  continued  to  exist  after  an  ileo.stomy,  have 
been  reported  cured  by  colectomy — both  partial  and 
complete. 

2.  Xot  infrequently  the  ulcers  in  the  colon  per- 
forate and  produce  a fatal  peritonitis  even  after 
ileostomy. 

3.  The  possibility  of  the  continuation  of  the 
ulceration  may  prove  to  be  an  etiological  factor  in 
the  causation  of  future  malignancy. 

4.  The  possibility  of  an  over-looked  but  exist- 
ing carcinoma. 

5.  E.xtensive  polyposis  of  the  large  bowel  which 
can  only  be  cured  by  excision  of  the  colon. 

6.  Frequently  these  ulcers  heal  with  stricture 
formation  and,  if  two  such  strictures  are  produced, 
the  segment  of  bowel  between  them  is  apt  to  pro- 
duce an  isolated  loop  which  becomes  the  source  of 
an  infection. 

The  reasons  we  advocate  a cecostomy  in  associa- 
tion with  or  soon  after  the  ileostomy  are: 

1.  If  a stricture  forms  in  any  portion  of  the  colon 
distal  to  the  ileo-cecal  valve,  a cecostomy  allows  the 
escape  of  material  that  would  otherwise  be  isolated. 
For  the  same  reason,  some  surgeons  have  advocated 
the  cutting  of  the  sphincter  muscles  of  the  rectum 
to  assist  in  the  escape  of  material  which  might  other- 
wise be  retained.  However,  we  have  had  no  experi- 
ence with  this  practice,  for  we  feel,  that  the  muscles 


will  relax  when  desired  with  very  little  stimulation 
from  the  retained  material  and  thereby  prevent  the 
soiling  of  clothes. 

2.  By  giving  irrigations  through  the  cecostomy 
and  allowing  the  solution  to  run  out  of  the  rectum, 
and  also  giving  the  solutions  in  the  rectum  and 
allowing  them  to  come  out  through  the  cecostomy 
helps  to  clean  the  colon,  and  thereby  makes  the 
various  stages  of  the  subsequent  colectomy  safer.  If 
X-rays  before  operation  show  any  marked  definite 
stricture  the  irrigations  should  not  be  given  for  fear 
of  traumatizing  the  colon.  If  irrigations  seem  to 
cause  any  elevation  of  temperature,  they  should  be 
discontinued  for  fear  such  might  stir  up  a some- 
what latent  abscess. 

Of  the  various  antiseptics  employed,  acriflavine 
seems  to  be  the  most  acceptable. 

There  is  an  old  surgical  axiom,  “The  peritoneal 
cavity  once  insulted  is  hard  to  insult  again,”  and  it 
is  our  belief  in  this  axiom  that  furnishes  an  addi- 
tional reason  for  our  not  advocating  substances  in- 
jected intraperitoneally  in  preparation  of  operations 
on  the  colon.  In  other  words,  we  feel  the  prelimi- 
nary ileostomy  furnishes  sufficient  “insult”  to  the 
peritoneum  to  stimulate  it  into  the  manufacture  of 
its  own  defensive  processes. 

The  removal  of  the  colon  should  be  planned  in 
stages  based  on  the  estimated  resistance  of  the  pa- 
tient, and  a careful  study  of  the  X-ray  films  before 
operation,  as  well  as  actual  response  of  the  patient 
during  the  progress  of  the  operation.  It  is  well  to 
plan  the  operation  in  stages  so  that  operative  pro- 
cedures can  be  stopped  quickly  if  the  patient’s  con- 
dition unexpectedly  indicates  the  expediency  of  such 
action. 

As  a general  rule,  if  a complete  colectomy  is  to 
be  done,  it  should  start  on  the  right  side  with  re- 
moval of  the  ascending  colon  and  proceed  by  stages, 
depending  on  the  ability  of  the  patient’s  response  to 
each  step  of  the  operation. 

\\'hile  it  is  not  necessary  to  remove  as  much  of 
the  mesenter}'  as  is  done  with  malignancies,  still  in 
many  cases  the  small  abscesses  and  infected  areas 
resulting  from  chronic  perforations  force  wide  ex- 
cisions of  the  mesentery. 

The  peritoneum  on  the  outer  leaf  of  the  colon 
should  be  incised  first  and,  by  rolling  the  bowel 
toward  the  mid-line,  the  vessels  will  be  easily  ex- 
posed. After  removal  of  the  segment  of  colon  the 
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two  cut  leaves  of  the  peritoneum  should  be  approxi- 
mated by  catgut  sutures  so  as  to  try  to  prevent  ad- 
hesions. 

Every  care  should  be  exercised  to  preserve  the 
omentum.  This  can  usually  be  done  by  not  inter- 
fering with  its  gastric  attachment. 

Often  it  is  good  judgment  to  resort  to  the  Mikulicz 
type  of  resection  if  it  has  been  decided  to  remove 
only  a portion  of  the  colon  instead  of  doing  a com- 
plete colectomy. 

The  implantation  of  the  distal  loop  of  the  colon  in 
the  abdominal  wall  after  each  stage  in  the  multiple 
resections,  as  suggested  by  Cattell,  is  an  excellent 
safeguard  against  peritonitis,  and  retention  of  colon 
contents.  The  last  stage  should  be  the  abdomino- 
perineal resection  of  the  rectum.  In  most  cases  it 
will  be  found  to  be  impossible  to  invaginate  the 
rectum.  This  should  be  done  if  possible,  but  I feel 
the  pelvis  should  be  drained  in  every  such  case. 
Failure  to  drain  will  often  allow  a fatal  peritonitis 
to  develop. 

Rankin  has  employed  fulguration  in  the  rectal 
stump  in  the  radical  cure  of  adenomatosis  and 
pseudopolyposis  and  reports  gratifying  results  “par- 
ticularly after  the  fecal  stream  has  been  side- 
tracked.” 

In  these  extensive  ulcerative  colitis  cases  in  which 
the  cecum  and  sigmoid  have  been  removed,  and  the 
patient’s  condition  is  none  too  good,  it  might  be  well 
to  consider  fulguration  of  the  remaining  rectal 
stump.  I have  not  had  an  opportunity  to  do  .so 
since  the  publication  of  Rankin’s  paper  in  the  Oc- 
tober issue  of  Annals  of  Surgery. 

If  fulguration  of  the  rectal  stump  would  cause  the 
infection  to  cease  and  the  walls  of  the  rectal  stump 
would  return  to  any  condition  approaching  normal, 
the  anastomosing  of  the  ileum  into  the  remains  of 


tlie  rectum  might  be  possible.  However,  I think 
this  is  only  a very  remote  possil)ility. 

Various  attempts  have  been  made  to  implant  the 
ileum  through  the  rectal  sphincter  after  removal  of 
the  rectum,  but  none  of  these  have  proven  satisfac- 
tory as  far  as  I know.  Certainly  an  artificial  anus 
on  the  abdominal  wall,  which  can  be  cleaned  by 
sight,  is  more  apt  to  be  less  offensive  than  an  open- 
ing in  the  rectal  region  which  does  not  have  perfect 
sphincter  control,  and  such  is  not  apt  to  be  present, 
especially  if  there  has  been  much  peri-rectal  infec- 
tion. 

However,  I very  much  doubt  if  any  of  us  will 
ever  see  any, surgical  treatment  so  successful  that  it 
will  permit  of  the  restoration  of  the  fecal  stream 
into  a rectum  which  has  been  definitely  involved, 
and  to  do  so  with  a sufficient  degree  of  certainty  to 
justify  the  adventure. 

In  these  very  desperately  ill  cases  of  ulcerative 
colitis,  blood  transfusions  are  not  only  helpful  in 
preparation  of  the  patient  for  operation,  but  also  in 
sustaining  the  patient  after  operation. 

Finally,  to  summarize  the  situation  briefly,  I feel 
there  are  three  questions  to  be  considered,  and,  as 
yet,  the  answers  to  these  three  questions  are  unknown. 

1.  How  can  surgery  be  made  to  be  of  more  aid 
to  the  physician  in  the  medical  management  of  these 
cases  ? 

2.  Should  ileostomies  be  done  at  an  earlier  date 
and  before  all  hope  of  the  colon  ever  returning  to 
normal  is  gone? 

3.  Will  fulguration  or  some  other  form  of  treat- 
ment of  the  rectal  wall  allow  this  portion  of  the 
alimentary  tract  to  return  sufficiently  to  normal  to 
justify  the  reestablishment  of  continuity  of  the  fe- 
cal stream? 

.Jefferson  Hospital. 


THE  RESULTS  OF  ROENTGEN  TREATMENT  OF  SOME 
VERY  ADVANCED  MALIGNANCIES.* 

Fred  M.  Hodges,  M.  D., 

Richmond,  Va., 


The  treatment  of  skin  cancer  has  changed  greatly 
during  the  past  few  years.  For  some  time  it  has 
been  generally  known  that  small  basal  cell  lesions 

*Read  before  sixty-sixth  annual  session  of  the  Medi- 
cal Society  of  Virginia,  at  Norfolk,  October  15-17,  1935. 


could  be  destroyed  by  the  rays  of  the  roentgen-ray 
or  radium  without  permanent  damage  to  the  normal 
structures.  Larger  lesions  and  epidermoid  carci- 
noma were  considered  recalcitrant  to  the  rays  of  the 
roentgen-ray  or  radium.  Many  experienced  radiolo- 
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gists  were,  however,  during  this  time  curing  the  large 
basal  cell  lesions  and  many  of  the  epidermoid  ones. 
Grade  one  and  two  squamous  cell  lesions  were  still 
considered  radio  resistant.  Again  a few  radiologists 
proved  these  could  also  be  cured  by  irradiation. 


by  a visible  enlargement  of  an  ulcerating,  fungating, 
foul-smelling,  painful,  tissue  and  bone  destroying 
lesion. 

The  small  basal  lesion  can  almost  always  be  cured 
by  proper  treatment.  It  should  never  be  consid- 


Case  I. 


Fig.  1. — Advanced,  grade  2 squamous  cell  carcinoma 
on  the  lip  with  fixed,  enlarged  cervical  glands. 

One  of  the  most  horrible  of  all  diseases  is  the 
verj'  advanced  basal  cell  cancer.  A.  great  mistake 
has  been  made  for  many  years  in  considering  them 
more  or  less  benign  growths  which  rarely  metastasize 
It  slowly  crushes  the  spirit  of  the  most  courageous 


Fig.  2. — Treated  more  than  five  years  ago,  there  has 
been  no  recurrence. 

ered  a more  or  less  benign  condition,  and  every  one 
treating  these  cases  has  a great  responsibility  to  his 
patient  and  to  himself.  I have  several  terminal 
cases  under  treatment  now  who  could  have  been 
easily  cured  several  years  ago.  Through  improper 


Case  II. 


Fig.  1. — Extensive  basal  cell  lesions,  one  in  the  tern-  Fig.  2. — After  three  years,  there  is  no  evidence  of 
poral  area  being  firmly  attached  and  one  on  the  recurrence, 

nose  having  partially  destroyed  the  right  wing  of 
the  nose  including  the  cartilage. 
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Case  III. 


Fig.  1.— Squamous  cell  carcinoma— Grade  3 — very  Fig.  2. — After  Roentgen  treatment;  The  immediate 

advanced  and  firmly  attached  to  the  underlying  results  are  good  and  will,  we  believe,  be  perraa- 

bone.  .5-17-35.  nent.  1-28-36. 


Case  IV. 


Fig.  1. — Very  large,  firmly  fixed,  inoperable  basal  Fig.  2. — At  the  present  time,  1-28-36,  there  has 
cell  lesion  which  involves  the  cartilage  of  the  ear  been  no  recurrence  of  the  disease, 

and  periosteum  over  the  mastoid.  Paste  and 
radium  had  been  applied  previously  elsewhere. 

Treated  May,  1933. 
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treatment  they  are  now  horrible  sufferers  with  no 
possible  hope  of  a cure  by  any  means  or  method 
known  today. 

Until  the  past  few  years  growths  which  involved 
cartilage  or  bone  to  any  extent  were  considered  hope- 
less, unless  a radical  operation  could  remove  the  en- 
tire involved  area.  Now  through  the  use  of  more 
filtration  and  more  penetrating  rays  many  of  these 
can  be  cured.  It  has  been  definitely  proven  that 
vouns:  cells  are  more  radio  sensitive  than  older  cells 
of  the  same  type. 


possible,  on  account  of  the  large  area  of  the  body 
surface  involved  by  the  carcinoma. 

Biopsy  should  be  done  mainly  for  a correct  diag- 
nosis, and  in  a small  percentage  of  cases  to  direct 
the  tApe  of  treatment.  In  my  experience  the  large 
majority  of  skin  cancers  should  have  all  the  irradia- 
tion the  tissues  will  .stand,  regardless  of  the  type 
of  cancer  or  the  grade  of  malignancy.  The  patholo- 
gist’s grading  helps  in  a small  percentage  to  de- 
termine the  attack  upon  the  surrounding  lymphatics. 
As  a rule,  in  basal  cell  and  in  grade  one  and  pos- 


Case  V. 


Fijf.  1. — Man — age  73 — first  seen  September,  1934. 
An  advanced,  grade  2,  squamous  cell  carcinoma 
of  the  left  breast  with  a large  mass  in  the  upper 
outer  quadrant  and  definitely  enlarged  axillary' 
glands.  The  mass  was  absolutely  fixed  and  in- 
operable. 

Instead  of  giving  one,  two  or  three  heavy  doses 
of  unfiltered  low  voltage  roentgen  rays,  heavily  fil- 
tered high  voltage  rays  are  applied  daily  for  from 
two  to  four  weeks  or  longer.  In  this  way  much 
larger  doses  of  the  rays  can  be  put  into  the  cancer 
without  permanent  damage  to  the  skin  and  surround- 
ing structures,  and  the  individual  cells  can  be  af- 
fected in  their  more  sensitive  stages  of  development. 
In  many  others,  of  not  such  an  advanced  stage,  a 
cure  can  be  obtained  without  the  very  mutilating 
oi)erations  of  the  past.  In  some  the  cancer  cells 
can  be  destroyed  and  a plastic  operation  done  later 
when  the  entire  procedure  surgically  would  be  im- 


Fig.  2. — At  the  present  time,  twenty  months  after 
treated,  no  evidence  of  malignancy  can  be  found 
and  the  tissues  are  freely  movable. 

sibly  grade  two  epidermoid  carcinoma  treatment  of 
the  surrounding  Ij-mphatics  can  probably  be  dis- 
pensed with.  This  rule  does  not  always  hold  good, 
and  a careful  examination  of  the  surrounding 
lymphatic  areas  is  necessary. 

Ever}’  one  experienced  in  this  field  knows  that 
some  basal  cell  lesions  are  of  the  mixed  t}’pe,  and 
others  for  reasons  unknown  at  the  present  time  are 
far  more  radio  resistant  than  many  epidermoid  car- 
cinomata. 

SUMM.ARY 

1.  Through  the  use  of  heavily  filtered  2 mm.  of 
copper  or  more  roentgen-rays  at  high  voltages  200 
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KV  or  more,  many  cases  of  carcinoma  of  the  skin 
and  more  or  less  superficial  tissues  previously  con- 
sidered hopeless  can  now  be  cured. 

2.  Biopsy  is  important  and  necessary,  but,  re- 
gardless of  the  tjpe  or  grade  of  malignancy,  all  of 
the  irradiation  that  the  normal  surrounding  tissues 
will  stand  should  be  administered. 

3.  Grade  three  and  four  epidermoid  carcinoma 
means  that  the  surrounding  lymphatic  areas  should 
always  be  treated,  but  the  reverse  of  this  rule  does 
not  always  hold  good  for  basal  cell  and  grade  one 
and  two  epidermoid  cancer. 

4.  Basal  cell  cancer  should  never  be  considered 
a more  or  less  benign  condition  since  in  the  advanced 
stages  it  is  the  most  horrible  and  hopeless  of  all  car- 
cinomata. 

Discussion 

Dr.  Vincent  Archer,  University:  Dr.  Hodges  has  cov- 
ered this  field  very,  very  well.  There  are  just  one  or 
two  features  that  I should  like  to  emphasize  or  reiterate. 
The  first  is  the  question  of  microscopic  examination.  I 
think  those  of  us  who  are  dealing  with  cutaneous  malig- 
nancies know  that  even  though  the  slide  shows  a pre- 
dominance of  basal  cells  the  lesion  cannot  be  considered 
entirely  as  a basal-cell  lesion,  because  many  of  these 
have  either  squamous  or  transitional  cells  along  with 
the  basal  cells.  If  the  lesions  having  transitional  cells 
in  them  are  treated  on  the  basal-cell  basis,  then  you 
will  have  the  most  radio-resistant  cells  remaining.  Then 
the  lesion  is  going  to  be  most  resistant  to  radiation,  and 
you  will  have  to  pump  into  it  all  the  radiation  you  can. 

As  to  curing  cases  with  bone  involvement,  whenever 
we  get  cases  with  bone  or  cartilage  involvement  the 
problem  of  radiotherapy  is  made  much  more  difficult. 
To  get  rid  of  the  cancer  in  the  bone  you  will  get  a lot 
of  scarring  and  deformity  afterwards,  with  bone  necrosis, 
which  must  be  cared  for  surgically. 

I do  not  think  there  is  much  left  to  say  but  to  again 
reiterate  that  you  should  treat  all  of  these  skin  lesions 
as  though  they  had  radio-resistant  cells  in  them  and 
pump  in  whatever  dosage  the  skin  will  tolerate. 

Dr.  J.  Shelton  Horsley,  Richmond:  This  is  an  ex- 
tremely interesting  phase  of  cancer  work  and  one  in 
which  Dr.  Hodges  has  obtained  some  very  brilliant  re- 
sults. Those  of  us  who  are  interested  in  cancer  will 
applaud  such  advances,  because  the  important  thing  is 
not  so  much  how  the  patient  is  cured  as  the  fact  that 
there  is  a cure.  Undoubtedly  some  of  the  cases  which 
Dr.  Hodges  has  shown  would  be  inoperable  or  would 
certainly  have  recurred,  if  they  were  not  made  worse 
by  surgical  operation.  If  any  cutting  is  done,  it  should 
be  done  by  the  endotherm  knife  or  with  the  hot  electric 
cautery.  Roentgenology  is  the  method  of  choice  in  these 
cases  such  as  he  has  shown. 


In  early  skin  lesions,  where  the  skin  can  be  brought 
together,  excising  the  cancer  with  the  endotherm  and 
closing  the  wound  with  a few  sutures  may  be  preferable  ; 
but  certainly  where  the  lesions  have  become  advanced 
X-ray  therapy  is  the  treatment  that  should  be  used. 

There  are  many  types  of  basal-cell  cancer.  Even  the 
very  extensive  ones  do  not  metastasize.  There  is  some 
reason  for  that.  It  is  not  because  the  cells  are  large, 
for  the  cells  of  basal  cell  cancers  are  usually  smaller 
than  in  the  squamous-cell  type.  We  have  reason  to  be- 
lieve that  they  may  enter  the  lymphatics  just  as  the  other 
cells  do.  But  it  seems  that  there  must  be  some  prepara- 
tion for  them,  something  that  prepares  the  ground  before 
basal  cells  can  grow.  In  this  type  of  lesion  when  exten- 
sive, I have  been  transplanting  tissue  from  a distance, 
after  excising  the  cancer  with  electric  cautery,  and  not 
cured  by  radiologic  treatment,  because  there  seems  to 
be  some  inhibiting  substance  in  tissue  at  a distance  from 
the  lesion.  I have  never  seen  a basal-cell  cancer  in- 
volve a flap  transplanted  from  a distance,  though  it  may 
recur  near  its  margin. 

Not  infrequently,  as  Dr.  Archer  says,  there  is  a mixed 
type  of  lesion,  with  squamous  cells  among  the  basal  cells, 
which  may  be  called  metastasizes. 

We  must  remember,  too,  that  the  technic  with  the  new 
X-ray  machines  has  changed,  and  it  is  possible  to  do 
now  with  roentgenology  things  that  were  not  possible 
several  years  ago. 

Again  I want  to  warn  against  the  use  of  X-ray,  either 
for  gastro-intestinal  diagnostic  purposes  or  for  therapy, 
by  those  who  have  not  had  the  proper  training  in 
roentgenology.  Undoubtedly  poor  or  insufficient  treat- 
ment at  first  will  seal  that  patient’s  fate  and  prevent 
good  treatment  later  from  having  any  effect. 

Dr.  Hodges,  closing  the  discussion:  As  to  these  small 
basal  cell  lesions,  the  point  that  I want  to  emphasize 
again  about  them  is  this:  In  the  early  stages,  if  they 
are  cut  out  or  burned  out,  or  what  not,  they  can  be 
cured.  But,  on  account  of  the  fact  that  all  pathologists 
tell  you  that  this  is  a more  or  less  benign  lesion  and  that 
it  is  usually  called  rodent  ulcer,  they  are  not  looked 
upon  by  the  majority  of  the  profession  as  real  cancer. 
But  it  is  a real  cancer  and  is  the  worst  of  all  cancers 
if  you  let  it  get  away  from  you.  Sometimes  we  see 
people  with  the  whole  side  of  the  face  gone,  and  in  a 
perfectly  horrible  condition,  who  could  have  been  cured 
if  treated  earlier.  So  it  should  be  looked  upon  just  as 
seriously  as  squamous-cell  cancer. 

Another  point:  In  skin  cancer,  where  you  can  see  it, 
and  in  rectal  cancer,  where  you  can  see  it  and  feel  it, 
and  in  laryngeal  cancer,  where  you  can  see  it,  we  still 
have  a very  heavy  mortality.  We  still  see  many  of  these 
people  in  an  absolutely  hopeless  condition,  where  they 
should  have  been  diagnosed  early.  Cancer  in  some  parts 
of  the  body  is  going  to  elude  us  for  a long  time  yet,  but 
certainly  in  those  parts  of  the  body  where  the  surgeon 
or  radiologist  can  and  should  see  them  we  should  be 
able  to  make  the  diagnosis  in  the  early  stages. 
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SOME  OBSERVATIONS  ON  THE  SURGICAL  TREATMENT  OF 
PULMONARY  TUBERCULOSIS. 


\V.  E.  Brown,  M.  D., 
and 

Frank  B.  Staeford,  M.  D.. 
Blue  Ridge  Sanatorium, 
Charlottesville,  Va. 


There  have  been  numerous  surgical  procedures 
proposed  and  tried  in  the  treatment  of  pulmonary 
tuberculosis.  The  principal  ones  which  are  in  gen- 
eral use  today  are  artificial  pneumothorax,  thoraco- 
plastic  operations,  and  phrenic  nerve  operations. 

Artificlal  Pneumothorax 

Forlanini  of  Italy  first  induced  artificial  pneumo- 
thorax in  a patient  in  1892.  He  had  been  advocat- 
ing this  procedure  since  1882,  but  did  nothing  more 
than  discuss  it,  with  the  exception  of  a few  cases  in 
the  late  ’80’s  where  he  had  aspirated  pleural  effu- 
sions and  had  replaced  some  of  the  fluid  with  air, 
but  did  not  follow  up  the  treatment. 

In  1898,  Dr.  John  B.  Murphy,  Chicago  surgeon, 
not  knowing  of  Forlanini’s  work,  started  artificial 
pneumothorax  on  a few  cases.  Murphy  was  w’ell  sat- 
isfied with  his  results,  and  in  the  same  year  reported 
his  work  at  the  June  meeting  of  the  American  Med- 
ical Association  in  Denver,  Colorado.  Following 
this  report  he  apparently  lost  interest  and  did  no 
further  work  on  the  subject.  However,  it  was  car- 
ried on  for  a while  by  his  pupil  and  associate, 
August  F.  Lemke,  but  owing  to  the  death  of  Dr. 
Lemke  in  1906,  the  treatment  in  this  country  was 
practically  abandoned  for  a few  years. 

In  1912  the  joint  papers  by  Hammond  and  Sloan 
of  Baltimore,  and  one  by  Dr.  Mary  E.  Lapham  of 
North  Carolina,  were  the  first  to  be  read  on  pneumo- 
thorax before  the  National  .Association  for  the  Study 
and  Prevention  of  Tuberculosis.  Following  these 
papers  a wave  of  enthusiasm  spread  over  the  countr}-, 
and  the  treatment  was  instituted  in  practically  all 
the  well-regulated  tuberculosis  sanatoria  in  the 
United  States. 

In  the  majority  of  institutions  at  that  time  no 
X-ray  facilities  were  available,  and  the  selection  of 
cases  was  based  almost  entirely  on  the  study  of  the 
physical  signs  and  symptoms.  It  was  believed  in 
these  early  days  that  in  order  to  be  suitable  for  this 


treatment  the  patient  should  show  evidence  of  clin- 
ical activity  in  only  one  lung.  It  was  feared  that 
after  compression  of  a diseased  lung  the  increased 
work  placed  on  the  contralateral  lung  w'ould  be  like- 
ly to  spread  any  active  clinical  disease  that  may  have 
been  present  in  it. 

Drs.  Kennon  Dunham  and  C.  S.  Rockhill,  of 
Cincinnati,  in  a paper  in  1913  emphasized  the  im- 
portance of  the  use  of  the  X-ray  in  studying  the  de- 
gree of  collapse  being  obtained  in  those  cases  al- 
ready under  compression  therapy. 

It  had  been  further  demonstrated  by  those  using 
this  method  that  compression  of  the  lung  with  artif- 
icial pneumothorax  would  usually  control  even  the 
most  severe  pulmonary  hemorrhage  if  administered 
in  time.  Also,  it  was  found  that  cases  with  cavity 
formation,  or  an  extensive  lesion  in  one  lung  and  a 
moderate  amount  of  involvement  in  the  contralateral 
lung,  could  often  be  benefited  by  the  compression 
of  the  badly  diseased  lung  when  the  collapse  was 
induced  to  control  hemorrhage.  Furthermore,  it  was 
noted  that  if  this  class  of  patients  were  kept  at  com- 
plete rest  in  bed  for  a period  of  several  months  the 
moderately  advanced  lesion  in  the  contralateral  lung 
would  frequently  improve  or  clear  up. 

^^'ith  the  increasing  use  of  the  X-ray  in  selecting 
cases  suitable  for  pneumothorax  in  those  days,  and 
following  them  up  after  this  treatment  had  been  in- 
stituted, it  gradually  dawned  on  the  minds  of  phthi- 
siologists that  induced  pneumothorax  could  be  bene- 
ficially administered  to  a much  larger  percentage  of 
patients  than  had  been  previously  believed. 

Thoracoplastic  and  Phrenic  Nerve  Operations 

Thoracoplastic  and  phrenic  nerve  ojjerations  are 
not  particularly  new  in  origin,  but  the  technique  has 
been  greatly  developed  in  the  last  few  years,  and 
positive  indications  for  these  operations  have  be- 
come more  definitely  known. 

.As  far  as  we  can  ascertain  the  first  operations 
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undertaken  to  compress  the  tuberculous  lung  by  a 
thoracoplastic  operation  on  the  overlying  bony  cage 
were  performed  by  de  Carenvilla  of  Lausanne  in 
1885.  Later  pioneering  operations  were  done  by 
Quincke,  and  more  recently  by  Brauer  and  Friedrick 
(1907).  The  procedures  were  modified  by  Wilms 
and  Sauerbruch  who  deserve  the  credit  for  the  de- 
velopment of  the  modern  paravertebral  thoracoplasty 
as  is  used  today. 

In  regard  to  the  phrenic  nerve  operations  it  was 
found  that  Stuertz,  in  1911,  proposed  paralyzing  the 
diaphragm  on  one  side  to  relax  a diseased  lower 
lobe.  In  1913  Sauerbruch  independently  reported 
five  cases  in  which  phrenicotomy  was  done  with 
marked  benefit.  In  the  same  year  Schepelman  sug- 
gested phrenicotomy  for  early  pulmonary  tuberculo- 
sis. In  1922  Felix  and  Goetze  suggested  radical 
phrenicotomy,  this  being  a procedure  to  interrupt  the 
accessory  branch  or  branches  of  the  nerve.  In  the 
last  few  years  temporary  phrenic  paralysis  (phrenic 
crushing)  has  almost  superseded  the  permanent  type 
of  operation. 

Internal  Pneumonolysis 

Jacobeus,  in  1913,  devised  an  instrument  called  a 
thoracoscope  to  divide  intrapleural  adhesions  in 
pneumothorax  cases.  The  instrument  consisted  of 
two  parts  which  were  introduced  separately  in  the 
intercostal  spaces;  the  mirror  and  light  being  intro- 
duced at  one  point  and  the  galvano-cautery  being 
introduced  from  another  point.  This  instrument 
was  later  modified  by  Davidson,  Matson,  Cutler, 


and  others,  the  modification  consisting  of  the  substi- 
tution of  a single  puncture  instrument  for  the  two 
puncture  one,  and  the  substitution  of  high-frequency 
current  for  the  galvano-cautery. 

Many  cases  of  artificial  pneumothorax  are  com- 
plicated by  these  intrapleural  adhesions,  and  they 
often  prevent  the  proper  collapse  of  cavities  and  other 
diseased  portions  of  the  lung.  When  the  adhesions 
can  be  severed  by  the  above-mentioned  procedure, 
much  better  therapeutic  results  are  generally  ob- 
tained from  the  pneumothorax  treatment. 

The  indications  for  the  compression  of  a tuber- 
culous lung  by  artificial  pneumothorax,  or  other 
surgical  procedures  which  have  been  mentioned  are: 

1.  Progressive  minimal  disease. 

2.  Progressive  moderately  advanced  lesions,  or 
moderately  advanced  lesions  with  definite  cavity  for- 
mation with  positive  sputum. 

3.  Far  advanced  tuberculous  disease  with  the 
major  portion  of  the  involvement  in  one  lung,  with 
or  without  positive  sputum. 

4.  For  the  control  of  severe  hemorrhage  in  any 
stage  of  the  disease  when  the  lung  from  which  the 
hemorrhage  is  coming  can  be  definitely  ascertained. 

The  above  indications  are,  of  course,  general  in 
character,  and  each  case  which  comes  under  obser- 
vation should  be  considered  on  its  own  individual 
merits  and  indications. 

In  order  to  show  our  progress  in  the  use  of  com- 
pression therapy  as  an  adjunct  to  the  treatment  of 
patients  who  come  in  our  care,  three  tables  are  given 
as  follows: 


TABLE  I 

Patients  Discharged  From  Blue  Ridge  Sanatorium  Who  Have  Received  Surgical  Therapy  for  the  Period 

July  1,  1930,  Through  June  30,  1935 


Non-Tuber 

CULOUS 

“Suspicious” 

Minimal 

Moderate 

Far 

Advanced 

Total 

Pneumothorax 

0 

0 

5 

87 

104 

196 

Pneumothorax  with  Pneumonolysis 

0 

0 

0 

14 

20 

34 

Temporary  Phrenic 

0 

0 

0 

5 

11 

16 

Permanent  Phrenic 

0 

0 

0 

10 

33 

43 

Partial  Thoracoplasty 

0 

0 

0 

2 

3 

5 

Complete  Thoracoplasty 

0 

0 

0 

0 

11 

11 

Total  Discharges 

45 

255 

192 

438 

505 

1,435 

Of  the  1,435  patients  who  were  discharged  in  the  above  period,  you  will  note  that  45  were  diagnosed  as  non- 
tuberculous  and  255  as  “suspicious”  of  clinical  tuberculosis,  making  a total  of  300  which  is  deducted  from  the  grand 
total  of  1,435,  leaving  1,135  diagnosed  as  positive  cases  of  pulmonary  tuberculosis.  Of  this  number  26.87  per  cent 
were  treated  with  some  form  of  surgical  lung  compression. 
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TABLE  II 

Census  of  Surgical  Work  Done  on  the  Adult  Patients 
IN  THE  Sanatorium  at  the  Beginning  of  the 
Present  Fiscal  Year,  July  1,  1935 


On  July  1,  1935,  we  had  in  the  Sanatorium: 

I.  Pneumothorax 

No.  Cases — 98,  or  43.2  per  cent  of  the  adult 
patient  body. 

17  of  the  98  patients  had  had  in- 
ternal pneumonolysis. 

II.  Phrenics 

No.  Cases — 21,  or  9.2  per  cent  of  the  adult 
patient  body. 

12  of  this  number  had  temporary 
phrenics  and  the  remaining  9 
had  permanent  phrenics. 


III.  Thoracoplasties 

-No.  Cases — 3,  or  1.3  per  cent  of  the  adult 
patient  body. 

1 of  these  3 cases  had  a partial 
collapse  and  the  other  2 had 
complete  collapse. 

Su.MMARY 

Of  the  total  227  patients  occupying  adult  beds 
on  July  1,  1935,  57  were  classified  as  “sus- 
picious” or  non-tuberculous,  leaving  a net 
total  of  170  which  could  be  positively  diag- 
nosed as  having  active,  clinical  tuberculosis. 
Of  this  number  122,  or  71  per  cent,  were 
receiving  some  form  of  surgical  treatment 
for  compression  of  the  lung. 


TABLE  III 

Patients  Discharged  Fro.m  Blue  Ridge  Sanatoriu.m  Who  Have  Received  Surgical  Therapy  for  the  Six-Month 

Period,  July  1,  1935  Through  December  31,  1935 


Non-Tuber- 

CUI.OUS 

“Suspicious” 

Mini.mal 

Moderate 

Far 

Advanced 

Total 

Pneumothorax 

0 

0 

2 

21 

16 

39 

Pneumothorax  with  Pneumonolysis 

0 

0 

0 

6 

3 

9 

Temporary  Phrenic 

0 

0 

3 

3 

6 

12 

Permanent  Phrenic 

0 

0 

0 

3 

5 

8 

Partial  Thoracoplasty 

0 

0 

0 

1 

i 

2 

Complete  Thoracoplasty 

0 

0 

0 

0 

1 

1 

Total  Discharges 

5 

40 

19 

54 

40 

158 

Of  the  158  patients  who  were  discharged  in  the  above  six-month  period,  you  will  note  that  5 were  diagnosed 
as  non-tuberculous  and  40  as  “suspicious”  of  clinical  tuberculosis,  making  a total  of  45,  which  is  deducted  from  the 
grand  total  of  158,  leaving  113  diagnosed  as  positive  cases  of  pulmonary  tuberculosis.  Of  this  number  62.83  per 
cent  were  treated  with  some  form  of  surgical  compression. 


It  is  our  practice  to  offer  compression  treatment 
to  ever}-  patient  admitted  here  whom  we  think 
would  be  benefited  by  it.  In  some  instances  this 
treatment  is  refused  and  the  patient  is  only  given 
general  rest  treatment.  Other  cases  are  admitted 
who,  in  our  opinion  due  to  e.xtensive  bilateral 
disease  or  for  other  reasons,  are  not  suitable  for 
compression  treatment,  but  who  after  complete  rest 
may  sufficiently  improve  in  one  lung  to  justify  some 
type  of  compression  in  the  opposite  side.  In  some 
patients  the  improvement  takes  place  in  the  Sana- 
torium, and  in  others  the  disease  does  not  show  suffi- 
cient healing  to  make  it  safe  to  institute  compression 
treatment  until  after  discharge  from  the  Sanatorium 
and  until  rest  has  been  continued  for  a while  at 
home. 

It  will  be  noted  from  the  above  tallies  that  there 
has  been  a definite  increase  in  the  percentage  of 
patients  who  have  come  under  our  care  during  the 


past  five  years,  who  have  received  some  form  of 
compression  therapy. 

The  cases  of  childhood  type  of  tuberculosis  and 
. “suspicious”  cases  are  not  included  in  the  percent- 
ages, for  compression  is  not  indicated  in  these  types 
of  patients. 

A word  in  regard  to  the  classification  of  “sus- 
picious” cases  may  not  be  amiss  at  this  time.  Many 
of  our  best  diagnosticians  are  showing  an  increasing 
interest  in  the  diagnosis  of  early  tuberculosis,  and 
are  sending  patients  to  the  Sanatorium  for  treat- 
ment who  have  symptoms  of  early  disease,  but  whose 
lesions  in  the  lungs  are  not  clearly  enough  defined 
to  make  a positive  diagnosis  of  minimal  tuberculosis. 
However,  the  majority  of  these  cases  have  definite 
pathological  changes  of  a questionable  nature  that 
may  be  found  on  physical  examination,  or  more  often 
by  X-ray  examination.  We  have  felt  it  advisable 
to  give  such  patients  a pieriod  of  treatment  in  order 
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possibly  to  prevent  a further  development  of  the 
disease,  and  to  teach  them  the  precautions  necessary 
to  prevent  a breakdown  in  the  future.  We  have  seen 
numbers  of  so-called  “suspicious”  cases  who  did  not 
take  the  necessary  care  of  themselves  break  down  in 
later  years  with  active  tuberculosis. 

The  question  of  the  proper  time  to  discharge  pa- 
tients from  the  Sanatorium  whose  symptoms  have 
been  ameliorated  by  the  use  of  compression  therapy 
but  who  need  further  treatment  is  one  to  which  we 
have  given  a great  deal  of  study.  There  are  a few 
clinics  in  the  United  States  which  have  been  doing 
an  extensive  amount  of  surgical  compression  on 
their  tuberculous  patients  and  returning  them  to 
their  homes  at  an  early  date  after  their  symptoms 
have  subsided.  In  order  to  get  the  opinions  of 
some  of  the  outstanding  chest  specialists,  we  have 
during  the  past  year  sent  the  following  questionnaire 
to  several  of  the  most  experienced  men  in  tubercu- 
losis work  in  the  United  States: 

“1.  During  the  last  fiscal  year  what  percentage  of 
your  pulmonary  tuberculosis  patients  received  artificial 
pneumothorax? 

“2.  Do  you  advocate  the  brief  training  of  general 
practitioners  for  the  purpose  of  administering  artificial 
pneumothorax  in  their  offices,  and  discharge  your  patients 
to  receive  treatment  from  this  source? 

“3.  Do  you  believe  that  patients  should  be  treated 
with  artificial  pneumothorax  and  return  to  their  usual 
occupations  within  from  one  to  three  months  after  com- 
pression has  been  established,  and  for  them  to  receive 
the  treatment  thereafter  from  whatever  local  practitioner 
who  may  have  equipped  himself  to  give  this  treatment 
at  his  office? 

“4.  What  is  your  opinion  of  the  relative  value  of 
sanatorium  training  and  treatment  of  patients  suffering 
from  pulmonary  tuberculosis  as  compared  with  home 
training  and  treatment.” 

I am  giving  below  their  replies  to  these  questions. 

F.  M.  PoTTENGER,  M.  D.,  Associate  Professor  of  Clini- 
cal Medicine,  University  of  Southern  California.  The 
Pottenger  Sanatorium  and  Clinic,  Monrovia,  Calif. 

“1.  During  the  past  year  we  had  about  20  per  cent. 
This  is  a very  high  percentage  for  us,  but  it  has  been 
due  to  the  character  of  the  material  that  has  come  to 
the  Sanatorium.  During  the  depression  we  have  had 
a larger  percentage  of  severe  cases  than  is  usual.  Prior 
to  the  depression  our  percentage  ran  about  5 — 7 per  cent. 

“2.  No  patient  should  be  discharged  to  receive  treat- 
ment under  a general  practitioner  unless  he  does  un- 
derstand the  work.  * * * If  he  is  able  to  do  it  well,  all 
right;  but  I look  upon  the  treatment  of  tuberculosis  as 


much  more  serious  than  just  putting  a little  air  into 
the  chest. 

‘<3_  * * * Expediency  may  drive  one  to  do  this,  but 

it  will  not  give  the  greatest  number  of  good  results. 

“4.  I do  not  think  there  is  any  comparison  between 
sanatorium  treatment  and  home  treatment.  * • * j find 
that  where  patients  are  under  my  immediate  control 
and  where  I am  responsible  for  their  acts  I can  do  so 
much  better  than  I can  when  they  are  surrounded  by 
well  people  and  where  I am  compelled  to  make  suitable 
accommodations  for  them  among  those  who  are  living 
lives  that  are  diametrically  opposite  to  the  life  the  pa- 
tient must  live  to  get  well.  It  can  be  done,  but  I find 
that  as  a rule  those  who  are  convinced  of  its  value  are 
those  who  have  never  had  the  opportunity  to  know  what 
isolation  and  control  of  the  patient  in  a proper  institu- 
tion means.” 


Victor  F.  Cullen,  M.  D.,  Supt.,  Maryland  Tubercu- 
losis Sanatorium,  State  Sanatorium,  Md. 

“1.  Twenty-five  per  cent. 

“2.  I think  there  should  be  treatment  stations  scat- 
tered all  over  the  State  and  there  should  be  a trained 
man  able  to  administer  pneumothorax  in  these  stations. 

“3.  I do  not  believe  the  patients  should  be  sent  back 
to  their  occupations  in  three  months.  You  will  find 
some  men  in  Michigan  and  Minnesota  who  are  doing 
this  way,  and  personally  I feel  persons  should  have  just 
as  good  care  tb  take  cure  whether  they  receive  pneumo- 
thorax or  whether  they  do  not,  and  they  should  have 
sanatorium  treatment  and  have  the  lung  well  under 
compression  when  they  are  sent  out.  I do  not  feel  it 
is  a good  thing  to  start  patients  on  pneumothorax  in 
the  doctor’s  office. 

“4.  My  opinion  is  that  each  patient  suffering  from 
pulmonary  tuberculosis  should  have  at  least  two  or  three 
months  training  in  a Tuberculosis  Sanatorium  before 
they  attempt  to  go  back  home.” 


Joseph  Walsh,  M.  D.,  521  Medical  Arts  Bldg.,  16th 
and  Walnut  Streets,  Philadelphia,  Pa. 

“1.  Nine  per  cent. 

“2.  No. 

“3.  No. 

“4.  * * • All  patients  are  undoubtedly  treated  more 

easily  and  more  satisfactorily  in  a sanatorium.  * * * 


Gerald  B.  Webb,  M.  D.,  Past  President  of  National 
Tuberculosis  Association,  23  E.  Pikes  Peak  Avenue, 
Colorado  Springs,  Colo. 

‘‘1.  Can  not  give  you  percentage,  but  on  account  of 
the  complications  which  can  arise  we  are  very  conserva- 
tive in  administering  artificial  pneumothorax.  We  still 
feel  that  prolonged  bed  and  postural  rest,  or  shot  bags  if 
disease  is  bilateral,  the  first  remedy. 

“2.  No,  decidedly  not. 

“3.  No.  Whatever  collapse  therapy  is  employed  it 
takes  several  years  for  the  patient  to  recover.  Our  best 
results  have  always  been  obtained  by  bed  rest. 
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“4.  Sanatorium  treatment  is  by  far  the  best.  With  a 
few  sensible  people  home  treatment  has  been  successful.” 

William  H.  Ordvvay,  M.  D.,  Physician  in  Charge, 
Metropolitan  Life  Insurance  Company  Sanatorium,  Mt. 
McGregor,  N.  Y. 

“1.  Twenty-nine  per  cent  of  fifty-five  tuberculous  ad- 
missions during  1933  received  artificial  pneumothorax. 

“2.  I believe  that  the  institution  and  continuance  of 
artificial  pneumothorax  for  the  treatment  of  pulmonary 
tuberculosis  should  be  confined  to  men  specializing  in  this 
field.  Complications  and  decisions  as  to  its  adminis- 
tration can  only  be  successfully  handled  by  those  who  are 
constantly  interested  in  this  type  of  work. 

“3.  It  is  our  opinion  that  artificial  pneumothorax  is 
simply  an  adjunct  to  the  treatment  of  pulmonary  tuber- 
culosis in  a sanatorium,  and  unless  the  local  practitioner 
has  had  some  training  in  sanatorium  treatment  it  offers 
a considerable  hazard  to  the  patient. 

“4.  It  is  my  opinion  that  with  a few  rare  exceptions, 
every  patient  suffering  from  pulmonary  tuberculosis 
should  have  the  benefit  of  sanatorium  treatment  before 
undertaking  treatment  at  home.  * • * It  is  my  belief  that 
taken  as  a whole  patients  do  much  better  in  a sana- 
torium than  they  do  under  home  training  and  treatment. 

David  R.  Lyman,  M.  D.,  Past  President  National  Tu- 
berculosis Association  and  American  Sanatorium  Asso- 
ciation. Supt.  Gaylord  Farm  Sanatorium,  Wallingford, 
Conn. 

“1.  During  the  past  year  about  SO  per  cent  of  our 
patients  received  pneumothorax. 

“2.  Absolutely  not. 

“3.  No.  You  absolutely  cannot  train  patients  to  new 

habits  of  life  in  three  months. 

“4.  My  opinion  is  best  expressed  by  the  fact  that 

I have  no  private  patients  undergoing  home  treatment 

• • • » 

Fred  H.  Heise,  M.  D.,  Medical  Director,  Trudeau 

Sanatorium,  Trudeau,  N.  Y. 

“1.  Thirty  to  forty  per  cent. 

“2.  This  can  be  done  but  training  should  be  thorough 
and  include  all  complications.  Fluoroscopy  or  X-ray 
necessary. 

“3.  For  most  patients  far  too  soon  to  return  to  work. 

“4.  Sanatorium  much  more  valuable — Public  Health 
Nurses  have  told  me  home  treatment  no  good  unless  the 
patient  has  first  been  in  sanatorium.” 


Lawrason  Brown,  M.  D.,  Saranac  Lake,  N.  Y.  Past 
President  National  Tuberculosis  Association  and  Ameri- 
can Sanatorium  Association. 

“1.  I cannot,  but  a rather  large  perecentage,  about 
25-30  per  cent. 

“2.  Only  when  necessary. 

“3.  A longer  rest  period  is  advisable. 

“4.  Few  physicians  in  private  practice  have  time 
enough  to  give  their  patients  proper  education — hence 
the  value  of  the  sanatorium.” 


Maurice  McPhedran,  M.  D.,  Member  of  Diagnostic 
Committee  of  National  Tuberculosis  Association.  The 
Henry  Phipps  Institute,  Philadelphia,  Pa. 

“1.  Percentage  impossible  to  give  with  accuracy  be- 
cause of-  the  nature  of  this  clinic.  * * • I think  pneu- 
mothorax is  desirable  for  the  majority  of  unilateral  cases, 
and  many  bilateral  cases  ’whose  cavities  do  not  promptly 
contract  under  adequate  rest.  In  some  cases  I advise 
pneumothorax  when  the  patient  is  first  seen  because  of 
the  character  and  distribution  of  the  lesion. 

“2.  The  proper  conduct  of  some  of  the  cases  of  pneu- 
mothorax requires  experience  and  adequate  X-ray  facili- 
ties to  determine  whether  cavities  are  being  closed.  Brief 
training  is  inadequate,  and  experience  with  tuberculosis 
is  essential  to  carry  on  pneumothorax  effectively. 

“3.  No.  Evidence  of  retrogression  and  scarring  with- 
in the  collapsed  lung  should  be  observed  before  a pa- 
tient can  safely  return  to  work.  Even  then,  close  super- 
vision is  essential. 

“4.  Sanatorium  training  and  treatment  of  patients 
offer,  in  a well-conducted  sanatorium,  advantages  that 
home  treatment  cannot  give.” 


Kennon  Dunham,  M.  D.,  Past  President  National 
Tuberculosis  Association.  The  Tuberculosis  Sanatorium, 
Price  Hill,  Cincinnati,  Ohio. 

“1.  We  have  in  the  sanatorium  about  500  adults,  and 
of  these,  last  year  237  were  under  pneumothorax  treat- 
ment. 

“2.  I have  never  approved,  much  less  advocated  any 
half-baked  training.  It  is  sure  to  do  more  harm  than 
good. 

“3.  We  do  not  follow  this  practice.  We  have  too 
man}'  patients  breaking  down  under  the  most  careful 
treatment.  If  a patient  is  financially  able  to  continue 
treatment  at  home,  this  may  be  possible,  with  a coopera- 
tive patient  and  a doctor  trained  in  the  management  of 
tuberculosis. 

“4.  Home  treatment  is  much  more  difficult.  If  the 
patient  is  to  stay  at  home  successfully,  the  home  must 
be  converted  into  a hospital.  Therefore,  in  my  judgment 
successful  home  treatment  is  really  sanatorium  treatment 
for  a private  patient.  Your  answer,  therefore,  is  that 
we  must  have  sanatorium  treatment,  either  in  a public 
or  private  sanatorium.” 

A summary  of  the  answers  to  the  four  questions 
found  above  shows  a variation  of  from  9 — 50  per 
cent  of  the  patients  under  the  care  of  the  different 
physicians  whose  answers  are  given  above  with  a 
combined  average  of  29.5  per  cent  of  their  patients 
receiving  pneumothorax. 

In  the  answers  to  question  2 in  regard  to  general 
practitioners  administering  pneumothorax  in  their 
offices,  eight  are  against  this  practice  and  two,  Cullen 
of  Maryland  and  Heise  of  Trudeau,  approve  with 
reservations. 
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In  the  answers  to  question  3,  all  ten  are  unan- 
imously against  patients  being  returned  to  their 
usual  occupations  within  from  one  to  three  months 
after  compression  has  been  established. 

In  the  answers  to  question  4 as  to  the  relative 
value  of  sanatorium  training  and  treatment  against 
home  treatment,  all  ten  are  for  sanatorium  treat- 
ment. It  is  seen  by  these  answers  that  a conserva- 
tive attitude  in  the  treatment  of  pulmonary  tuber- 
culosis is  being  taken  by  all  of  these  men. 

Conclusions 

1.  Surgical  compression  is  often  a valuable  thera- 
peutic measure  in  the  general  treatment  of  tuber- 
culosis in  those  cases  in  whom  it  is  indicated. 

2.  Induced,  or  artificial  pneumothorax  is  the 
method  of  choice  in  surgical  compression  of  a lung. 


In  many  instances  under  this  treatment  the  dis- 
eased lung  will  heal,  the  air  in  the  pleural  sac  will 
be  absorbed,  and  the  lung  allowed  to  re-expand  and 
again  function,  whereas,  in  permanent  surgical  com- 
pression there  is,  of  course,  no  further  restoration  of 
function. 

3.  In  conformity  with  the  opinion  of  many  of 
our  medical  leaders  in  this  work,  we  believe  that 
surgical  collapse  of  the  lung  is  not  in  itself  a cure 
for  tuberculous  disease,  but  should  always  be  ac- 
companied by  prolonged  rest  and  general  treatment 
of  the  patient  before  it  is  safe  to  return  to  his  or  her 
usual  mode  of  living. 

4.  Practice  of  collapse  therapy  for  tuberculous 
patients  should  not  be  attempted  by  physicians  who 
have  not  had  special  training  in  the  technique  of 
this  work,  and  who  are  not  properly  equipped  for  it. 


SALIENT  POINTS  IN  EMERGENCY  SURGERY.* 


M.  H.  Todd,  M.  D., 

Norfolk,  Va. 


Ordinary  wounds  of  the  soft  parts  can  be  treated 
by  loose  sutures  or  clips,  leaving  space  for  drain- 
age. If  edges  are  ragged,  trim  them,  and  often  leave 
in  a small  rubber  tissue  drain.  If  deep  and  dirty, 
debride  the  wound,  but  don’t  injure  tendons,  nerve 
trunks  or  large  vessels;  suture  only  loosely,  and  be 
sure  there  is  no  tension;  sometimes  small  relaxation 
incisions  off  to  the  side  will  help.  If  severe  and 
grossly  infected,  best  not  suture  at  all,  but  lay  in 
Carrel  tubes  and  irrigate  with  Dakin’s  solution. 
Healing  will  then  be  by  granulation,  unless  you 
w'ish  to  do  a secondar}"  suture;  this  still  works  per- 
fectly well,  as  it  did  during  the  war,  but  smears 
must  show  almost  no  bacteria  if  it  is  to  be  success- 
ful. 

It  is  probably  best  not  to  use  strong  antiseptics 
in  the  wound  itself. 

Skin  loss  is  treated  by  allowing  to  granulate 
cleanly,  and  then  doing  a skin-graft,  early,  to  pre- 
vent contraction  of  the  scar.  This  applies  most 
forcibly  to  loss  of  skin  from  burns,  where  delay  in 
such  grafting  may  lead  to  unsightly  and  disabling 
deformity. 

*Read  before  the  Northampton  County  Medical  So- 
ciety, at  Eastville,  Va.,  October  2,  1935. 


Dirt  ground  into  the  skin  can  be  removed  by  a 
stiff  brush,  under  anesthesia. 

Lacerations  of  the  face  take  a lot  of  time  to  sew 
up  correctly;  the  skin  edges  have  to  be  fitted 
very  exactly,  like  a jig-saw'  puzzle,  or  there  wall 
be  a needlessly  disfiguring  scar. 

These  wounds  heal  kindly,  however,  because  of 
the  superabundant  blood  supply.  Primary  swell- 
ing subsides,  leaving  normal  contours. 

Penetrating  injuries  of  the  eye-ball  are  emergen- 
cies of  the  first  order;  for  infection  may  follow 
with  loss  of,  not  one,  but  both  eyes.  Therefore, 
rush  such  injuries  to  the  specialist,  in  the  dead  of 
night  if  need  be. 

Puncture  wounds  of  the  palm  or  sole  are  to  be 
incised  and  left  open. 

Where  contamination  by  the  soil  is  probable,  use 
tetanus  antitoxin,  of  course,  and  repeat  in  a week 
unless  healing  is  clean. 

If  tetanus  occurs,  always  debride  the  wound,  even 
if  healed;  second,  give  large  amounts  of  serum  into 
vein  and  muscle — not  intraspinally;  third,  use  aver- 
tin,  and,  fourth,  plenty  of  fluids  and  dextrose,  by 
any  route  possible. 
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Gas  gangrene  is  seldom  seen  in  civilian  life;  it 
may  be  recognized  by  the  X-ray  before  crepitation 
can  be  felt,  and  it  is  treated  by  excision  of  the 
involved  soft  parts,  sometimes  by  amputation,  and 
by  the  serum. 

The  Hand 

Tendon  injuries  are  serious,  and  really  come  un- 
der the  head  of  major  surgery.  If  four  hours  or 
less  have  elapsed  since  injur)%  and  the  wound  looks 
clean,  do  an  immediate  suture,  handling  the  tendon 
with  great  care.  If  seen  later,  it  is  best  to  allow 
the  wound  to  heal  as  it  will,  and  do  a secondary 
tendon  repair  later. 

Suture  tendon  to  tendon,  not  tendon  to  the  median 
nerve.  Suture  smoothly,  leaving  no  raw  end,  or  it 
will  adhere  and  prevent  motion. 

See  that  the  fingers  stay  flexible;  otherwise  it  will 
do  no  good  to  repair  the  tendon.  If  doing  a second- 
dary  repair,  use  fine  silk,  and  insist  on  active  mo- 
tion by  the  patient  himself,  at  once.  Tendon  grafts 
often  work  well;  use  one  of  the  toe  extensors,  with 
its  paratenon  fat. 

Hand  injuries  in  general  belong  in  the  realm  of 
major  surgery;  it  is  really  best  to  hospitalize  all 
except  the  most  superficial.  Rest  in  bed  at  the  hos- 
pital is  a very  different  thing  from  rest  at  home.  If 
infection  once  gets  a good  start,  the  hand  may  be, 
and  often  is,  ruined  for  all  time.  In  general,  su- 
ture only  very  loosely,  use  a strip  of  rubber  for 
a drain,  not  down  to  tendon  or  bare  bone;  splint  the 
hand,  and  keep  the  patient  strictly  in  bed.  Watch 
especially  wounds  over  the  dorsal  aspect  of  finger- 
joints;  if  infected,  the  finger  may  easily  be  lost. 
The  patient  will  complain  about  being  put  to  bed 
for  hand  injuries,  but  this  practice  is  sure  to  save 
I)lenty  of  time  and  money  in  the  end. 

Infections  of  the  hand  are  serious.  Felons  are 
treated  by  lateral  incision  carried  around  to  the 
end  of  the  finger,  or  even  clear  across  the  end  to 
the  other  side,  like  a fish-mouth.  Warning — Do 
not  inci.se  the  flexor  tendon  sheath  at  the  same  time, 
or  the  infection  will  spread  up  the  hand.  Infec- 
tions of  the  palm  are  very  serious,  though  not  fre- 
quent. Oj)eration  should  only  be  done  under  anes- 
thesia and  the  tourniquet;  otherwise,  uninfected 
spaces  may  be  grossly  contaminated  by  the  operation. 

Infected  hands  may  show  most  of  the  swelling  on 
the  dorsum;  but  incisions  here  do  not  reach  the 
trouble. 


The  most  serious  infection  of  all  is  the  streptococ- 
cus lymphangitis;  for  ill-advised  operation  here  will 
result  in  rapid  invasion  of  the  blood  stream,  sepsis 
and  early  death  of  the  patient — the  dreaded  “blood- 
poison”  of  the  laity. 

Let  me  here  emphasize  one  of  the  older  forms  of 
treatment,  often  forgotten,  but  unquestionably  life- 
saving— namely.  Bier’s  hyperemia.  Put  on  a blood 
pressure  cuff  at  the  elbow,  and  keep  it  inflated  to 
about  20  mm.  Hg.  wdth  an  hour’s  rest  twice  in 
twenty-four  hours  (or  use  the  Esmarch  bandage  with 
gentle  compression)  and  general  sepsis  will  almost 
certainly  not  occur.  In  my  experience  it  has  never 
occurred.  Furthermore,  with  this  treatment  better 
drainage  will  take  place  through  smaller  incisions. 
I learned  this  treatment  from  John  Finney. 

Peripher.a,l  Nerve 

Injuries  to  the  peripheral  nerves  are  treated  by 
immediate  suture  if  the  wound  is  fairly  clean.  Use 
fine  arterial  silk,  and  handle  the  nerve  with  gentle- 
ness. If  suture  is  done  later,  after  wound  healing, 
e.xpose  the  scarred  area  by  first  identifying  the 
nerve-trunk  above  and  below  the  point  of  injury. 
Excise  the  scar  with  a razor-blade,  making  trans- 
verse cuts  and  slicing  the  nerve  like  a loaf  of  bread 
until  beyond  the  scarred  area,  where  nerve-bundles 
can  again  be  seen.  Otherwise  you  are  only  suturing 
fibrous  tissues.  Lengthening  may  be  required,  by 
grossly  separating  the  nerve  from  surrounding  soft 
parts;  a reasonable  gap  can  be  overcome  by  flexing 
the  joints.  The  radial  and  sciatic  nerves  recover 
quite  well,  the  median  and  ulnar  not  so  well.  Re- 
covery in  any  case  takes  a long  time — let  us  say 
eighteen  months.  Keep  the  muscles  constantly  re- 
la.xed  by  splinting,  i.  e.,  never  let  wrist-drop  or 
foot-drop  occur  even  for  a fevy  hours;  and  use  the 
galvanic  current  and  massage.  Prevent  contrac- 
ture; and  above  all  other  things,  keep  the  finger- 
joints  flexible;  otherwise,  the  whole  operation  is 
useless.  Watch  for  trophic  ulcers,  from  hot-water 
bottles  and  cigarettes.  Nerve  grafts  are  useless, 
as  a rule. 

Burns 

Spray  on  fresh  tannic  acid  solution,  3 to  5 per 
cent,  every  few  minutes  until  tanned;  then  use  the 
electric  light  cradle  over  the  uncovered  burned  area. 
If  a large  area  is  burned,  even  though  only  super- 
ficially, there  is  grave  danger  of  death,  especially 
in  children.  Use  very  large  amounts  of  fluids  by 
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all  channels;  morphine  for  pain;  high  caloric  diet. 
If  the  patient  lives,  watch  for  contracture,  especially 
near  joints,  and  use  splintage  accordingly.  Skin- 
graft  at  the  earliest  opportunity,  often  by  Reverdin 
grafts;  better,  if  practicable,  by  rather  thick  Thiersch 
grafts.  Early  grafting  prevents  contracting  scars, 
and  as  soon  as  the  raw  surface  is  healed,  the  pa- 
tient immediately  gets  better  in  his  general  condi- 
tion. 

Note  that  burns  rather  easily  get  infected,  and 
that  tetanus  may  occur.  If  infiammation  appears, 
trim  away  the  neighboring  edges  of  the  tanned 
eschar,  to  permit  drainage;  but  otherwise  leave  it 
alone  until  it  comes  away  by  itself. 

The  horrible  deformities  that  fix  the  arm,  or  the 
chin  and  the  tongue,  to  the  chest,  should  never 
occur  if  grafting  is  done  early.  Late  cases  require 
extensive  plastic  operations,  with  pedicled  grafts, 
etc.;  but  in  general,  such  deformities  mean  that 
someone  failed  to  graft  skin  as  soon  as  he  should. 

The  Abdomen 

Surgical  emergencies  of  the  abdomen  fall  into  two 
groups — those  due  to  trauma,  and  those  due  to 
disease. 

Penetrating  abdominal  wounds  are  dangerous  to 
life  mainly  because  of  intestinal  injury,  which  leads 
to  a fatal  peritonitis.  Gunshot  wounds,  in  addition, 
are  dangerous  because  of  shock,  and  internal  hemor- 
rhage from  injury  to  large  vessels,  or  the  liver, 
spleen  or  kidney.  Simple  wounds  penetrating  into 
the  peritoneal  cavity,  without  visceral  injury,  are  not 
of  themselves  ordinarily  dangerous,  for  the  peri- 
toneum will  take  care  of  moderate  infection  if  simply 
left  alone. 

Diagnosis  of  intestinal  injury  can  generally  be 
made  from  the  location  of  penetrating  wounds.  If 
there  is  doubt,  an  X-ray  film  should  be  made  with 
the  patient  held  sitting  for  a moment,  the  ray  di- 
rected horizontally  at  the  level  of  the  top  of  the 
liver.  This  shows  at  once  any  escaped  gas,  as  a 
clear  curved  line  separating  the  liver  from  the 
diaphragm;  and  this  finding  is  positive  evidence  of 
intestinal  perforation.  A single  negative  finding 
does  not  entirely  rule  out  intestinal  injury,  but  if 
repeatedly  negative,  such  injury  is  unlikely. 

Do  not  be  misled  by  the  mildness  of  early  symp- 
toms in  abdominal  injury;  this  warning  is  especially 
important  where  no  penetration  of  the  abdominal 
wall  has  taken  place.  The  intestine  may  be  rup- 


tured by  a contusion,  a mule-kick,  for  instance,  with 
relatively  mild  symptoms  for  many  hours,  i.  e.,  only 
a little  soreness,  little  spasm  of  the  muscles,  and,  of 
course,  no  fever  or  increase  in  pulse  rate.  The 
X-ray  is  by  all  means  the  most  urgently  necessary 
diagnostic  aid  where  there  is  such  a possibility,  for 
delay,  of  course,  means  peritonitis,  which  is  apt  to 
mean  death. 

Operation  is  to  be  done,  in  general,  as  soon  as 
primary  shock  has  subsided,  if  intestinal  perfora- 
tion or  rupture  of  the  spleen  or  liver  has  occurred. 
Intestinal  perforation  must  be  closed;  resection  of 
damaged  bowel  may  be  required.  In  general,  do 
not  drain  the  peritoneum  if  operation  is  performed 
within  the  first  few  hours,  even  if  the  colon  is  in- 
volved. 


Fig.  1. — Escaped  gas  from  intestinal  perforation. 


Ruptures  of  the  spleen  are  treated  by  splenectomy, 
an  easy  operation  in  such  cases — vastly  different 
from  its  removal  in  Banti’s  disease. 

A torn  liver  is  to  be  sutured  or  packed  or  both. 
Kidney  injuries  are  usually  best  left  alone;  some- 
times nephrectomy  is  necessary.  Secondary  bleed- 
ing or  abscess  may  be  a late  complication. 

Ruptures  of  the  bladder  demand  suture  and  drain- 
age, generally  above  the  pubis. 

Abdominal  emergencies  due  to  disease  comprise 
gastro-intestinal  perforation  and  obstruction;  gas- 
tro-intestinal  bleeding  is  ordinarily  a medical,  not 
a surgical  emergency. 

Acute  perforation  gives  rise  to  severe  pain,  and 
to  muscular  spasm  that  attains  a board-like  rigidity, 
impossible  to  relax  by  any  effort  of  the  will;  and, 
in  general,  the  X-ray  will  show  gas  above  the  liver, 
just  as  described  in  speaking  of  traumatic  perfora- 
tion. There  may  be  no  antecedent  history  of  any 
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form  of  indigestion.  Operation  consists  of  simple 
closure,  unless  there  is  also  obstruction,  when  a 
side-tracking  operation  may  be  added.  In  general, 
again,  do  not  drain  unless  a number  of  hours  have 
elapsed. 

Typhoid  perforation  is  more  obscure  in  its  S}Tnp- 
toms,  because  the  patient  is  dull  mentally;  but  the 
X-ray  shows  the  diagnostic  findings  as  noted.  Opera- 
tion is  imperative;  the  outlook  is  rather  poor. 

Intestinal  obstruction  is  a very  deadly  emergency, 
which  I personally  fear  above  all  the  others. 
Toxemia  is  insidious  and  often  unrecognized  for 
many  hours,  and  the  siTiiptoms,  cramping  pain  with 
vomiting  and  distention,  are  often  indefinite  until 
a late  stage.  Enemas  may  give  a good  result  for 
a long  time.  The  pulse  and  temperature  are  nor- 
mal, the  blood  count  not  much  changed.  Every 
hour  of  delay  of  course  makes  the  situation  worse. 


Fig.  2. — Drawing  from  illustration  by  Case,  article  cited  ; fluid 
levels,  surmounted  by  gas,  in  small  bowel  area ; acute  ob- 
struction. 

Here  again  the  X-ray  often  gives  help;  for  in 
obstruction,  .the  small  bowel  is  distended  with  gas, 
and  if  the  patient  is  held  sitting  for  a moment, 
distinct  fluid  levels  can  be  seen,  below  dome-shaped 
pockets  of  gas.^  This  finding  indicates  obstruction 
of  some  grade,  not,  however,  necessarily  complete. 

The  treatment  of  intestinal  obstruction,  where 
there  is  any  question  of  intussusception,  volvulus 
or  strangulated  hernia,  is  inevitably  surgical.  In 
this  connection,  let  me  call  your  attention  to  the 
curious  fact  that  strangulated  femoral  hernia  may 
not  be  tender  nor  swollen  to  outside  examination, 
though  inguinal  or  umbilical  hernias  are. 


Operation  may  be  postponed  for  a little  while  to 
permit  giving  fluids  and  salt;  for  these  necessary 
elements  have  usually  been  depleted  by  vomiting  so 
that  the  .patient  is  pretty  well  dehydrated  on  ad- 
mission to  the  hospital;  but,  otherwise,  the  sooner 
the  operation,  the  better  by  far,  for  mortality  in- 
creases very  rapidly  with  every  hour  of  delay.  The 
procedure  consists  in  release  of  the  obstruction,  and, 
if  need  be,  resection  of  the  bowel,  often  adding  an 
enterostomy  above  this  point,  or  entero-anastomosis 
around  the  obstruction.  There  are  several  paradoxes 
in  connection  with  this  condition  which  have  not 
been  very  well  unraveled  as  yet.  For  instance,  the 
bowel  must  be  relieved  of  pressure,  and  yet  sudden 
release  may  kill  the  patient;  and  the  very  enteros- 
tomy opening  that  is  so  imperative  at  first,  may 
later  prove  fatal,  partly  from  starvation.  The  fecal 
current  must  be  re-established,  and  yet,  if  the  lower 
bowel  is  flooded  at  once  with  the  upper  intestinal 
contents,  dangerous  shock  may  take  place. 

Intussusception  is  treated  by  reducing  it,  if  the 
gut  is  viable.  If  not,  recovery  has  followed  a num- 
ber of  different  procedures,  one  of  them  being  to 
fasten  the  invaginated  gut  where  it  is,  by  a few 
sutures,  and  simply  allow  it  to  slough  off  inside 
the  good  bowel,  meantime  providing  a short-circuit 
around  the  obstruction  by  entero-anastomosis. 

This  short-circuiting  operation,  entero-anastomo- 
sis, will  not  work  permanently  if  the  short  section 
of  the  bowel  remains  obstructed,  because  then  a 
progressive  dilatation,  with  ulceration,  slowly  takes 
place,  and  a later  resection  has  to  be  done.  Other- 
wise it  can  be  left  as  it  is. 

The  Bartletts  and  others  have  suggested  that  in- 
intestinal  obstruction  where  strangulation  and  gan- 
grene seem  less  likely,  the  simple  use  of  the  inlying 
nasal  tube,  with  continuous  suction,  may  suffice. 
This  seems  inadequate,  but  it  is  said  to  work. 

The  whole  secret  of  success  in  this  difficult  and 
deadly  condition  lies  in  early  diagnosis;  and  here, 
as  always,  the  general  practitioner  is  the  first  and  by 
far  the  most  important  line  of  defense.  I wish  to 
say  here  with  emphasis  that  the  surgeon  is  to  be 
called  early,  to  help  out  in  the  matter,  not  late.  As 
a matter  of  fact,  this  applies  to  all  acute  abdominal 
cases.  The  surgeon  should  not  only  be  permitted, 
but  required  to  take  a decided  part  in  the  responsi- 
bility for  the  diagnosis.  Otherwise,  the  patient  is 
deprived  of  professional  advice  of  a most  experi- 
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enced,  seasoned  and  specialized  type,  which  may 
easily  mean  the  difference  between  his  life  and  his 
death. 

I cannot  believe  that  it  should  be  a matter  of 
pride  to  the  general  practitioner  to  always  be  able 
to  give  the  surgeon  a complete  diagnosis  when  he 
asks  him  to  see  a patient,  for  this  inevitably  means 
that  he  will  sometime  call  on  him  in  a late  stage; 
to  me,  it  is  a much  greater  evidence  of  his  own 
professional  acumen  to  realize  the  imperative  neces- 
sity of  making  a diagnosis  while  the  case  is  still 
in  the  early  stage,  and  therefore  to  call  his  surgical 
confrere  to  see  the  patient  while  there  may  still  be 
plenty  of  doubt  in  the  minds  of  both  of  them. 

There  is  no  need  to  fear  that  a really  competent 
surgeon  will  rush  into  operation  too  early;  the  re- 
sponsibility of  operating  is  quite  great,  believe  it  or 
not,  and  no  one  wants  to  be  doing  such  a thing  un- 
less it  is  really  called  for. 

The  above  remarks  apply  to  practice  in  towns; 
in  the  country,  the  general  practitioner  will  always 
have  to  rely  on  his  own  judgment  as  a rule,  for  the 
surgeon  is  not  accessible  to  him. 

Ectopic  pregnancy  can  sometimes  be  diagnosed 
before  rupture.  I have  done  so  several  times  and 
have  also  mis-diagnosed  it  appenditicis,  and  have 
made  the  diagnosis  when  no  ectopic  pregnancy  ex- 
isted; I have  even  diagnosed  it  on  the  wrong  side. 
This  ought  to  cover  the  ground  of  possible  errors, 
I should  hope. 

In  general,  it  is  diagnosed  at  rupture,  and  I think 
that  as  a rule  the  diagnosis  is  not  missed  at  this 
time,  the  symptoms  being  reasonably  typical,  i.  e., 
abdominal  pain  and  collapse,  with  signs  of  internal 
hemorrhage.  Treatment,  of  course,  is  immediate 
laparotomy,  with  simultaneous  transfusion;  failing 
a donor,  use  intravenous  acacia.  Start  the  opera- 
tion at  once,  and  as  soon  as  the  peritoneum  is 
opened,  perform  auto-transfusion  with  the  patient’s 
own  blood,  first  observing  the  precaution  to  wash 
out  the  acacia  solution  with  saline;  otherwise  the 
blood  will  clot  in  the  apparatus.  This  procedure  is 
life-saving.  I have  seen  a patient  in  air-hunger 
when  operation  was  started,  with  blood  pressure  of 
60,  recover  at  once,  so  that  by  the  time  the  incision 
was  closed,  the  f)ressure  was  130  and  the  color  w'as 
normally  pink. 

Nota  bene.  Ectopic  pregnancy  is  one  emergency, 
almost  the  only  one,  in  which  delay  to  allow  re- 
covery from  primary  shock  is  not  advisable. 


Auto-transfusion,  by  the  way,  can  also  be  used 
in  cases  of  rupture  of  the  spleen — not,  they  tell 
me,  ruptured  liver.  It  is  an  extremely  valuable 
procedure,  for  there  is  no  delay  in  matching  a donor. 

Other  obstetrical  emergencies,  including  rupture 
of  the  uterus,  I shall  not  go  into,  if  you  please. 

Appendicitis 

Appendicitis  is  the  most  common  emergency  of 
all.  You  are  all  familiar  with  the  classical  pic- 
ture. Let  me  call  your  attention  to  the  fact  that 
any  or  all  of  the  signs  and  symptoms  may  be  ab- 
sent for  many  hours;  and  that  no  one  can  ever  be 
sure  of  the  severity  of  the  process,  which  may  seem 
mild  when  it  is  really  severe,  and  severe  when  it 
is  mild.  Fever  and  rise  in  pulse  are  not  to  be 
awaited.  They  are  late,  not  early  signs.  The 
blood  count  may  correspond  to  the  degree  of  trou- 
ble, or  may  be  entirely  misleading.  To  depend  on 
any  one  sign  is  dangerous.  If  any  sign  is  pretty 
constant,  it  is  a localized  area  of  tenderness — ^per- 
haps acute,  perhaps  mild.  I have  gone  very  ex- 
haustively into  my  own  cases,  in  groups  of  a hun- 
dred or  more,  some  of  which  I have  previously  re- 
ported^; and  my  personal  conclusion  is  that  the 
physician’s  only  safe  advice  is  to  have  operation 
done  as  soon  as  it  appears  reasonably  probable  that 
the  appendix  is  inflamed.  I have  several  times 
failed  to  diagnose  gangrene  or  rupture  when  it  was 
present,  and  I now  fear  to  advise  delay  in  any  case. 
These  cases  should  be  seen  by  the  surgeon  in  the 
early  stage,  when  possible,  as  I have  permitted  my- 
self to  emphasize  above. 

This  disease  is  so  common  that  it  is  to  be  sus- 
pected in  the  case  of  any  belly-ache  that  does  not 
calm  down  within  a few  hours,  after  an  enema  and 
strict  starvation.  I personally  do  not  even  use  the 
ice-cap,  for  I have  seen  it  conceal  the  very  tender- 
ness that  I was  hoping  to  depend  upon,  to  make 
the  diagnosis.  I hate  to  even  mention  this  next 
point,  but  do  not  use  a purgative  in  any  acute 
belly-ache. 

There  is  good  authority  for  doing  an  appendicos- 
tomy  through  the  stump,  when  the  stage  of  peri- 
tonitis has  been  reached.  I have  not  done  this  my- 
self, relying  rather  on  pitressin  intramuscularly 
every  few  hours,  and  sometimes  on  the  inlying 
Levin  tube.  This  routine  almost  always  prevents 
ileus. 

If  drainage  is  used,  the  right-side  position,  with 
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the  head  of  the  bed  raised,  does,  I think,  help  drain- 
age for  some  time.  I believe  that  I can  accuse 
myself  of  permitting  a subphrenic  abscess  to  de- 
velop by  not  observing  this  routine  long  enough. 
The  man  recovered,  but  it  was  a very  narrow 
squeak. 

The  Chest 

Wounds  of  the  chest  have  usually  been  treated 
conser\'atively,  that  is,  by  rest  in  bed,  and  by  aspi- 
ration of  blood  after  two  or  three  days,  when  dan- 
ger of  more  bleeding  seems  past — generally  repeat- 
ing aspiration  of  moderate  quantities.  Transfusion 
is  done,  if  necessar}-;  drainage  later  if  empyema 
develops. 

There  is  very  good  authority  for  replacing  aspi- 
rated blood  with  air,  and,  indeed,  for  collapsing  the 
lung  by  artificial  pneumothorax  to  stop  bleeding. 
In  a general  way,  perhaps  as  much  as  possible  of 
the  effused  blood  should  be  removed,  after  a few 
days  at  least,  to  lessen  adhesions. 

Bleeding  from  the  injured  lung  itself  rarely  in- 
dicates open  thoracotomy;  bleeding  from  intercostals 
or  the  internal  mammary  arter}'  occasionally  does. 

There  is  at  least  one  variety  of  chest  injury  that 
does  demand  immediate  surgery,  namely,  open 
wounds,  sucking  air.  These  must  be  closed  by 
suture,  even  shifting  muscle-flaps  if  need  be.  At  the 
same  time  debride  the  wound. 

The  most  recent  method  of  treating  injuries  to 
the  lung  itself  has  been  developed  at  the  Harlem 
Hospital  in  Xew  York.‘‘  Briefly,  the  chest  is  opened 
near  the  wound  of  entrance,  a section  of  rib  is  re- 
moved, and  the  lung  pulled  up  and  sutured  to  the 
chest  wall  all  around  the  lacerated  area,  which  is 
thus  exteriorized.  I have  not  tried  it,  but  it  sounds 
logical  and  practical,  and  would  surely  minimize 
pleural  infection. 

Pulmonary  hemorrhage  in  tuberculosis  occasion- 
ally demands  surgical  arrest;  this  is  done  by  ar- 
tificial pneumothorax. 

There  are  a number  of  medical  conditions  that 
may  be  confused  with  surgical  emergencies;  they 
var}'  from  coronary  occlusion  to  lead  poisoning, 
and  from  spider-bites  to  the  crises  of  tabes.  I can- 
not go  into  the  differential  diagnosis,  but  will  simply 
call  attention  to  them  as  additional  sources  of  worry 
to  the  physician  attempting  to  find  out  what  is  the 
matter  with  his  patient.  Such  things  explain  why 
physicians  get  gray  hairs  and  high  blood-pressure. 


Fr.actures  and  Dislocations 

Dislocations,  first.  There  is  one  universal  rule; 
get  the  patient  completely  rela.xed,  usually  under 
deep,  if  brief,  ether  anesthesia.  When  this  is  done, 
it  requires  no  special  manipulation  at  all  to  reduce 
any  dislocation,  even  the  hip-joint.  Simple  traction, 
and  a little  moving  to  and  fro  one  way  or  another, 
will  effect  reduction  with  the  greatest  ease.  But 
without  complete  relaxation,  Kocher  himself,  with 
all  his  scientific  movements  of  the  extremity,  might 
never  get  it  back  in  place;  or,  if  he  used  force,  might 
actually  break  the  bone  first.  Relaxation  under 
ether  means  that  the  patient  is  pink — not  black  in 
the  face,  with  clenched  jaws  and  tonic  spasms  of 
the  hands.  All  the  muscles  must  positively  be  re- 
laxed; when  this  is  attained,  the  dislocation  will 
practically  drop  into  place  by  itself. 

Fractures — These  are  of  necessity  treated  accord- 
ing to  what  equipment  is  available.  If  X-rays 
cannot  be  had,  diagnosis  will  not  be  very  exact, 
and  the  most  accurate  and  positive  guide  to  treat- 
ment is  lacking.  Nevertheless,  very  respectable  re- 
sults can  be  obtained  if  the  standard  general  prin- 
ciples are  faithfully  followed. 

Diagnosis  can  be  made  by  local  tenderness,  ecchy- 
mosis,  and  slight  false  motion.  Avoid  trying  for 
crepitus,  for  a previously  satisfactory  position  may 
be  spoiled  by  this  maneuver.  Above  all,  make  all 
examinations  gently.  No  use  adding  insult  to  in- 
jury. 

It  is  very  much  preferable  to  use  the  X-ray  if  at 
all  possible,  and  this  should  be  repeated  after  re- 
duction and  fixation,  to  prove  position  and  protect 
the  patient,  not  to  mention  the  doctor  as  well. 

Fractures  of  the  middle  of  long  bones  only  need 
fair  reduction  to  give  good  results,  though  square 
breaks  should  not  in  general  be'  permitted  to  remain 
actually  overlapped;  but  fractures  near  joints  have 
to  be  set  with  considerable  care,  to  avoid  decided 
impairment  of  function.  I call  your  attention  es- 
pecially to  the  lower  end  of  the  leg;  and  to  the 
upper  end,  just  below  the  knee,  the  automobile 
bumper  fracture,  where  angulation  may  cause  a very 
disabling  bowleg,  knock-knee,  or  back-knee.  The 
latter  is  easily  overlooked  at  first  sight — I have 
been  caught  napping  here  myself — and  is  a decided 
impairment.  The  same  thing  is  true  of  the  lower 
end  of  the  femur,  and  of  course  also  of  the  supra- 
condylar fracture  of  the  humerus,  just  above  the 
elbow. 
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Fractures  involving  the  joint  surfaces  themselves 
demand  a very  precise  reduction,  even  by  operation 
if  need  be.  Examples  are  fractures  of  the  humeral 
condyles,  whether  in  adults  or  in  children,  and  the 
tri-malleolar  Cotton’s  fracture  of  the  ankle,  with 
upward  displacement  of  the  posterior  corner  of  the 
lower  end  of  the  tibia.  Failure  to  get  such  frac- 
tures accurately  back  in  place  is  sure  to  cripple  the 
patient  more  or  less— generally  more. 

In  putting  on  plaster  casts,  don’t  make  them 
heavy;  most  casts  that  I see  are  at  least  twice  too 
thick,  and  have  altogether  too  much  padding  in 
them,  so  that  the  extremity  floats  around  inside 
pretty  much  as  it  takes  a notion,  and  the  fracture 
sags  out  of  line.  A w'ell-made  cast  should  not  just 
look  like  a shapeless  cylinder  of  heavy  plaster,  but 
should  be  accurately  molded  to  the  contour  of  the 
extremity,  showing  its  outlines  and  curves.  I ad- 
vise the  use  of  a little  padding.  The  German  tech- 
nique without  padding  is  all  right  for  expert  use 
in  hospitals,  but  can  give  plenty  trouble  if  care- 
lessly used. 

IMany  fractures  can  be  treated  better  by  traction 
than  by  using  a cast.  It  is  true  that  this  means 
confinement  to  bed,  but  the  better  result  really  justi- 
fies it. 

The  healing  time  of  broken  bones  in  adults  is 
much  longer  than  the  texts  have  had  it  in  the  past. 
If  a broken  leg  heals  strongly  enough  to  permit  full 
ordinary  work  within  four  months,  it  has  done  well. 
In  children,  strong  fixation  takes  place  within  a 
very  few  days,  solid  union  in  a few  weeks. 

Special  Fractures 

Fractures  of  the  clavicle  always  heal  solidly; 
usually  a little  deformity  is  left.  In  children,  this 
disappears;  in  men,  it  is  not  of  importance.  In 
women,  it  is  worth  while  going  to  some  trouble  to 
avoid  if  you  can.  In  a general  way,  any  fixation 
of  the  arm  will  result  in  satisfactory  union — ^the 
Velpeau  bandage,  or  adhesive,  or  the  T-splint;  later, 
simply  a sling.  In  women,  certain  special  splints, 
or  rest  in  bed  with  a sandbag  between  the  shoulder- 
blades.  These  things  are  most  uncomfortable,  but 
may  give  better  results.  Over-lapped  fractures  are 
very  hard  to  get  reduced,  to  my  mind,  and  some 
method  of  direct  manipulation  of  the  bone,  as  with 
a towel-clip,  is  worth  trying.  I cannot  say  that  I 
am  always  contented  with  my  own  results  in  women. 


Fractures  of  the  humerus  present  some  difficulty 
in  any  location. 

Fractures  of  the  surgical  neck  are  hard  to  re- 
duce correctly  except  under  the  fluoroscope,  though 
after  reduction  they  tend  to  stay  in  place.  I do  not 
like  the  airplane  splints  very  much,  though  I some- 
times use  them.  Without  this  splint,  there  is  some 
difficulty  in  attaining  good  abduction  later  on,  un- 
less motion  is  carefully  performed  repeatedly  dur- 
ing the  whole  course  of  treatment. 

Fractures  of  the  shaft  are  hard  to  hold  in  place, 
and  non-union  is  not  infrequent.  I have  rather  often 
resorted  to  open  reduction  and  fixation.  Perhaps 
traction  in  bed  for  three  weeks  or  so  is  as  good  a 
method  as  any. 

Fractures  just  above  the  condyles,  especially  in 
children,  are  difficult  to  manage;  they  require  a 
good  deal  of  force  in  reduction,  even  under  good 
anesthesia.  They  give  rise  to  so  much  swelling 
that  flexion  treatment  may  be  dangerous,  but  unless 
well  flexed,  they  may  slip  back  out  of  place.  Poor 
reduction  means  an  inevitable  loss  in  flexion.  There 
is  some  risk  of  Volkmann’s  contracture,  especially 
if  arterial  bleeding  takes  place  under  the  deep  fascia; 
and  free  incision  through  the  fascia  may  be  neces- 
sary -to  avert  this  tragedy. 

Fractures  of  the  condyles  with  displacement  de- 
mand an  exactness  of  reduction  that  can  generally 
not  be  attained  except  by  operation.  Failure  to  get 
the  little  pieces  back  into  place  means  an  increas- 
ing deformity  that  very  seriously  impairs  the  whole 
arm  in  later  years. 

Fractures  of  the  shaft  of  one  bone  of  the  fore- 
arm give  good  results  even  with  imperfect  reduc- 
tion; fractures  of  both  bones  are  ver}’  hard  to  re- 
duce, even  under  the  fluoroscope,  and,  unless  re- 
duced, will  give  poor  results,  with  lasting  deformity. 
Here  again  open  reduction  may  be  required,  or  fixa- 
tion with  the  Kirschner  ware,  incorporated  in  the 
cast.  The  ulna  is  the  most  important  bone  in  the 
upper  third  of  the  forearm;  in  the  lower  third,  the 
radius.  Fractures  of  the  head  of  the  radius  are  of- 
ten best  excised. 

Fractures  of  the  metacarpal  bones  and  of  the 
fingers  are  apt  to  give  poor  results  with  notable 
stiffening,  especially  of  the  proximal  knuckle.  Such 
fractures  are  worthy  of  unremitting  care,  not  a casual 
straight  tongue-blade  splintage.  I rather  think  the 
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banjo-splint,  with  elastic  traction,  may  be  best, 
though  it  certainly  looks  clumsy. 

Compound  fractures  of  the  fingers,  with  infec- 
tion, give  such  poor  results  that  it  is  sometimes 
actually  better  to  go  ahead  and  amputate  the  finger, 
rather  than  treat  it  for  weeks  and  meantime  let 
the  whole  hand  get  stiff. 

Fractures  of  the  femur  can  usually  be  treated 
well  enough  by  traction,  and  usually  unite,  though 
slowly.  I do  not  like  to  allow  square  breaks  of 
the  femur  to  remain  over-riding,  nor,  for  that  mat- 
ter, square  breaks  of  the  humerus  or  of  the  tibia, 
for  this  may  result  in  non-union,  a very  serious 
complication;  and  am  inclined  to  operate  on  them 
unless  I can  keep  them  in  good  position,  at  least 
comer-on.  Sometimes  skeletal  traction  will  prove 
efficient,  but  not  by  any  means  always;  and,  further- 
more, skeletal  traction  itself  is  not  too  easy  a method 
to  use  well.  One  great  help  in  reducing  fractures 
of  the  shaft  of  the  femur  is  to  use  spinal  anesthesia, 
which  relaxes  the  big  thigh  muscles  until  they  are 
like  dish-cloths.  Fractures  of  the  femur,  you  re- 
member, are  serious  enough,  so  that  special  hos- 
pitals were  set  aside  for  them  during  the  war. 

Let  me  remind  you  that  the  bone  tends  to  sag 
backward.  Of  course,  it  is  normally  curved  for- 
ward, decidedly;  so  that,  unless  plenty  of  support 
is  arranged  under  the  middle  of  the  thigh,  there 
is  bound  to  be  backward  angulation.  Furthermore, 
the  upper  fragment  is  generally  rotated  outward, 
and  unless  the  lower  fragment  is  also  held  in  some 
outward  rotation,  the  patient  will  discover  later  on 
that  he  is  pigeon-toed.  I did  not  realize  this  un- 
til I treated  a man  with  both  femurs  broken — thus 
doubling  the  usual  deformity.  I don’t  know  why 
the  textbooks  fail  to  call  attention  to  this,  but  they 
generally  do  fail. 

Do  not  discontinue  traction  and  put  on  a cast 
until  there  is  quite  a little  union;  and  when  you 
do,  watch  out  for  outward  and  backward  sagging 
of  the  bone.  I have  treated  a good  many  broken 
femurs  without  using  a cast  at  all,  and,  to  tell  you 
the  truth,  I believe  it  is  a better  way  of  doing, 
though  it  keeps  the  patient  in  bed  longer.  Of 
course,  the  cast  does  not  hold  the  fracture  at  all 
unless  it  goes  up  around  the  pelvis — and  even  then 
it  does  not  hold  it  with  any  real  firmness. 

In  children,  fractures  of  the  femur  are  different 
to  this  extent — that  it  is  not  necessary  to  get  the 


bones  end-on;  excellent  results  are  obtained  even 
with  a little  over-lapping;  but  here  again  it  is  very 
necessary  to  watch  out  for  sagging  of  the  bone,  either 
backward  or  outward;  and  here  again  traction  should 
not  be  discarded  for  a cast,  too  soon.  Be  sure  there 
is  considerable  union  first. 

There  is  apt  to  be  considerable  stiffness  of  the 
knee  after  fractures  of  the  femur.  If  it  persists, 
and  is  too  disabling,  the  Bennett  operation  is  in 
order. 

Fractures  of  the  bones  of  the  leg  can  very  usually 
be  treated  by  a plaster  cast,  from  the  toes  to  above 
the  knee.  The  middle  of  the  shaft  of  the  tibia  is 
apt  to  heal  very  slowly.  Here,  as  elsewhere,  the 
worse  comminuted  the  fracture  looks,  the  better  it 
will  heal;  the  simple  square  breaks  heal  slowest  of 
all — so  slowly  that,  unless  position  is  very  good  in- 
deed, it  actually  saves  time  to  go  ahead  and  oper- 
ate. I find  that  I have  operated  upon  only  5 per 
cent  of  the  broken  leg-bones  I have  treated;  but 
I have  also  wasted  many  months’  time  in  case 
after  case,  by  not  doing  so.  Sherman  is  probably 
right  here— not  that  war  is  hell,  but  that  where 
there  is  poor  position  it  pays  to  go  ahead  and  use 
his  vanadium  steel  plate. 

Fractures  of  the  heel-bone  often  give  very  poor 
results.  It  is  probably  best  to  pull  the  distal  frag- 
ment back  into  alignment,  using  a steel  pin  through 
or  above  the  bone,  then  to  pound  on  the  outer  part 
of  the  bone  beneath  the  outer  malleolus  after  the 
method  of  Cotton,  and  finally  put  on  a cast  with 
the  foot  in  a little  plantar  flexion  so  as  to  relax 
the  heel-cord.  By  the  w’ay,  this  is  about  the  only 
situation  I can  think  of,  where  it  is  allow’able  to 
put  a cast  on  in  a position  of  drop-foot.  This  is 
often  enough  done  in  any  cast  on  the  leg,  but  it  is 
not  good  technique. 

I have  not  found  that  metatarsal  fractures  give 
trouble  with  flat-feet  afterward. 

Fractures  of  the  skull  are  important  because  of 
associated  brain  injurj^,  usually  worse  when  the 
fracture  is  at  the  base.  They  are  to  be  handled  in 
general  by  treating  the  associated  shock  at  first, 
using  sedatives  other  than  morphine  for  restlessness, 
limiting  fluids  somewhat;  and  performing  diagnos- 
tic spinal  puncture  after  shock  has  abated.  X-rays 
are  also  to  be  taken  only  after  improvement  from 
primary  shock,  perhaps  not  for  a day  or  two.  There 
is  considerable  variation  in  the  different  clinics,  as 
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to  strict  fluid  limitation,  and  to  repeated  lumbar 
puncture. 

Operation  is  reserved  for  compound  fractures,  and 
for  the  few  cases  that  give  evidence  of  extradural 
bleeding — classically,  a clear  interval,  followed  by 
a relapse  into  stupor,  with  descending  paralysis  of 
the  side  of  the  body  opposite  the  location  of  the 
bleeding. 

Subdural  hematoma,  about  which  several  articles 
have  come  out  recently,  is  a late  complication; 
it  is  treated  by  trephining  and  washing  out  the  clot 
when  symptoms  appear. 

Compound  fractures  are  to  be  carefully  cleaned 
and  trimmed,  and  closed  loosely,  leaving  a strip  of 
rubber  tissue  as  a rule. 

Depressed  fractures  are  probably  best  left  alone 
unless  they  would  cause  disfigurement.  If  so,  it  is 
a good  practice  to  carefully  restore  the  rounded  con- 
tour of  the  skull,  by  trephining  and  elevating,  or, 
if  necessary,  using  a graft  from  the  adjacent  outer 
table.  This  really  comes  under  the  head  of  plastic 
repair,  not  emergency  surgery.  It  is  thought  at 
present  that  no  good  is  done  by  the  repair  of  the 
depression,  as  far  as  remote  symptoms  such  as 
epilepsy  are  concerned. 

Children  get  well  from  brain  injuries;  adults  are 
often  left,  at  least  for  a long  time,  with  some  in- 
ability to  concentrate  and  some  headache  and  diz- 
ziness. Temple  Fay  has  demonstrated  gross  cere- 
bral atrophy  in  some  of  these  cases,  which  are  there- 
fore not  to  be  casually  diagnosed  as  neurosis. 

Fractures  of  the  spine  usually  occur  in  the  lower 
dorsal  or  upper  lumbar  region,  and  are  of  three 
varieties.  First,  come  fractures  of  the  transverse 
processes,  from  direct  trauma;  these  are  no  more 
serious  than  a broken  rib,  and  are  treated  by  simple 
strapping  with  adhesive. 

Second,  the  compression  fracture,  with  wedge- 
shaped  deformity  of  the  vertebral  body,  caused 
usually  by  indirect  trauma.  This  variety  has  fre- 
quently been  overlooked;  it  is  only  to  be  diagnosed 
by  the  lateral  X-ray.  It  may  be  followed  by  in- 
creasing kyphosis  and  disability  if  untreated,  but, 
if  well  treated,  leaves  relatively  little  permanent 
disability.  Reduction  is  effected  by  causing  the  pa- 
tient to  lie  face-down,  with  the  pelvis  resting  on  a 
table,  and  the  chin,  neck  and  outstretched  elbows 
on  a rather  higher  table.  No  support  is  given  the 
trunk,  which  sags  down  into  hyperextension,  while 
a plaster  jacket  is  rapidly  put  on.  Curiously  enough. 


there  is  little  actual  pain,  so  that,  with  a “hypo”  of 
morphine,  the  patient  can  stand  the  procedure  quite 
well.  By  the  time  the  plaster  hardens,  reduction 
has  already  taken  place  by  itself.  Rest  in  bed  is 
only  necessary  for  a week  or  so,  after  which  the  pa- 
tient can  be  ambulatory;  and  by  suitable  exercises 
the  back  can  be  developed  up  to  almost  normal 
strength.  Note,  however,  that  if  there  is  any  com- 
minution of  the  articular  processes,  such  a procedure 
would  be  very  dangerous. 

The  third  variety  of  fractured  spine  is  the  frac- 
ture-dislocation, with  paralysis.  Immobilization 
should  be  effected  on  a Bradford  frame,  or  in  a 
cast;  perhaps  laminectomy  should  be  done.  Usually 
do  not  catheterize.  The  outlook  is  very  poor;  half 
the  patients  die,  sooner  or  later,  and  few  are  ever 
able  to  walk.  I have  had  only  one  success  by 
doing  laminectomy,  and  in  this  case  there  was  at 
first  no  paralysis.  By  the  end  of  the  fourth  day, 
however,  there  was  no  motion  below  the  waist. 
Here,  after  operation,  that  was  a rather  quick  re- 
covery, so  that  within  three  weeks  the  ankles  could 
move  very  strongly;  and  after  some  months  the  man 
went  back  to  work  as  a coal  miner. 

I have  had  only  a single  case  of  dislocation  of 
the  neck  to  treat.  I could  not  get  it  back  by 
skeletal  traction  with  Crutchfield’s  skull  tongs, 
though  I used  heavy  weights  for  a week;  so  that 
I was  forced  to  reduce  it  by  open  operation,  tying 
the  adjacent  laminae  together  to  prevent  recurrence. 

Fracture  of  the  pelvis  is  common,  and  has  fre- 
quently been  overlooked.  Even  the  X-ray  has  failed 
to  reveal  it  at  times.  It  is  treated  by  rest  in  bed, 
perhaps  on  a Bradford  frame,  or  with  suspension 
in  a sling,  or  a wide  adhesive  swathe,  or  a light 
cast.  The  end-results  are  quite  good  even  when 
there  is  displacement.  In  women,  pregnancy  may 
be  interferred  with  by  narrowing  of  the  inlet,  though 
this  is  unusual.  The  dangerous  complication  is  rup- 
ture of  the  male  urethra,  which  makes  operation  im- 
perative— perineal  or  retrograde  urethrotomy. 

Operation  in  Fractures 

There  are  some  fractures  in  which  open  reduc- 
tion and  fixation  is  to  be  used.  They  include  some 
of  the  transverse  breaks  of  the  femur,  certain  frac- 
tures of  the  humerus  and  the  tibia  with  curved 
ends,  and  various  fractures  near  or  into  the  joints. 
The  most  generally  useful  means  of  fixation  is  the 
Sherman  vanadium  steel  plate.  By  open  operation. 
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position  and  alignment  are  correct  and  secure,  union 
is  quick  and  certain,  and  joint  motion  can  be  easily 
attended  to. 


Fig:.  3. — Fracture  humerus,  with  curved  ends. 

Open  operation,  however,  demands  special  instru- 
ments, and  an  e.xacting  technique  with  the  skin 
blocked  off,  and  is  only  to  be  done  by  those  with 
reasonable  experience  in  major  surgery.^  The  fre- 
quently voiced  comments  against  this  method  are 
not  based  on  observ’ation  of  the  procedure  in  com- 
petent hands. 


Fig.  4. — Fracture  tibia,  curved  ends,  plated. 

The  Steinman  pin  and  the  Kirschner  wire  both 
have  their  place  in  fracture  work,  where  traction  or 
fixation  cannot  be  attained  by  closed  methods;  so 


do  the  special  frames  and  splints.  I do  not  in  gen- 
eral approve  of  actual  weight-bearing  after  pin  or 
wire  fixation  in  a cast,  though  some  e.xperts  use  it 
with  advantage;  it  certainly  is  risky  unless  closely 
watched. 

Xon-union  of  fractures  occurs  most  often  in  the 
shaft  of  the  femur,  the  tibia,  or  the  humerus;  and 
most  often  of  all,  in  the  neck  of  the  femur.  It  is 
treated  by  bone-grafting.  This  procedure  also  de- 
mands very  exacting  technique  and  specialized  in- 
struments; and  great  caution  must  be  used  in  the 
neighborhood  of  old  scars,  for  fear  of  sloughing  or 
infection. 

-Another  method  is  to  bore  multiple  holes  through 
the  whole  fracture  area  with  a small  drill. 

Commonly  Troublesome  Fractlties 

Now,  if  you  will  permit,  I want  to  turn  to  the 
three  most  commonly  troublesome  fractures  of  all. 
You  all  see  them,  and  they  do  not  always  give 
good  results.  First  is  the  fracture  of  the  hip.  This 
occurs  in  two  entirely  different  forms;  one,  the  extra- 
capsular  or  intertrochanteric  fracture,  often  com- 
minuted, may  be  handled  by  simple  traction  in  ab- 
duction, and  it  will  almost  invariably  unite  solidly 
in  good  season,  and  leave  very  little  disability,  even 
in  the  aged.  The  other  tjpe,  the  fracture  through 


the  small  part  of  the  neck  of  the  femur  proper,  is 
decidedly  the  most  difficult  fracture  to  treat  in  the 
whole  body.  It  results  in  poor  union  or  non-union 
in  half  the  cases,  even  in  very  good  hands,  with 
permanent  crippling,  often  complete.  My  personal 
inclination  is  to  impact  the  bone  after  the  method 
of  Cotton  if  I am  able  to  really  get  it  back  in 
place,  and  then  keep  on  a Whitman  cast  for  a long 
time.  If  not,  I am  coming  to  believe  that  open 
reduction  should  be  done — also  with  Cotton’s  im- 
paction. Without  good  reduction,  union  is  very  un- 
likely. You  are  of  course  aware  that  many  of  these 


1936] 


Virginia  Medical  Monthly 


25 


patients  are  poor  risks,  and  15  per  cent  of  them 
die.  If  the  patient  has  strong  union  in  a year,  he 
has  done  well. 

Pott’s  fracture  at  the  ankle  results  in  lateral  shift- 
ing of  the  astragalus  in  the  mortise  of  the  ankle- 
joint;  and  the  whole  success  of  its  treatment  de- 
pends on  getting  the  ankle  and  the  foot  back  again 
into  proper  relation  with  the  tibia,  so  that  the  curve 
of  the  joint-line  is  unbroken.  This  means,  not  in- 
version of  the  foot,  which  seems  poor  practice  to 
me,  but  rather  shifting  of  the  foot  medially,  with 
lateral  counter-pressure  against  the  tibia  above  the 
ankle;  and  molding  the  plaster  cast  so  as  to  main- 
tain this  position  as  it  hardens.® 


Fig.  6. — Intracapsular  fracture  of  the  hip. 


Pott’s  fracture  can  also  be  treated  by  the  Delbet 
plaster  of  Paris  splint,  and  the  patient  can  walk  at 
once,  bearing  all  his  weight  on  the  injured  leg;  but 
I advise  against  trying  this  procedure  unless  you 
can  watch  your  patient  in  the  hospital  for  some 
days. 

Colles,  the  most  familiar  of  all,  I have  left  until 
the  last  of  the  fractures.®  Many  sins  have  been  com- 
mitted in  the  past,  in  the  name  of  treatment,  and 
many  crippled  hands  are  left  by  the  wayside.  But 
this  fracture  can,  and  should,  give  a very  good  end- 
result.  The  principles  are  simple.  First,  reduce 
it  well,  under  anesthesia- — -local  anesthesia  if  you 
like.  Impaction  must  be  broken  up  by  first  ex- 
aggerating the  silver-fork  deformity,  before  pulling 
and  carrying  the  lower  fragment  around  into  line. 
Second,  splint  the  wrist  and  hand  with  the  wrist 
about  straight,  and  with  direct  though  moderate 
pressure  over  the  distal  fragment  so  that  it  cannot 
ride  back  into  the  original  deformity.  I use  molded 


plaster;  but  the  commercial  Colles’  fracture  splint 
will  do  if  you  like.  Direct  pressure  over  the  wrist 
is  to  be  made  by  a strap  of  adhesive,  slanted  so  as 
to  avoid  pressing  on  the  ulnar  styloid.  The  third 
point  is  this,  that  the  splint  most  positively  must  not 
interfere  with  the  free  use  of  the  fingers.  This  rule 
is  absolute.  The  patient  must  be  able  to  clench  his 
fist  from  the  very  first,  and  actual  use  of  the  hand 
is  to  be  insisted  upon,  for  eating,  buttoning  the 
clothes,  knitting,  and  other  light  uses.  Office  men 
need  only  lose  a day  or  two  from  their  work.  I 
cannot  insist  on  this  principle  too  strongly. 

The  splint  should  extend  only  to  the  life-line  of 
the  hand,  for  you  will  note  that  here  is  the  location 
of  the  proximal  knuckle  joint. 

Failure  to  observe  these  rules  means  a crippled 
stiff  hand,  which  even  after  weeks  of  massage  and 
e.xercise  may  never  again  regain  anything  like  its 
former  flexibility.  And  such  a hand  is  really,  I 
assure  you,  entirely  uncalled  for. 

Observe  this,  further;  if  a stiff  hand  is  uncalled 
for  after  a Colles’  fracture,  how  much  less  is  it  jus- 
tifiable as  an  end-result  of  an  injury  to  the  arm 
higher  up.  Yet,  unless  unremitting  care  is  exer- 
cised to  compel  the  patient  to  clench  his  fist  sev- 
eral times  a day,  even  fractures  of  the  shoulder 
can  give  just  such  crippled  hands.  Let  liie  say  it 
all  over  again:  if  your  splintage  interferes  with  the 
patient  making  a good  respectable  fist,  shorten  it 
until  he  can  make  a fist.  I am  a crank  about  this, 
for  in  England,  and  I am  sorry  to  say  also  in 
America,  I have  seen  some  perfectly  inexcusable  re- 
sults because  this  principle  was  overlooked. 
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The  proper  early  management  of  injuries  to  the 
eye  is  just  as  essential  as  any  other  part  of  the  body. 
Careful  replacement  of  injured  and  tom  tissues  are 
important  if  satisfactory  cosmetic  and  functional  re- 
sults are  obtained.  Extreme  care  must  be  exercised 
in  the  manipulation  in  order  that  torn  tissues  may 
not  be  sacrificed.  Unless  one  is  properly  equipped 
to  handle  this  delicate  Upe  of  surgery,  it  is  prefer- 
able to  cleanse  the  wound,  apply  a sterile  dressing 
and  refer  the  patient  to  one  who  is  competent  to 
handle  such  case.^ 

Since  automobile  accidents  are  steadily  increasing, 
eye  and  facial  injuries  are  becoming  more  common. 
These  cases  are  often  first  seen  by  the  family  phy- 
sician who  has  not  had  an  opportunity  for  special 
training  in  the  management  of  this  type  of  injury, 
and  occasionally  more  harm  is  done  by  improper 
emergency  treatment  than  possibly  would  have  oc- 
curred if  the  patient  had  not  been  treated  at  all. 
The  vision  should  be  taken  in  each  eye  before  treat- 
ment is  begun  and  before  the  patient  has  had  an 
opportunity  to  be  advised  of  the  possibilities  of  com- 
pensation. A careful  history  of  the  nature  of  the 
accident  should  be  taken  in  every  case  as  it  will 
often  give  valuable  information  on  the  gravity  of 
the  injur}'.  This  is  especially  true  when  foreign 
bodies  have  entered  the  eye. 

Treatment  may  be  divided  (1)  into  emergency  first 
aid;  (2)  treatment  after  admission  to  hospital. 

Emergency  treatment  in  the  hands  of  the  general 

practitioner  consists  of  a record  of  the  visual  acuity 

in  each  eye.  First,  secure  antisepsis  by  cleansing 

eye  with  warm  boric  acid  solution  and  instilling  into 

the  eye  2 per  cent  butyn  eye  ointment  or  1-3000 

bichloride  ointment;  second,  cover  eye  with  sterile 

pad;  third,  give  prophylactic  dose  (1,500  units  anti- 

tetanic  serum);  fourth,  if  the  practitioner  is  familiar 

with  normal  tension  of  the  eye,  atropine  sulphate 

solution  1 per  cent  should  be  instilled,  as  it  puts  the 

iris  and  ciliary  muscle  at  rest.  It  gives  relaxation 

^ *Read  before  the  Southwestern  Virginia  Medical  So- 
ciety, at  Christiansburg,  March  22,  1935. 


that  may  be  compared  to  general  anesthesia  for  the 
adjustment  of  a fractured  femur.^ 

Diagnosis. — The  diagnosis  of  an  intra-ocular  for- 
eign body  is  made,  first,  by  the  aid  of  the  ophthal- 
moscope; second,  by  careful  X-ray  examination; 
third,  by  slit  lamp  and  comeal  microscope;  fourth, 
by  examination  with  the  magnet;  fifth,  careful  his- 
tory of  the  patient. 

Hospital  treatment  may  be  divided  into  ( 1 ) those 
cases  without  retention  of  foreign  body,  and  (2) 
those  cases  with  retention  of  foreign  body.  In 
either  case  a careful  record  should  be  made  of  the 
history,  bacteriology  and  symptoms. 

In  perforating  injuries,  when  so  severe  that  there 
is  no  prospect  of  retaining  the  eye-ball  in  a usable 
condition,  enucleation  can  be  undertaken  at  once; 
however,  one  should  not  be  too  hasty  in  advising  the 
removal  of  an  injured  eye.  Many  injuries,  seem- 
ingly without  any  prospects,  finally  heal  with  a 
fortunate  result. 

The  fear  of  sympathetic  ophthalmia  is  lessened 
since  the  observations  gained  from  the  use  of  for- 
eign protein  injections  and  prophylactic  dosage  of 
anti-tetanic  semm.  In  our  own  experience  in  the 
past  four  years,  we  have  practiced  conservatism  in 
the  management  of  severe  injuries  of  the  eye,^  since 
we  feel  that  sympathetic  ophthalmia  can  be  prevented 
in  nearly  all  cases,  and,  if  this  complication  does  oc- 
cur, we  are  better  prepared  to  treat  it  successfully  by 
use  of  (1)  emulsion  of  uveal  pigments;  (2)  vac- 
cines, serums  and  non-specific  proteins;  (3)  hemo- 
therapy. 

Perforating  injuries  caused  by  penetrating  for- 
eign bodies  offer  in  general  an  unfavorable  prog- 
nosis. Conservative  treatment,  local  and  constitu- 
tional, should  be  followed  from  one  to  forty-eight 
hours  until  one  is  certain  that  suppurative  endoph- 
thalmitis will  not  develop;  then  the  foreign  body 
should  be  removed,  if  possible. 

In  our  series  of  seventy-two  cases  during  the  past 
eight  years,  the  following  information  is  given: 
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Perforation  by  F.  B. 46 

Perforations  without  F.  B. 26 

Number  of  F.  B.  removed 14 

Number  of  F.  B.  retained 1 

Number  of  enucleations 28 

Number  eyes  blind  (light  perception) 5 

Number  normal  vision 6 

Number  reduced  vision 28 

Number  industrial  workers 17 

Number  farmers  50 

Number  unclassified 5 

Number  sympathetic  ophthalmia 0 

Number  conjunctival  flaps 21 

Total  number  perforations 72 


Discussion 

The  analysis  of  cases  presented  does  not  include 
contusions  of  the  globe  or  perforations  of  the  con- 
junctiva but  only  ones  in  which  the  globe  was  per- 
forated by  a foreign  body  or  penetrating  objects. 
Detail  description  of  diagnosis  and  surgical  treat- 
ment has  been  purposely  omitted,  but  a plea  is  made 
for  close  co-operation  with  the  general  physician  or 
surgeon  in  the  management  of  injured  eyes  as  many 
cases  must  be  and  can  he  cared  for  by  the  general 
physician  who  will  find  the  ophthalmoscope  and 
some  knowledge  of  the  normal  tension  of  the  eye- 
ball important  aids  in  diagnosis.^  A plea  is  also 
made  for  a more  conservative  approach  to  perforat- 
ing ocular  injuries.  Useful  vision  may  often  be  pre- 
served in  eyes  which  at  first  appear  to  be  totally 
destroyed.  Many  injured  eyes  have  been  removed 
by  ophthalmologists  too  hastily  with  the  view  of 
preventing  sympathetic  ophthalmia.®  This  complica- 
tion should  not  be  dreaded,  though  it  is  compara- 
tively rare.  Theobald,  in  a study  of  1,465  cases  of 
perforating  injuries,  found  that  only  ten  developed 


sympathetic  ophthalmia.  Greenwood  states  only  one 
case  developed  in  all  of  the  injuries  of  the  eye  among 
the  soldiers  of  the  American  Expeditionary  Forces. 
The  fairly  sensitive  intra-cutaneous  test  enables  us 
to  uncover  the  onset  of  the  disease  at  an  early  stage 
and  thus  combat  it  more  successfully.  Attention  is 
directed  to  the  slit-lamp  as  a definite  aid  to  early 
diagnosis.  Also,  more  efficient  therapeutic  measures 
are  referred  to:  (a)  emulsion  of  uveal  pigment; 
(b)  vaccines,  serums  and  non-specific  proteins;  (c) 
hemo-therapy. 

Conclusions 

1.  Always  make  a record  of  the  visual  acuity  in 
each  eye  before  the  patient  has  time  to  think  of  com- 
pensation. 

2.  Thoroughly  cleanse  eye  and  eye-lids;  (a)  then 
instill  1 per  cent  atropine,  if  familiar  with  normal 
tension;  (b)  instill  2 per  cent  butyn  eye  ointment, 
and  apply  sterile  bandage. 

3.  Injuries  of  the  eye-ball  and  eye-lids  in  the 
early  stages  are  usually  benefited  by  cold ; in  the  later 
stages  by  heat. 

4.  Give  prophylactic  dose  of  anti-tetanic  serum. 
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A SUPPOSED  ANALOGY  BETWEEN  HYPERTHYROIDISM  AND 

PEPTIC  ULCER.* 


Ernest  T.  Trice,  M.  D.,  F.  A.  C.  S., 
Richmond,  Va. 


ate  to  cause  an  erosion,  and  once  an  erosion  is  pro- 
duced, what  causes  transfer  an  erosion  into  a peptic 
ulcer. 

The  causes  which  have  been  advanced  to  explain 
the  production  of  an  erosion  of  the  mucosa  of  the 
stomach,  or  duodenum,  are  almost  without  number. 
It  seems  that  any  cause  which  will  produce  an  ero- 


The  etiology  of  peptic  ulcer  and  its  pathogenesis 
is  as  yet  to  be  determined.  From  the  time  of  Roki- 
tansky it  has  been  admitted  that  a peptic  ulcer  starts 
as  a simple  erosion.  The  problem  in  the  etiology 
of  peptic  ulcer  is  twofold;  those  causes  which  oper- 

*Read before  the  Richmond  Academy  of  Medicine, 
October,  1934. 
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sion  of  any  other  organ  will  produce  a peptic 
erosion. 

.A.mong  these  may  be  mentioned  mechanical,  phy- 
sical, or  chemical  injury.  E.xamples  of  such  are  the 
development  of  ulcers  in  young  nursling  calves  which 
have  been  prematurely  taken  from  their  mother’s 
udder  and  given  unground  food;  the  production 
of  ulcers  in  the  dog’s  stomach  by  blows  over  the 
gastric  region  (Griffith);  the  production  of  ulcers 
by  Decker  by  feeding  dogs  with  gruel  at  a tempera- 
ture of  50  degrees  centigrade;  the  frequency  of  gas- 
tric ulcers  in  cooks;  the  production  of  ulcers  by 
Bolton  by  giving  0.5  per  cent  acetic  acid. 

Circulatory  Causes:  Virchow,  in  1853,  expressed 
the  view  that  peptic  ulcers  are  due  to  a faulty  blood 
supply,  and  he  stated  that  the  vessels  which  are 
superficially  placed  are  the  most  apt  to  be  affected. 
The  importance  of  arteriosclerosis  in  the  production 
of  ulcer  has  been  emphasized. 

General  Causes:  This  includes  a large  number 
of  vague  causes  such  as  constitutional,  hereditary, 
and  psychic  causes. 

Anti-Pepsin  Theory:  Claude  Bernard  advanced 
the  theory  of  the  presence  of  an  anti-ferment  in  the 
gastric  mucous  membrane  which  prevented  its  diges- 
tion. Katzenstein  established  the  presence  of  an 
anti-pepsin  in  the  walls  of  the  stomach  and  the 
first  portion  of  the  duodenum  and  by  decreasing 
the  quantity  of  anti-pepsin  of  the  mucous  membrane 
of  the  stomach,  produced  typical  callous  ulcers.  He 
concluded,  therefore,  that  peptic  ulcer  was  caused  by 
a deficiency  of  anti-pepsin  in  the  stomach  of  the 
ulcer  patient.  However,  this  phase  of  the  patho- 
genesis of  peptic  ulcer  has  been  refuted  by  the  sub- 
sequent work  of  others  and  as  yet  the  pepsin-anti- 
pepsin theory  is  unsettled. 

Infectious  Causes:  Much  brilliant  work  has  been 
done  on  this  phase  of  the  ulcer  problem.  Rosenow’s 
classical  bacteriologic  experiments  in  which  he  de- 
monstrated the  elective  localization  of  certain  strains 
of  streptococci  are  too  well  known  to  require  com- 
ment. He  believes  that  ulceration  is  the  result  of 
localized  infection  with  secondary  digestion. 

Allergic  Causes:  Since  Bolton  prepared  a gastro- 
toxic  serum  and  his  experimental  work  in  the  goat 
and  the  cat,  and  since  Ivy  and  Shapiro  sensitized 
an  animal  to  a foreign  protein  and  then  produced 
acute  ulcers  by  injecting  the  protein  locally  into  the 
gastric  mucous  membrane,  it  has  been  agreed  that 


allergy  may  play  a causative  role  in  the  production 
of  peptic  erosion. 

The  second  phase  in  the  pathogenesis  of  peptic 
ulcer  is  the  consideration  of  what  circumstances  con- 
vert a peptic  erosion  into  a peptic  ulcer.  It  is  now 
generally  agreed  that  a peptic  erosion  is  converted 
into  a peptic  ulcer  by  the  action  of  the  acid  gastric 
juice  upon  the  eroded  area.  Since  Quinicke,  in  1879, 
first  used  the  term  “peptic  ulcer,”  we  speak  of  a 
peptic  ulcer  as  any  ulceration  in  the  formation  of 
which  the  acid  gastric  juice  plays  a part  and  the 
role  of  the  gastric  juice  in  the  formation  of  these 
ulcers  or  the  continuation  of  the  ulcer  is  generally 
referred  to  as  the  peptic  genesis  of  ulcer.  Much  evi- 
dence has  accumulated  to  demonstrate  the  vast  im- 
portance of  the  action  of  the  gastric  juice  in  the 
pathogenesis  of  ulcer. 

This  evidence,  both  clinical  and  experimental,  has 
recently  been  exhaustively  presented  by  Beuchner. 
This  will  be  briefly  reviewed. 

]Mann  and  Williamson,  in  surgical  experiments  on 
the  dog,  drained  all  of  the  duodenal  secretions  mixed 
with  bile  and  pancreatic  juice  into  the  terminal  por- 
tion of  the  ileum.  By  this  arrangement  all  of  the 
duodenal  secretions  are  drained  far  enough  from 
the  stomach  to  prevent  reflux  of  the  duodenal  con- 
tent into  the  pyloric  part  of  the  stomach.  The  ileum 
received  all  of  the  gastric  juice  without  any  possi- 
bility of  this  being  mixed  with  the  alkaline  duodenal 
secretion.  Thus,  neutralization  or  dilution  of  the 
acid  gastric  juice  by  the  duodenal  secretion  was  pre- 
vented. These  dogs  developed  typical  chronic  peptic 
ulcers  within  the  ileum  where  the  acid  gastric  juice 
came  into  contact  wdth  the  mucosa  of  the  ileum. 

Beuchner  and  his  associates  injected  hypodermic- 
ally histamin  into  rats.  Histamin  is  the  most 
powerful  stimulating  agent  which  we  know  for  the 
production  of  gastric  secretion.  They  w'ere  able  to 
produce  ulcers  within  the  rumen  or  esophageal  por- 
tion of  the  rats.  Particularly  regular  was  the  ap- 
pearance of  these  ulcers  in  the  fasting  animals. 

By  pouring  0.8  per  cent  to  1.5  per  cent  hydro- 
chloric acid  in  the  stomachs  of  cats,  these  same 
workers  were  able  to  produce  an  erosive  gastritis 
which  accorded  in  most  details  with  that  of  acute 
peptic  duodenitis. 

They  also  repeated  the  sham  feeding  experiments 
of  Silbermann  in  dogs  over  a considerable  period 
of  time.  Acute  peptic  changes  with  ulcer  forma- 
tion in  the  stomach  were  obtained. 
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The  common  factor  in  all  of  the  animal  experi- 
ments just  mentioned  is  the  absolute  or  relative  ex- 
cess of  hydrochloric  acid.  Many  clinical  facts  are 
in  agreement  with  these  animal  experiments. 

One  of  the  constant  findings  in  pernicious  anemia 
is  an  achlohydria.  Stewart  autopsied  almost  forty 
cases  of  pernicious  anemia  and  found  no  cases  of 
ulcer  despite  the  facts  that  anemia  favors  the  de- 
velopment of  ulcers. 

Post-operative  jejunal  ulcers  almost  invariably 
show  the  ulceration  to  be  located  within  the  area 
of  the  intestinal  mucous  membrane  and  usually  very 
close  to  the  gastro-enterostomy.  This  is  the  area 
where  the  undiluted  and  the  non-neutralized  acid 
gastric  juice  comes  into  contact  with  the  intestinal 
mucosa. 

Gastro-enterostomy  for  carcinoma  of  the  stomach 
is  not  followed  by  jejunal  ulcers,  probably  because 
gastric  carcinoma  is  associated  with  low  acidity  or 
achlohydria. 

Relative  or  absolute  excess  of  gastric  acidity  is 
then  in  all  probability  one  of  the  chief,  if  not  the 
chief,  factor  in  the  pathogenesis  of  peptic  ulcer. 

Parlow  was  able  to  show  by  his  pouch  experiments 
on  the  dog  that  gastric  juice  as  it  flows  from  the 
gastric  glands  possesses  a constant  acidity  of  0.5 
HCl.  This  has  recently  been  confirmed  by  the  ex- 
periments of  Hollander  and  Cowgill.  It  has  been 
repeatedly  shown  that  peptic  ulceration  is  associated 
with  an  excess  of  free  hydrochloric  acid  values.  It 
is  thus  demonstrated  that  the  excess  of  free  hydro- 
chloric acid  and  the  hypersecretion  of  acid  is  brought 
about  not  by  the  concentration  of  the  gastric  juice 
but  by  the  production  of  larger  quantities  of  the 
fluid. 

This  excess  production  of  hydrochloric  acid 
which  is  so  constantly  found  in  peptic  ulceration 
has  never  been  satisfactorily  explained.  Various 
explanations  are:  the  unsatisfactory  activity  of  the 
protective  measures  at  the  disposal  of  the  organism 
against  high  acid  values,  the  failure  of  satisfactory 
neutralization  by  means  of  the  regurgitation  of  the 
alkaline  duodenal  juices  through  the  pylorus,  and 
the  presence  of  a supersecretion  of  nervous  origin 
particularly  through  the  vegetative  nervous  system. 

Of  late  much  has  been  written  of  the  regular  oc- 
currence of  a gastritis-like  change  in  peptic  ulcer 
which  is  localized  in  the  pyloric  end  of  the  stomach. 
The  European  writers  have  for  some  while  greatly 
stressed  this  finding  but  only  very  recently  have  the 


American  writers  begun  to  write  of  this  occurrence. 
These  changes  are  constant  and  are  localized  to  the 
pyloric  end  of  the  stomach  or  the  duodenum.  In 
Europe  they  are  found  in  almost  one  hundred  per 
cent  of  the  cases  and  the  changes  are  chronic  in  two- 
thirds  of  the  cases. 

Lindau  points  out  that  these  changes  are  not  due 
to  a secondary  condition  of  irritation  in  the  tissues 
surrounding  the  ulcer  but  are  primary  to,  or  parallel 
with,  the  initial  stage  of  ulceration.  He  bases  his 
conclusions  on  the  fact  that  the  gastritis  is  uni- 
formly pronounced  over  the  entire  pyloric  end  of 
the  stomoch  irrespective  of  the  site  of  the  ulcer  and 
also  because  this  type  of  gastritis  with  clinical  symp- 
toms of  ulcer  occurs  in  cases  without  ulcer.  Lindau 
believes  the  extremely  chronic  nature  of  the  course 
of  ulcers  with  frequently  appearing  recurrences 
argues  for  a deeply  rooted  constitutional  cause  which 
is  inherent  in  the  individual  himself. 

This  leads  up  to  one  of  the  chief  points  which  I 
wish  to  emphasize.  After  a consideration  of  all  of 
the  etiologic  factors  which  have  been  reviewed,  it  is 
clear  there  is  some  predisposing  cause  as  yet  un- 
known. We  have  come  to  think  that  the  ulcer 
bearing  patient  belongs  to  a distinct  tjqje.  It  has 
been  suggested  that  the  susceptibility  of  the  indi- 
vidual to  peptic  ulceration  has  to  do  with  the  in- 
dividual’s nervous  organization  and  his  physical 
make-up. 

Smithies  says  that  “In  more  than  95  per  cent  of 
instances,  peptic  ulcer  is  a visceral  lesion  formed 
as  a complication  of  systemic,  toxic,  or  environmental 
disturbances.” 

E.  S.  Judd  states  that  “Experience  seems  to  show 
that  there  is  a tendency  to  the  formation  of  ulcer 
in  certain  individuals  and  that  no  matter  what  treat- 
ment is  undertaken  recurrence  is  almost  certain  to 
take  place.  The  factor  responsible  for  this  has  not 
been  determined  and  its  discovery  will  yield  valu- 
able information  concerning  the  etiology  and  patho- 
genesis of  ulcer.” 

Draper,  Dunn,  and  Seegal  believe  there  is  a 
definite  physical  type  of  individual  who  is  pre- 
disposed to  peptic  ulcer. 

Rivers  and  Eusterman,  in  reviewing  the  Mayo 
Clinic  cases,  show  that  20  per  cent  of  these  cases 
have  symptoms  suggesting  ulcer  before  the  age  of 
20,  and  61  per  cent  have  a definite  clinical  ulcer 
picture  before  the  age  of  30.  We  thus  see  that  ulcer 
begins  early  in  life,  usually  before  the  factors  of 
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worr}-,  alcohol,  arteriosclerosis,  and  tobacco  are  pres- 
ent. Everyone  has  noted  that  ulcer  usually  occurs 
in  the  alert,  driving,  compelling,  conscientious  in- 
dividual. Indeed,  it  is  singular  that  the  drifters, 
degenerates  and  never-do-wells  escape  peptic  ulcera- 
tion. This  has  lead  to  the  consideration  of  the  emo- 
tionally high  strung,  so-called  vagotonic  individual. 
We  now  believe  there  is  a definite  neurogenic  fac- 
tor in  chronic  peptic  ulcer. 

Perhaps  the  most  widely  quoted  advocate  of  the 
neurogenic  theory  of  the  pathogenesis  of  peptic  ulcer 
is  Von  Bergman,  who  advocates  the  so-called  spas- 
modgenic  theory'.  It  is  well  known  that  lead  pois- 
oning is  accompanied  by  a spasm  which  manifests 
itself  clinically  by  colic.  Peptic  ulcer  is  very-  fre- 
quent among  lead  workers.  Von  Bergman  believes 
that  the  erosions  which  are  found  in  cases  of  men- 
ingitis and  after  operations  on  the  brain  are  due 
to  ner\'ous  causes.  Gastric  surgeons  have  noted 
that  in  gastric  operations  under  local  anesthesia,’ 
peristalsis  takes  place  and  they  have  noted  a 
blanching,  due  to  spasm  of  the  blood  vessels,  occurs 
in  the  region  of  the  ulcer.  They  have  also  noted 
the  occurrence  of  a white,  anemic  area  in  the 
stomach  serosa  produced  by  stroking  the  stomach. 
This  indicates  that  spasm  in  the  stomach  is  a reality 
and  Von  Bergman  believes  that  if  one  of  these  spasms 
lasts  long  enough  an  ischemic  necrosis  will  be  pro- 
duced. Westphal  produced  erosions  in  the  stomach 
by  the  use  of  such  spasmogenic  drugs  as  pilocarpin 
and  physostogmine.  One  of  the  characteristic  fea- 
tures of  peptic  ulcer  is  a hyper-secretion  of  the  gas- 
tric juice;  and  another  very  frequent  feature  is 
hyper-peristalsis.  Von  Bergman  believes  that  both 
hyper-secretion  and  hyper-peristalsis  are  due  to  dis- 
turbed nervous  innervation. 

Eppinger  and  Hess,  in  their  studies  of  the  vege- 
tativ'e  ner\’ous  system,  advocate  the  so-called  vaga- 
tonic  and  syTnpatheticotonic  syndromes.  The  vege- 
tative organs  have  a dual  ner\'e  supply  which  is  in- 
voluntar}'  and  antagonistic.  This  mutually  antago- 
nostic  action  provides  a protective  balance  in  func- 
tion. One  supply  comes  through  the  sjmpathetic 
division  and  the  other  through  the  vagal  autonomic 
division.  Should  this  ner\'ous  balance  between  the 
two  divisions  be  disturbed,  one  of  the  other  divisions 
gains  ascendency;  the  group  of  sjTnptoms  resulting 
from  such  a nervous  imbalance  are  termed  vagotonia 
if  the  vagus  gains  ascendency,  and  if  the  s)'mpa- 
thetic  gains  ascendency  we  have  a clinical  picture 


termed  sympatheticotonia.  In  other  words,  vago- 
tonia and  s}Tnpatheticotonia  are  altered  states  of  the 
respective  nerve  divisions. 

Vagotonia  is  said  to  be  due  to  a chronic  state  of 
vagal  excitability  and  is  characterized  by  increased 
peristalsis,  increased  pancreatic  and  duodenal  se- 
cretions, cardio-spasm,  pylorospasm,  gastric  h)’per- 
secretion,  a slowed  heart  action  and  a contracted 
pupil.  It  is  stated  that  there  is  a definite  group 
of  individuals  having  a vagotonic  bias,  such  indi- 
viduals being  usually  young  adults,  middle  aged 
and  male,  with  unstable  nervous  equilibrium.  The 
s)Tnpatheticotonia  tj-pe  is  said  to  be  characterized 
by  /ly^ochlorhydria,  gastric  atony,  lessened  peristal- 
sis, neurosis,  exaggerated  emotivity,  palpitation, 
tachycardia,  and  vasomotor  lability.  The  sjmpa- 
theticotonias  are  usually  females  and  the  S)'mp- 
toms  manifested  are  chiefly  in  the  nervous  cardio- 
vascular system.  Von  Bergman  and  others  have 
criticized  the  statements  of  Eppinger  and  Hess,  be- 
lieving that  the  altered  states  of  s}Tnpatheticotonia 
and  vagotonia  have  little,  if  any,  clinical  significance. 

^^’hether  one  accepts  the  nervous  spasmogenic 
views  of  Von  Bergman  or  the  altered  states  of 
vagotonia  and  s)Tnpatheticotonia  of  Eppinger  and 
Hess,  or  whether  we  recognize  that  both  may  play 
a part,  it  is  clear  that  there  is  some  neurogenic  fac- 
tor in  chronic  peptic  ulcer,  and  experience  points 
to  the  conclusion  that  the  behavior  of  a peptic  ulcer 
is  in  some  way  connected  with  the  individuals  nerv- 
ous organization.  The  altered  nervous  mechanism 
manifests  itself  in  hypermotility,  hypersecretion,  and 
spasticity  of  the  pyloric  sphincter,  and  until  we  can 
successfully  correct  these  manifestations,  the  patient 
is  not  apt  to  be  helped  s}Tnptomatically.  It  is  well 
known  that  patients  resistant  to  treatment  by  diet, 
alkalies,  and  rest,  often  completely  recover  when 
they  are  made  happy  by  some  glad  piece  of  news 
or  some  ocurrence. 

Man  is  largely  controlled  by  the  brain,  the  auto- 
nomic nervous  system,  the  adrenal  glands,  and  the 
thyroid  gland.  These  constitute  what  Crile  terms 
“the  controlling  system  of  man.”  The  thyroid  gland 
effects  the  rate  of  activity  of  every  cell  and  tissue 
of  the  body;  this  gland  builds  up  the  potential  in 
the  cells  of  the  working  organs  and  increases  the 
conductivity  of  the  tissues.  In  other  words,  the  thy- 
roid is  the  “pace  setter.”  The  discharge  mechan- 
ism is  through  the  adrenal  glands  and  the  auto- 
nomic nerv'ous  mechanism.  The  adrenal  glands  and 
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the  nervous  system  in  turn  then  use  the  energy  which 
has  been  stored  up  with  the  thyroid  as  a pace  maker. 
The  sympathetic-suprarenal-thyroid  group,  which 
Crile  terms  the  kinetic  system,  is  controlled  to  a 
certain  degree  by  the  fore  brain.  Due  to  worry, 
stress,  infection,  exhaustion,  and  other  causes,  the 
brain,  sympathetic-suprarenal-thyroid  relationship 
loses  its  proper  relationship  and  the  kinetic  system 
is  stepped  up  as  it  were.  The  result  of  such  an 
imbalance  may  manifest  itself  in  hyperthyroidism, 
peptic  ulcer,  neurasthenia,  or  hypertension. 

In  reviewing  124  case  histories  of  both  peptic 
ulcer  and  hyperthyroidism,  all  of  whom  were  oper- 
ated on  by  our  staff  at  Grace  Hospital,  Retreat  for 
the  Sick,  and  Sheltering  Arms,  I was  impressed  by 
the  similarity  of  certain  clinical  features  of  peptic 
ulcer  and  hyperthyroidism. 

The  following  facts  regarding  the  peptic  ulcer 
cases  indicate  the  similarity  of  the  symptoms  and 
possibly  the  incidence  and  cause  of  peptic  ulcer  and 
the  incidence  and  cause  of  hyperthyroidism:  hyper- 
secretion of  acid  is  the  central  factor,  if  not  the 
actual  cause,  of  peptic  ulcer.  Hypersecretion  of  the 
thyroid  hormone  is  the  central  factor,  if  not  the 
actual  cause  of  hyperthyroidism.  Peptic  ulcer  and 
hyperthyroidism  both  tend  to  elect  young  adult  life, 
and  both  flourish  in  the  atmosphere  of  stress  and 
striving.  Hyperthyroidism  and  hyperacidity  are  in- 
duced and  are  augmented  by  over-work,  w'orry,  focal 
infection,  autointoxication;  both  are  associated  with 
a changed  personality;  both  are  improved  by  a holi- 
day and  by  glad  news;  both  tend  to  chronicity  or 
relapse.  Neither  is  present  among  inferior  races, 
the  indolent,  degenerates,  or  the  insane;  both  flourish 
in  individuals  of  ambition  with  keen  desires,  and 
among  those  who  grieve  and  fret.  In  general,  the 
incidence  of  both  peptic  ulcer  and  hyperthyroidism 
is  highest  in  those  men  and  women  who  are  carry- 
ing the  burden  of  civilization. 

Moreover,  as  is  indicated  by  the  peculiarities  of 
these  individuals,  the  successful  management  of  both 
the  hyperthyroid  and  peptic  ulcer  requires  a re-edu- 
cation, a new  point  of  view  regarding  life,  no  less 
than  rest,  diet,  medication,  and  surgery.  In  each 
of  these  conditions,  therefore,  the  result  of  medical 
management  which  ranges  from  failure  of  relief  of 
symptoms  to  permanent  recovery,  depends  equally 
upon  the  personal  equation  of  the  medical  advisor 
and  upon  the  patient. 


In  view  of  these  analogies,  it  is  not  surprising  to 
find  a like  controversy  as  to  the  relative  value  of 
medical  treatment  and  surgery  in  the  treatment  of 
both  peptic  ulcer  and  hyperthyroidism.  Medical 
treatment  plus  rest  relieves  the  symptoms  of  both 
conditions;  both  conditions  are  amenable  to  surgical 
therapy.  In  the  case  of  both  peptic  ulcer  and  hyper- 
thyroidism the  freedom  from  symptoms  is  in  direct 
relation  to  the  length  and  faithfulness  of  adherence 
to  a properly  controlled  hygienic  regime.  A return 
to  the  former  environment  or  a breaking  away  from 
the  prescribed  regime  is  usually  accompanied  by  a 
return  of  the  symptoms  of  both  conditions. 

Crile  has  stated,  “I  believe  the  background  of 
hyperthyroidism  and  the  background  of  peptic  ulcer 
are  virtually  identical  * * *.  The  outstanding  dif- 
ference between  these  twp  diseases  is  that  the  brother 
gets  the  ulcer  and  the  sister  gets  hyperthyroidism.” 

Because  of  the  close  inter-relationship  between  the 
adrenal  glands  and  the  thyroid  gland,  and  because 
the  adrenal  glands  so  profoundly  effect  the.  mutual 
balance  of  function  between  these  glands,  Crile  and 
his  associates  at  the  Cleveland  Clinic  have  for  sev- 
eral years  performed  what  they  term  a de-kineticiz- 
ing  operation  in  certain  selective  types  of  cases. 
These  cases  have  for  the  most  part  consisted  of  cases 
of  recurrent,  post-operative  hyperthyroidism,  cases 
of  neurocirculatory  asthenia,  and  cases  of  duodenal 
ulcer  which  have  been  intractable  to  treatment.  This 
operation  consists  in  a bilateral  de-nervation  of  the 
suprarenal  glands;  the  second  de-nervation  being  per- 
formed about  a week  or  more  after  the  first  one. 
Crile  does  not  believe  that  regeneration  of  these  sev- 
ered nerves  will  take  place;  he  believes  the  nerves 
to  be  efferent.  He  claims  that  by  thus  bilaterally 
dividing  the  nerves  to  the  suprarenal  glands,  he  re- 
moves the  trigger,  as  it  were,  to  the  discharging 
mechanism  of  the  adrenal  autonomic  nervous  sys- 
tem. As  he  terms  it,  this  operation  slows  down  the 
adrenal  autonomic  nervous  system  and  sets  it  in  a 
lower  gear. 

He  reports  126  cases  in  which  this  operation  has 
been  performed  with  an  operative  mortality  of  only 
two  deaths,  or  1.6  per  cent. 

His  results  in  the  resistant  post-operative,  recur- 
rent cases  of  hyperthyroidism  have  been  most  grati- 
fying. The  patients  were  greatly  benefited  by  the 
operation;  the  entire  exophthalmic  goitre  picture  dis- 
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appeared  following  the  division  of  the  nerves  “in- 
cluding hNperplasia  and  increased  metabolic  rate.” 

Fifteen  cases  of  intractable  duodenal  ulcer  were 
subjected  to  the  bilateral  division  of  the  nerves  to 
the  suprarenal  glands.  The  s}Tnptoms  of  peptic 
ulcer  were  immediately  relieved  in  all  of  the  opera- 
tive cases.  It  is  also  significant  that  the  acidity  of 
the  gastric  contents  of  all  of  the  cases  was  reduced 
post-operatively. 

The  cases  presented  by  Dr.  Crile  are,  of  course, 
too  few  and  any  definite  conclusions  should  not  be 
based  on  so  few  cases.  These  operative  results  do, 
though,  offer  a problem  for  further  study,  particu- 
larly in  the  field  of  pathologic  physiology. 

It  would  seem  that  the  influence  of  the  thyroid 
gland  in  the  pathogenesis  of  peptic  ulcer  is  not  one 
of  direct  cause  and  effect,  that  is,  it  would  seem  that 
a hyperfunction  of  the  thyroid  tissue  does  not  di- 
rectly increase  one’s  susceptibility  to  ulceration.  I 
could  find  no  quoted  large  statistics  of  the  incidence 
of  peptic  ulcer  in  cases  of  thyrotoxicosis.  The  in- 
cidence of  peptic  ulcer  in  our  cases  of  hyperth}  roid- 
ism  was  no  higher  than  the  incidence  of  peptic  ulcer 
in  general. 

Gastric  analyses  were  done  on  but  a few  of  the 
cases  of  h}'perthyroidism  which  were  reviewed,  so 
that  these  cases  on  whom  gastric  anah'ses  were  made 
were  too  few  on  which  to  base  any  definite  conclu- 
sions as  to  the  effect  of  hyperthyroidism  on  gastric 
secretion. 

Lewit  noted  increased  gastric  secretion  after  ad- 
ministration of  thyroid  e.xtract  to  human  subjects. 
He  also  did  gastric  analyses  on  a series  of  cases 
with  hyperthyroidism,  and  stated  that  these  cases 
showed  h}*peracidity  and  hypersecretion. 

Animal  experimentation  is  not  in  agreement  with 
the  report  of  Lewit. 

Green  and  Kunde  studied  the  acidity  of  gastric 
contents  of  the  normal,  cretin,  and  hyperthyroid 
rabbits.  They  produced  cretinism  in  the  rabbit  by 
the  total  extirpation  of  the  thyroid  about  three  weeks 
after  birth  and  studied  the  gastric  contents  six  months 
after  operation.  They  produced  hj'perthyroidism  by 
feeding  260  to  290  mg.  of  desiccated  thyroid,  daily, 
to  each  rabbit  and  they  made  gastric  analyses  two 
to  six  weeks  later.  The  hydrochloric  acid  content 
of  the  cretin  rabbit  was  neither  depressed  helow 
normal  nor  was  it  increased.  They  found  a slight 
but  appreciable  decrease  of  the  hydrochloric  values 


of  the  gastric  contents  after  the  experimental  pro- 
duction of  h)-perthyroidism. 

Chang  and  Sloan  made  independent  animal  ex- 
perimental studies  and  also  concluded  that  experi- 
mental hyperthyroidism  depressed  gastric  secretion 
both  in  amount  and  acidity. 

The  influence  of  hyperthyroidism  upon  the  etiology 
and  pathogenesis  of  peptic  ulceration,  if  any,  would 
thus  seem  to  be  an  indirect  relationship.  The  re- 
lationship seems  to  be  one  of  common  background 
of  both  conditions.  The  close  similarity  of  many 
clinical  features  of  both  peptic  ulcer  and  hyper- 
thyroidism has  been  reviewed.  It  would  seem  that 
some  common  influence  is  at  work,  possibly  through 
the  s}Tnpathetic-adrenal-thyroid  chain  which  pro- 
duces a hyperthyroidism  in  one  individual  and  a 
peptic  ulcer  in  another.  It  may  be  that  this  dys- 
function of  the  so-called  kinetic  chain  is  in  reality 
what  we  have  in  the  past  recognized  as  the  ulcer 
Dpe  of  individual  and  have  called  the  ulcer  dia- 
thesis. This  common  factor,  which  series  to  dis- 
organize the  proper  relationship  in  the  sjTnpathetic- 
adrenal-thyroid  function,  may  explain  the  cause  of 
the  intractably  treated  and  recurrent  cases  of  peptic 
ulceration.  I have  presented  no  specific  proof  for 
such  a conclusion  but  have  attempted  to  review  all 
of  the  etiologic  factors  in  peptic  ulceration  and  at- 
tempted to  show  that  there  is  some  pre-disposing 
cause  as  yet  unknown,  and  to  suspect  the  possibility 
of  a common  background  of  peptic  ulcer  and  h}'per- 
thyroidism. 
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UNUSUAL  INDICATIONS  FOR  CESAREAN  SECTION.* 


C.  J.  Andrews,  M.  D.,  F.  A.  C.  S., 
and 

Richard  B.  Nicholls,  M.  D., 

Norfolk,  Va. 


The  unusual  always  attracts  a certain  amount  of 
attention.  Some  of  the  cases  to  which  attention  is 
called  here  are  sufficiently  rare  to  be-  of  some  in- 
terest on  this  account.  They  form  a part  of  a 
group,  which  if  not  recognized  and  successfully 
treated  make  a generous  contribution  to  the  mortal- 
ity statistics,  and  for  this  reason  they  are  of  more 
significance.  These  mortality  statistics  have  been 
the  subject  of  much  discussion  in  recent  years,  and 
apparently  without  much  success.  As  to  the  cause 
of  this  failure  there  is  little  agreement. 

Prenatal  care  has  been  harped  on  as  the  cure- 

*Read  before  the  sixty-sixth  annual  session  of  the  Med- 
ical Society  of  Virginia,  at  Norfolk,  October  15-17,  1935. 


all,  and  all  agree  that  if  efficiently  carried  out  in 
all  cases  it  would  eliminate  many  troubles.  But  no 
matter  what  prenatal  care  the  patient  has  had  she 
must  be  delivered.  In  a large  percentage  of  cases 
the  patient  will  deliver  herself  with  fairly  satisfac- 
tory results  as  to  mortality,  but  there  is  a definite 
group  W'hich  will  need  help  and  it  is  here  that  there 
is  a wide  divergence  of  opinion  and  practice.  Some 
have  apparently  been  so  enthusiastic  about  Cesarean 
section  that  this  procedure  has  apparently  been  used 
as  an  attempted  avenue  of  escape  from  all  mechani- 
cal problems,  and  of  course  the  results  have  been 
bad. 

Plass,  in  a report  made  to  the  White  House  Con- 
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ference  in  1931,  makes  a strong  indictment  of  this 
operation  as  well  as  forceps.  The  investigation  re- 
vealed a mortality  rate  in  Cesarean  section  from  1.7 
at  the  Chicago  Lying-in  Hospital  to  16.1  per  cent 
in  New  Orleans.  His  complaint  of  forceps  is  nearly 
as  severe,  and  concludes  that  the  poor  obstetric 
statistics  are  due  to  these  causes.  He  says  “that  for 
permanent  and  lasting  relief  a return  to  first  prin- 
ciples is  necessary  and  that  it  should  be  taught  every 
interference  with  normal  labor  carries  a definite 
risk.” 

I do  not  concede  that  there  is  only  one  right  and 
successful  method  of  managing  normal  labor.  This 
depends  largely  on  the  training,  experience  and  skill 
of  the  individual;  but  normal  labor  is  not  the  one 
which  gives  the  problems  which  ordinarily  furnish 
the  deaths.  It  is  the  unusual  or  abnormal  case 
which  produces  this  result.  It  would  appear  to  be 
reasonable  to  expect  that  the  light  of  continued  ex- 
perience would  lead  the  way  here  to  some  e.xtent. 
It  is  with  this  thought  in  mind  that  the  facts  are 
presented  regarding  a small  group  of  complicated 
cases,  some  very  unusual,  which  have  been  treated 
by  Cesarean  section. 

In  order  to  fix  the  relationship  of  these  cases  to 
the  obstetrical  problem  as  a whole  the  sections  here 
considered  are  placed  in  two  groups.  The  fir.st  group, 
thirty-two  in  number,  are  all  among  1,200  recent 
consecutive  private  obstetric  patients  who  have  been 
under  observation  during  pregnancy  as  well  as  de- 
livery. The  other  group,  twenty-four,  were  treated 
during  the  same  period  of  time,  but  were  referred 
cases  and  seen  by  me  after  the  trouble  began.  It 
has  seemed  helpful  to  consider  these  under  several 
heads  as  shown  in  the  illustration. 

Section  was  originally  thought  of  as  a means  of 
treatment  of  contracted  pelvis.  In  this  series  con- 
tracted pelvis  was  the  indication  for  section  in 
twenty  out  of  thirty-four  cases,  and  in  the  referred 
cases  in  eleven  out  of  twenty-four.  It  is  apparent 
that  the  unusual  constitute  a rather  large  percent- 
age of  the  whole.  I will  only  attempt  here  to  call 
attention  to  some  of  the  more  uncommon  indications. 

Dystocia  Following  Intra-Uterine  Use  of  Radium: 
Kane  searched  the  literature  in  1931  and  could  find 
only  three  cases.  In  July,  1934,  he  had  collected 
three  more.  Porro  section  was  done  for  three  of 
these;  section  was  done  in  two  other  cases,  the  tj^pe 
not  being  stated.  The  other  was  delivered  by  the 
vagina.  The  operation  was  difficult  and  the  baby’s 


head  was  separated  from  the  body  by  traction,  al- 
though the  baby  weighed  only  3 pounds  8 ounces. 
Only  one  baby  survived. 

Two  of  my  sections  were  post-radium  cases.  The 
first  case,  age  35,  gravida  3,  had  been  treated  by 
radium  on  account  of  bleeding;  some  type  of  cervix 
operation,  probably  amputation,  done  several  years 
before  and  a year  or  two  following  the  birth  of  her 
last  child.  On  first  examination  it  was  observed 
that  no  cervix  could  be  seen  or  palpated;  the  vaginal 
vault  was  smooth  and  contained  much  dense  fibrous 
tissue.  The  os  was  only  a minute  opening.  When 
she  was  full  term  the  membrane  ruptured  before 
admission.  As  there  seemed  to  be  no  prospect  of 
successful  vaginal  delivery  a section  was  done.  The 
lower  cervical  section  was  done  because  the  mem- 
branes had  been  ruptured  several  days  before.  The 
lower  uterine  segment  and  cervix  was  almost  an 
inch  thick  and  was  very  hard  and  fibrous.  The 
bleeding  was  furious  and  difficult  to  control.  It  is 
the  only  case  I have  done  in  which  the  bleeding 
was  definitely  concerning.  I would  have  much  pre- 
ferred a Porro  but  the  patient  wanted  other  chil- 
dren and.  would  not  consent.  Baby  and  mother  re- 
covered. 

The  other  case,  age  24,  gravida  1,  had  been  previ- 
ously treated  by  me  for  functional  bleeding.  Every 
other  known  method  had  been  used  without  success 
when  400  mg.  hours  of  radium  was  used  in  prefer- 
ence to  hysterectomy.  At  about  seven  months  gesta- 
tion this  patient  began  to  bleed  slightly.  The  mem- 
brane ruptured  spontaneously.  The  cervix  was  long 
and  hard.  Section  was  done  at  this  time  on  account 
of  placenta  praevia.  The  lower  uterine  segment  pre- 
sented the  same  condition  as  in  case  No.  1.  This 
baby  lived  several  days  and  died.  Autopsy  showed 
deformed  aorta  as  being  the  cause  "of  death.  Though 
the  cases  reported  are  very  few,  the  evidence  seems 
to  be  convincing  that  the  use  of  radium  in  the  child- 
bearing period  may  cause  a severe  type  of  dystocia 
which  will  likely  require  section. 

Deformed  Uterus:  There  are  a considerable  num- 
ber of  tjqjes  of  deformed  uterus  caused  by  failure 
of  complete  fusion  of  the  Mullerian  ducts.  Four 
of  my  abdominal  deliveries  have  been  on  this  ac- 
count. Two  of  these  might  be  classed  as  double 
uterus;  one,  the  type  classified  by  DeLee  as  uterus 
duplex  bicornis  cum  vagina  septa.  The  other  had 
a double  vagina  and  two  cervices  and  separate  uter- 
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ine  cavities.  The  two  uterine  cavities  were  sepa- 
rated only  by  a septum. 

Frank  R.  Smith,  1931,  reported  a study  of  the 
records  of  the  New  York  Lying-In  Hospital  and 
concluded  that  all  types  of  double  uteri  occur  about 
once  in  1,500  cases  of  pregnancy. 

One  of  my  cases  had  been  under  my  care  during 
pregnancy  and  was  known  to  have  a double  uterus. 
She  had  one  three  months  abortion  before  this  preg- 
nancy. The  relation  of  a double  uterus  to  prog- 
nosis and  management  of  labor  is  important.  There 
is  no  doubt  that  many  of  these  cases  can  be  delivered 
by  vagina  without  difficulty,  but  it  is  not  surpris- 
ing that  the  records  will  show  on  the  whole  very 
poor  results.  Uterine  inertia,  obstructed  labor,  sep- 
sis, hemorrhage  and  other  complications  have  been 
common.  It  is  my  impression  that  the  mortality 
has  been  high.  My  patient  was  allowed  to  go  into 
labor  but  the  progress  seemed  doubtful  and  section 
was  done  with  satisfactory  results. 

The  second  case  was  referred  after  the  patient 
had  been  in  labor  about  twelve  hours  without  prog- 
ress. The  attending  physician  noticed  the  double 
vagina  and  rightly  concluded  that  a double  uterus 
might  be  the  cause  of  the  trouble.  A section  was 
done.  The  deformity  was  found  to  be  that  de- 
scribed by  DeLee  as  uterus  duplex  bicornis  with 
septate  vagina.  The  non-pregnant  fundus  was  in 
the  pelvis  and  obstructing  labor.  The  pregnant 
uterus  was  removed.  Both  mother  and  baby  re- 
covered. 

Two  of  my  deformity  cases  were  classed  as  preg- 
nancy in  the  rudimentary  horn.  This  is  a some- 
what rarer  condition.  Mauriceau  and  Vassal,  1669, 
reported  the  first  case.  Paul  Munde  reported  the 
first  American  case  in  1890.  Koplowitz,  1929,  could 
find  only  twelve  cases  in  American  literature,  though 
a total  of  145  cases  had  been  tabulated.  Several 
cases  have  been  reported  during  the  past  few  years. 
It  is  quite  possible  that  it  is  more  common  than 
the  literature  would  indicate.  Sanger  reported  a 
mortality  of  87  per  cent.  This  has  been  lowered, 
as  prompt  operation  has  been  more  generally  avail- 
able, but  it  remains  a most  dangerous  condition. 

My  first  case  was  a gravida  1,  age  20,  about  five 
months  pregnant.  She  had  been  seized  with  a terrific 
abdominal  pain  twenty-four  hours  before  admission, 
and  on  account  of  being  on  an  ocean  steamer  was 
not  immediately  treated.  She  had  all  s}Tnptoms  of 
abdominal  hemorrhage.  Immediate  abdominal  sec- 


tion was  done,  a transfusion  being  given  simultane- 
ously. The  abdomen  was  filled  with  clots  and  blood. 
A four  and  a half  months  foetus  was  found  free 
in  the  abdomen.  This  was  attached  by  the  cord  to 
the  placenta  which  was  partly  expelled  from  what 
appeared  to  be  the  uterus.  On  further  examination 
this  mass  was  found  to  be  to  the  left  of  an  appar- 
ently normal  uterus,  and  attached  to  it  near  the 
cornua  by  a thick  pedicle  which  contained  a small 
canal  which  was  continuous  with  the  endometrium 
of  the  uterus  and  the  endometrium  of  the  horn.  The 
horn  was  removed  and  the  tube  and  round  liga- 
ment sutured  to  the  uterus  at  the  cornua.  This  pa- 
tient has  since  been  delivered  of  a living  baby  by 
section  in  New  York,  where  she  lives. 

The  second  case  was  seen  in  early  pregnancy  and 
a mass  noted  to  right  of  uterus  that  was  smooth  and 
soft,  and  felt  like  an  ovarian  cyst.  I thought  that 
it  might  contain  the  pregnancy,  and  advised  re- 
moval. The  patient  consulted  two  very  experienced 
physicians  who  advised  against  it,  and  then  went 
to  Hopkins,  where,  according  to  her  story,  she  was 
again  told  that  operation  was  not  considered  best. 
Naturally  she  refused  operation.  When  she  was  full 
term  she  was  admitted  with  evidence  of  abdominal 
hemorrhage.  Immediate  operation  showed  the  ab- 
domen was  filled  with  blood  and  blood  clots.  The 
mass  containing  the  pregnancy  was  attached  to  the 
uterus  at  the  right  cornua  by  a pedicle  I/2  inch  in 
diameter.  The  bleeding  had  been  due  to  a rup- 
tured vein  in  the  covering  of  the  mass.  A living 
baby  was  delivered. 

About  90  per  cent  of  pregnancies  in  the  rudi- 
mentary horn  rupture  at  about  four  and  a half 
months.  Several  have  gone  to  full  term,  but  I can 
find  no  record  of  any  living  child.  My  baby  un- 
fortunately developed  cerebral  hemorrhage  and  died 
on  the  third  day.  These  cases  stress  the  desirability 
of  giving  serious  consideration  to  any  extra-uterine 
masses  found  in  early  pregnancy.  This  evidently 
is  not  the  prevailing  practice  today. 

Torsion  of  the  Tube  Complicating  Labor:  This 
patient,  a referred  case,  gravida  3,  presented  evidence 
of  acute  abdomen  at  full  term.  A tube  was  found 
to  be  twisted  on  itself  like  a rope  and  was  gangren- 
ous. It  was  removed  and  a low  cervical  section  was 
done.  This  patient  has  since  been  delivered  norm- 
ally by  vagina.  I have  not  been  able  to  find  the 
record  of  a similar  case. 

Pregnancy  After  Vesico-Vaginal  Fistula:  Gravida 
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3.  I had  repaired  a cervico-vesical  fistula  one  year 
before.  A Monroe-Kerr  transverse  cervical  section 
was  done  to  avoid  the  lower  cervical  region.  The 
results  were  satisfactory. 

Eclampsia : Three  cases. 

There  was  one  case  of  eclampsia  in  my  1,200 
labors.  This  was  not  treated  by  section.  Among 
the  referred  cases  three  required  sections.  Section 
is  not  used  in  a routine  treatment  for  eclampsia. 
The  usual  medical  treatment  was  given  in  each  case 
and  con\Tilsions  controlled.  If  deliver}’  was  indi- 
cated later  and  condition  of  cervix  or  possible  dis- 
proportion made  it  necessary,  section  was  done. 

Abruptio  Placenta : There  were  two  of  these.  Both 
were  near  death,  requiring  transfusion  and  opera- 
tion immediately  to  save  life.  One  was  a primipara 
and  the  other  para  five.  A Porro  was  done  for  the 
latter.  She  left  the  operating  room  in  good  con- 
dition and  after  one  hour  developed  severe  shock. 
She  was  apparently  dead  when  Dr.  Xicholls,  who 
was  in  charge  of  her  at  that  time,  gave  her  adrenalin 
in  the  heart,  following  which  she  was  resuscitated. 

Fibroids  Obstructing  Labor:  Two  cases,  both 
primipara,  and  each  35  years  old.  A fibroid  could 
not  be  palpated  at  the  initial  examination  in  early 
pregnancy,  though  the  development  of  the  uterus  was 
somewhat  more  rapid  than  normal.  Both  complained 
of  persistent  pain  in  the  right  lower  pelvis,  where 
the  tumor  was  located,  and  during  several  weeks  be- 
fore delivery  the  head  rested  in  the  left  iliac  fossa. 
The  fibroid  was  really  a part  of  the  cervix  and 
effectually  prevented  the  head  entering  the  pelvis. 

Porro  section  was  done  in  both  cases  and  a living 
child  and  mother  resulted. 

The  record  of  still-born  and  neo-natal  deaths  in 
the  1,200  labors,  including  the  sections,  are  given  in 
the  illustrations.  This  includes  deaths  from  all 
causes  in  pregnancies  of  six  months  or  over.  There 
were  twenty  of  these  deaths,  or  1.6.  Five  only  were 
associated  with  delivery;  two  still-bom  and  three 
neo-natal,  or  .41  per  cent. 

The  total  Cesarean  sections  in  1,200  labors  was 
2.7  per  cent.  There  were  no  maternal  deaths  in  the 
1,200  labors  or  sections.  It  is  significant  that  there 
has  not  been  a mortality  among  the  referred  as  well 
as  private  groups.  That  no  doubt  is  due  to  the  high 
type  of  management  given  them  by  attending  physi- 
cians. 

It  is  obvious  that  so  small  a series  of  cases  does 
not  prove  anything.  Some  of  these  cases  were  near 


fatalities,  and  several  might  easily  have  been  fatal, 
but  if  1,200  can  be  delivered  without  a maternal 
death  (and  no  doubt  many  other  obstetricians  can 
show  a similar  or  larger  series  without  mortality), 
it  would  not  seem  to  be  necessary  for  as  many  as 
sixty-five  to  seventy  to  die  in  each  10,000  live  births. 
If  this  mortality  is  to  be  reduced  the  unusual  case 
must  receive  careful  attention. 

L'nusual  Indications  for  Cesarean  Section 

1.  Dystocia  following  intra-uterine  use  of  radium 

— Two  cases. 

2.  Deformed  uterus: 

1.  Double  uterus 

a.  Uterus  duplex  bicornis  cum  vaginae 

septa. 

b.  Uterus  septus  duplex  cum  vaginae 

septa. 

2.  Pregnancy  in  rudimentary  horn — uterus 

unicornis  with  rudimentary  horn. 

3.  Torsion  of  tube  complicating  labor. 

4.  Pregnancy  after  cervico-vesical  fistula — One 

case. 

5.  Eclampsia — Three  cases. 

6.  Abruptio  placenta — Two  cases. 

7.  Fibroids  obstructing  labor — Two  cases. 

Discussion 

Dr.  M.  P.  Rucker,  Richmond:  Dr.  Andrews  said  in 
his  paper  many  important  things.  He  asked  me  to  dis- 
cuss his  paper  and  to  open  the  discussion  because  he 
knew,  I think,  that  I wouldn’t  agree  with  all  he  said. 

Dr.  Andrews  and  Dr.  Nicholls  are  to  be  congratu- 
lated upon  their  results.  Just  how  good  their  fetal  re- 
sults were  I was  unable  to  determine.  Four  babies  are 
stated  to  have  survived  and  three  to  have  died.  Noth- 
ing is  said  of  the  others. 

As  to  the  infant  that  died  of  a deformed  aorta,  I wish 
that  Dr.  Andrews,  in  closing,  would  describe  the  de- 
formity and  also  tell  us  if  he  thinks  that  the  radium 
treatment  that  the  mother  received  had  anything  to  do 
with  it.  This  is  an  important  question  and  all  cases  of 
deformity  after  radiation  treatment  should  be  reported 
in  detail.  The  baby  that  died  of  cerebral  hemorrhage 
illustrates  that  these  cases  are  not  always  due  to  trauma. 

My  experience  with  delivery  after  radium  treatment 
is  very  limited,  but  differs  from  that  of  the  authors.  The 
only  case  that  I recall  was  a patient  of  Dr.  Whitfield’s. 
She  was  forty-one  years  of  age  when  delivered  in  1930. 
Her  youngest  child  was  eight  years  old.  In  1926  Dr. 
Willis  amputated  her  cervix.  Subsequently  she  was 
treated  with  radium  in  Philadelphia.  In  1930  her  uterus 
began  to  enlarge  rapidly  and  Dr.  Horsley  did  a laparot- 
omy on  suspicion  that  she  had  a cancer  of  the  uterus. 
He  found  a pregnant  uterus  and  closed  up  the  abdomen 
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after  removing  the  appendix.  The  patient  had  a cervix 
very  much  like  the  one  Dr.  Andrews  described.  Dr. 
Whitfield  and  I discussed  the  probable  outcome  on  a 
number  of  occasions.  The  patient  was  delivered  by  Dr. 
Whitfield  on  July  10,  1930,  of  a eight  and  one-half  pound 
boy.  The  labor  was  almost  a precipitate  one. 

I recall  a similar  case  in  which  the  cervix  had  been 
removed  by  a “cancer  doctor”  with  some  sort  of  paste. 
The  upper  part  of  the  vagina  was  left  a mass  of  scar 
tissue,  and  neither  her  physician  nor  I thought  she  could 
be  delivered  per  vaginam.  Nevertheless,  she  had  a 
quick,  easy,  natural  delivery,  which  makes  me  think 
that  Nature  is  a better  obstetrician  than  we  sometimes 
give  her  credit  for. 

Pre-eclampsia  is  given  as  the  indication  in  three  of 
the  authors’  cases.  I am  aware  that  a number  of  other 
authorities  give  this  as  an  indication  for  abdominal  de- 
livery. I cannot  follow  their  reasoning,  for,  as  a class, 
the  toxic  patients  respond  to  induction  of  labor  better 
than  any  others.  It  is  so  simple  to  rupture  the  membranes 
and  leave  the  rest  to  Nature.  Three  cases  of  eclampsia 
are  listed  among  the  sections,  but  the  authors  say  that 
the  'eclampsia  was  controlled  by  medical  treatment  and 
afterwards,  if  the  pelvis  or  the  condition  of  the  cervix 
warranted  it,  a Caesarean  operation  is  done.  If  such  be 
the  case  they  should  be  classed  under  disproportion  or 
dystocia. 

For  abruptio  placenta,  I have  never  found  it  necessary 
to  do  a section.  At  the  Boston  Lying-In  Hospital  the 
results  in  the  treatment  of  these  cases  with  Caesarean 
sections  were  so  poor  that  Smith,  who  reported  this  series, 
some  1,500  in  number,  seriously  questioned  the  advis- 
ability of  such  treatment.  At  the  Rotunda  Hospital  in 
Dublin  the  results  improved  decidedly  when  they  stopped 
doing  sections  on  these  cases. 

Finally,  there  is  a side  to  Caesarean  section  that  should 
be  emphasized  when  one  is  discussing  relative  indications 
and  that  is  the  late  results  of  the  operation.  In  a recent 
paper  by  Haultain  and  others  {Edin.  M.  J.,  September, 
1934)  463  sections  at  the  Royal  Maternity  and  Simpson 
Memorial  Hospital  in  the  years  1925  to  1931,  inclusive, 
were  studied.  They  were  able  to  follow  174.  Of  these, 
25  per  cent  complained  of  abdominal  pain.  Ventral 
hernia  occurred  in  7.2  per  cent,  and  in  63.6  per  cent  of 
the  cases  that  had  not  been  purposely  sterilized,  no 
further  pregnancy  occurred.  Five  cases  had  subsequent 
rupture  of  the  uterus.  The  authors  were  unable  to  ex- 
plain the  sterility,  but  thought  it  so  real  that  one  should 
hesitate  to  recommend  a section  in  placenta  previa,  for 
instance,  where  the  chances  of  losing  the  baby  were  great 
because  the  chances  of  the  mother  having  another  baby 
were  slight. 

The  old  adage,  “Once  a Caesarean,  always  a Caesa- 
rean” no  longer  holds  good,  but  “Once  a Caesarean, 
always  a hospital  delivery”  is  a wise  rule. 

Dr.  Andrews,  closing  his  discussion:  Regarding  the 
deformed  aorta  and  blood  vessels  of  chest  in  the  post- 
radium case,  I do  not  know  whether  the  radium  had  any- 


thing to  do  with  this.  I believe  no  one  with  the  present 
available  data  could  tell.  I did  not  see  the  autopsy  but 
Dr.  Nicholls  did  and  I will  ask  him  to  say  something 
about  it. 

Dr.  Rucker  objects  to  my  use  of  Caesarean  section  in 
these  cases  of  abruptio  placenta  and  the  cervical  con- 
traction after  radium.  He  did  not  see  these  individual 
cases,  and  if  he  had,  he  would,  I think,  have  advised 
the  same  course.  What  he  has  to  say  on  the  subject  in 
general  is  no  doubt  justified.  There  are  some  cases  of 
premature  separation  which  are  successfully  treated  by 
other  methods  than  section,  but  it  is  my  belief  that  some 
of  these  fulminating  cases  are  saved  by  section  if  one 
is  prepared  to  give  skilful  surgical  service  with  trans- 
fusion, etc.  Apparently  some  object  to  this.  I know 
Dr.  Rucker  has  had  a large  experience  and  I woyld  have 
been  glad  if  he  had  given  his  own  mortality  figures 
and  experience. 

The  severe  after  complications  in  section  which  he 
speaks  of  we  have  not  encountered.  Sterility  after  sec- 
tion has  not  given  me  trouble  and  I see  no  reason  why 
it  should  occur  with  a clean  operation.  In  fact,  I have 
several  women  whose  tubes  were  separated  at  section 
and  who  afterward  became  pregnant. 

Dr.  Richard  B.  Nicholls,  closing  discussion:  I am 
sorry  that  Dr.  Andrews  didn’t  have  the  opportunity  to 
view  the  autopsy. 

I don’t  remember  exactly  what  the  findings  were.  The 
baby  died  last  May  and  it  has  been  some  time  since  I 
reviewed  it,  but  as  I remember,  I believe  there  was  no 
blood  supply  going  to  the  right  lung  at  all.  There  was 
quite  a mix-up  in  the  blood  vessels  coming  from  the 
aorta,  and  from  the  pulmonary  blood  supply.  The  baby 
died  on  the  third  day  after  considerable  struggling  to 
keep  it  alive,  with  the  use  of  the  Drinker  respirator, 
and  so  on. 

Dr.  McGlinn,  of  Philadelphia,  reported  a series  of 
three  or  four  cases  that  died  which  he  thinks  should  have 
been  treated  by  Caesarean  section.  He  was  advocating 
the  use  of  Caesarean  section  more  frequently  in  the  man- 
agement of  premature  abruptio  placenta. 

My  experience  has  been  very  limited,  but  the  ones 
that  I have  seen  that  have  recovered  have  been  ones 
that  have  been  treated  by  Caesarean  section.  The  Caesa- 
rean section  that  Dr.  Andrews  has  been  doing,  and 
to  which  I have  been  converted,  is  the  low  flap  section. 

If  an  obstetrician  goes  in  with  the  idea  of  possible 
hysterectomy  in  view  of  the  fact  that  he  has  a case  of 
premature  separation  of  placenta,  the  low  flap  offers  a 
much  easier  hysterectomy  because  one  always  must  re- 
flect the  bladder  flap  and,  in  so  doing,  covering  over 
the  cervical  stump  is  much  more  easily  done. 

I think  that  a lot  of  talk  has  been  given  about  pre- 
natal care  and  over-emphasized,  and  I think  that  such 
emphasis  is  due.  But  there  has  been  a lack  in  the  em- 
phasis of  the  management  of  labor,  and  of  the  after- 
care. This  is  of  particular  note  here.  Premature  sepa- 
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ration  of  placenta  has  a mortality  rate  between  40  and 
60  per  cent.  I think  that  right  in  that  particular  group 
there  is  an  ideal  place  to  start  in  cutting  down  the  mor- 


tality rate.  No  matter  how  much  pre-natal  care  a patient 
gets,  if  labor  is  not  managed  properly,  many  things  can 
happen  that  will  unquestionably  raise  the  mortality  rate. 


TETANUS— A GROUP  CASE  STUDY. 


N.  Bloom,  M.  D., 

Richmond,  Va., 

Department  of  Medicine,  Hospital  Division,  Medical  College  of  Virginia. 


Traumatic  injuries  of  ever}-  conceivable  type  are 
encountered  in  general  hospitals.  It  becomes  almost 
routine  to  give  prophylactically  antitetanic  serum  to 
patients  that  have  even  minor  skin  injuries  imme- 
diately after  they  enter  the  hospital.  The  oppor- 
tunity of  using  serum  as  a prophylactic  measure  by 
physicians  outside  of  the  hospital  is  not  as  easy  as 
it  would  appear.  The  patient  refuses  serum  either 
because  of  the  prohibitive  cost  or  in  the  belief  that 
his  injury  is  too  trivial.  Very  frequently  the  phy- 
sician deems  the  injur}’  not  serious  enough.  More- 
over, it  has  become  well-known  amongst  the  laity 
that  serum  sickness  often  follows  inoculation. 

In  an  attempt  to  revive  interest  in  a disease  that 
plays  such  havoc  with  the  individual  and  carries 
such  a ver}’  high  mortality,  and  which  may  be  pre- 
vented or  at  least  attenuated  by  administration  of 
prophylactic  serum,  this  report,  that  is  based  upon 
the  patients  seen  in  the  Hospital  Division  of  the 
Medical  College  of  Virginia,  is  submitted. 

Incidence:  In  the  past  five  years  twenty-eight 
cases  of  tetanus  were  encountered  amongst  40,000 
admissions.  The  majority  of  cases  were  between  the 
ages  of  ten  to  twenty,  but  all  ages  were  represented 
from  a baby  one  week  old  to  a woman  of  fifty- 
seven.  Only  one  of  these  cases  had  received  anti- 
tetanic serum  before  admission. 

Type  of  Injury:  The  injury  considered  ideal  for 
the  inoculation  of  the  individual  with  tetanus  is  a 
penetrating  nail  wound,  preferably  by  a rusty  nail. 
Although  this  assumption  is  quite  true,  there  were 
many  sources  and  kinds  of  injuries  other  than  nail 
wounds  in  this  series.  At  times  it  was  most  difficult 
to  obtain  a history  of  any  trauma  prior  to  the  onset 
of  the  disease. 

In  our  cases  the  types  of  injuries  were  as  follow’s: 
abrasions  and  lacerations,  9;  nail  puncture  wounds, 
7 ; blank  cartridge  explosions,  6 ; splinters,  2 ; um- 


bilical cord  infection,  1 ; ulcer  of  back,  1 ; blister,  1 ; 
and  in  one  case  no  evidence  of  trauma  could  be 
found.  Obviously  the  most  common  injuries  were 
to  the  extremities;  this  in  itself  apparently  had  no 
influence  on  the  course  or  prognosis  of  the  disease. 

Incubation  Period  and  Symptoms : In  our  series 
of  cases  those  that  recovered  had  an  incubation 
period  of  9.3  days  except  for  one  that  had  received 
prophylactic  serum  in  which  the  incubation  period 
was  34  days.  The  average  incubation  period  of 
those  that  died  was  6.4  days.  The  cases  that  re- 
covered were  symptom  free  from  fourteen  to  twenty- 
one  days  after  entering  the  hospital.  The  fatal 
cases  remained  in  the  hospital  an  average  of  4.8 
days. 

Following  the  prodromal  period  of  insomnia,  irri- 
tability, headache,  chilliness,  and  general  malaise, 
the  younger  patients  frequently  developed  convul- 
sions. All  patients  on  admission  had  characteristic 
symptoms  of  severe  tetanus,  i.  e.,  trismus,  rigidity 
of  the  neck,  spasticity  or  rigidity  of  the  abdomen 
and  extremities  with  hyperactive  reflexes.  The  aver- 
age leukocye  count  of  all  cases  was  10,200  with  a 
definite  increase  in  the  polymorphonuclears.  The 
temperature  on  admission  of  most  cases  was  ele- 
vated, averaging  101  degrees  F.  by  rectum.  After 
initial  serum  therapy,  a rise  of  one  to  two  degrees 
occurred  with  a fall  to  the  original  level  after  twenty- 
four  hours.  All  of  the  fatal  cases  developed  a high 
fever  before  succumbing,  the  temperature  rising 
abruptly  as  coma  deepened,  the  terminal  state  being 
comparable  to  cases  of  cerebral  hemorrhage  in  which, 
as  the  bleeding  continues,  coma  deepens  and  the 
temperature  rises  to  105  or  106  degrees. 

Complications:  In  the  patients  that  recovered  com- 
plications were  rare.  A child  developed  transitory 
foot  drop,  another  a left  facial  weakness,  three  pa- 
tients became  temporarily  psychotic,  returning  to 
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their  normal  mental  status  before  leaving  the  hos- 
pital. Bronchopneumonia  was  the  terminal  event 
in  three  cases. 

Mortality:  In  this  series  twelve  patients  suc- 
cumbed out  of  twenty-eight,  a mortality  of  42.9  per 
cent.  Miller  and  Rogers^  have  recently  studied  a 
large  group  of  cases  in  which  their  mortality  was 
45.5  per  cent.  The  primary  injuries  in  those  who 
died  were  blank  cartridge  explosions,  5 ; abrasions 
and  lacerations,  3 ; nail  puncture  wounds,  2 ; blister, 
1;  and  umbilical  cord  infection,  1. 

The  following  were  considered  predisposing  fac- 
tors in  our  fatal  cases: 

1.  None  had  received  prophylactic  serum. 

2.  All  had  well  advanced  tetanus  when  admitted 
to  the  hospital. 

3.  Five  of  the  cases  had  been  injured  by  blank 
cartridge  explosions  and  four  of  these  were  dying 
on  admission,  succumbing  within  twenty-four  hours. 

Treatment : The  problem  of  therapy  in  tetanus 
resolves  itself  into  these  groups^; 

1.  General  management 

2.  Local  surgical  treatment  of  the  wound 

3.  SvTnptomatic  treatment 

4.  Serotherapy 

All  patients  were  isolated  in  dark,  quiet  rooms 
with  precautionary  measures  as  to  disposal  of  ex- 
creta. Liquid  diets  were  administered  to  those  cases 
that  could  swallow;  otherwise,  feeding  was  by  nasal 
tube,  proctoclysis,  or  by  parenteral  injections  of 
fluids. 

The  primary  site  of  infection  was  usually  widely 
incised  and  the  surrounding  tissues  infiltrated  with 
five  to  ten  thousand  units  of  antitetanus.  Constant 
irrigation  of  the  incised  wound  with  potassium  per- 
manganate 1-4000  was  begun. 

Complete  relaxation  of  the  patient  was  almost 
compulsory  for  recovery.  We  found  that  the  bar- 
bital derivatives  such  as  phenobarbital  and  sodium 
amytal  controlled  paroxysms  and  rested  patients  bet- 
ter than  any  of  the  other  sedatives  or  anodynes. 
Sodium  bromide  and  chloral  hydrate  were  also  quite 
efficacious.  Children  were  prone  to  have  convul- 
sions; they  frequently  were  relieved  by  intravenous 
injections  of  magnesium  sulphate,  or  avertin,  60 
mgras.  per  kilo,  by  rectum. 

Routes  of  administration  of  serum  were  intra- 
muscular, intravenous,  and  intraspinal.  The  routine 
followed  was  to  administer  a skin  sensitization  dose 
intradermally.  If  not  sensitive,  20,000  units  of 


antitetanus  serum  were  injected  intramuscularly  and 

20.000  units  intravenously.  Both  intravenous  and 
intramuscular  injections  were  continued  daily  for 
several  days,  the  average  patient  receiving  100  to 
200  thousand  units.  Intraspinal  injections  of  serum 
were  given  to  several  cases,  but,  due  to  the  opistho- 
tonos, and  extreme  irritability  encountered,  this  route 
of  administration  was  discontinued.  It  may  be  added 
that  Miller  and  Rogers  quote  in  their  resume  the 
works  of  Weed  and  Hughson®  in  which  there  is  con- 
clusive evidence  that  intraspinal  injection  of  serum 
has  no  value. 

Six  of  our  cases  developed  late  serum  reactions, 
all  being  eventually  relieved  by  soda  baths  and  small 
doses  of  ephedrine  sulphate  orally. 

Abstract  of  Cases 

I.  Ten-year-old  colored  male,  traumatized  calf 
of  left  leg  with  a nail  seven  days  before  entrance 
to  hospital.  Physical  findings  on  admission:  rigid 
neck,  opisthotonos,  unable  to  open  mouth,  rigid  ab- 
domen. Treatment:  crucial  incisions  about  the 
wound  area  with  infiltration  of  5,000  units  T.  S.; 

60.000  units  intravenously;  25,000  units  intra- 
spinally;  40,00  units  intramuscularly;  total:  130,000 
units.  Recovery. 

II.  Sixteen-year-old  white  male.  Blank  cart- 
ridge exploded  in  his  hand  nine  days  before  en- 
trance to  hospital.  Physical  findings  on  admission: 
trismus,  hyperactive  deep  reflexes,  rigid  neck  and 
abdomen.  Treatment:  130,000  units  A.  T.  S.  in- 
tramuscularly; 25,000  units  intravenously;  total: 

155.000  units.  Recovery. 

III.  Twenty-five-year-old  colored  female  re- 
ceived a compound  fracture  of  left  tibia  in  an  auto- 
mobile accident.  She  was  given  1,500  units  of  A. 
T.  S.  as  a prophylactic  dose.  Thirty-four  days  af- 
ter admission  the  patient  developed  a stiffness  of 
her  jaws  and  neck.  Treatment:  60,000  units  A. 
T.  S.,  intravenously;  10,000  units  A.  T.  S.  intra- 
muscularly; total:  70,000  units.  Recovery. 

IV.  Thirteen-year-old  colored  male.  Blank  cart- 
ridge exploded  in  his  hand  seven  days  before  en- 
trance. Physical  examination  on  admission:  tris- 
mus, stiff  neck,  and  rigid  abdomen.  Treatment:  in- 
cision and  exploration  of  wound  in  hand  with  in- 
filtration of  10,000  units  A.  T.  S.  about  the 
wound;  110,000  units  A.  T.  S.  intravenously;  70,000 
units  intramuscularly;  total:  190,000  units  A.  T.  S.; 
avertin,  60  mgm.  per  kilo  of  body  weight.  Died. 
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V.  Thirty-eight-year-old  colored  male.  Abra- 
sion of  dorsum  of  left  hand  five  days  before  en- 
trance. Physical  examination  on  admission:  tris- 
mus, stiff  neck,  rigid  abdomen.  Treatment:  110,000 
units  A.  T.  S.  intramuscularly;  60,000  units  intra- 
venously; total:  170,000  units.  Died.  Spinal  fluid: 
no  cells,  slight  trace  of  globulin. 

VI.  Thirteen-year-old  colored  male.  Blank  cart- 
ridge exploded  in  his  hand  six  days  before  entrance. 
Physical  examination  on  admission:  opisthotonos, 
rigid  abdomen,  trismus,  spasticity  of  all  muscles  of 
the  body,  stiff  neck.  Treatment:  crucial  incision 
of  wound  with  infiltration  of  wound  with  10,000 
units  A.  T.  S.;  50,000  units  A.  T.  S.  intravenously; 

10.000  units  intramuscularly;  total:  70,000  units 
A.  T.  S.  Died. 

^TI.  Fourteen-year-old  colored  male.  Blank 
cartridge  exploded  injuring  hand  six  days  before 
entrance.  Physical  examination  on  admission:  pa- 
tient having  convulsions,  trismus,  opisthotonos,  rigid 
abdomen,  temperature  106  degrees.  Patient  died 
while  in  Emergency  Room. 

Vm.  Twenty-eight-year-old  white  male.  In- 
jur}’ to  right  hand  with  piece  of  glass  ten  days  be- 
fore entrance.  Physical  examination  on  admission: 
trismus,  rigid  neck,  rigid  abdomen,  hyperactive  deep 
reflexes.  Treatment:  40,000  units  A.  T.  S.  intra- 
muscularly; 60,000  units  intravenously;  total: 

100.000  units.  Recover}-. 

IX.  Thirteen-year-old  white  male.  Blank  cart- 
ridge exploded  injuring  left  hand  six  days  before 
entrance.  Physical  examination  on  admission:  tris- 
mus, rigid  neck,  rigid  abdomen,  opisthotonos,  hyper- 
active deep  reflexes.  Treatment:  incision  of  hand; 
infiltration  of  site  of  wound  with  10,000  units  A. 
T.  S.;  10,000  units  T.  S.  intravenously;  total: 

20.000  units  A.  T.  S.  The  patient  died  several 
hours  after  admission. 

X.  Xine-year-old  white  male.  Nail  puncture  on 
sole  of  right  foot  ten  days  before  entrance.  Physical 
examination  on  admission:  trismus,  rigid  neck  and 
abdomen.  Treatment:  incision  of  wound  with  de- 
bridement; 80,000  units  .■\.  T.  S.  intramuscularly; 

20,000  units  intravenously;  total:  100,000  units  A. 
T.  S.  Recovery. 

XI.  X"ineteen-year-old  colored  male.  Abrasion 
of  right  knee  fourteen  days  before  entrance.  Physi- 
cal examination  on  admission:  rigid  neck,  opistho- 
tonos, trismus,  rigid  abdomen.  Treatment:  15,000 
units  A.  T.  S.  injected  about  site  of  abrasion;  100,- 


000  units  A.  T.  S.  intravenously;  30,000  units  in- 
tramuscularly; total:  145,000  units  A.  T.  S.  Re- 
cover}-. 

XII.  Twelve-year-old  white  male.  Nail  punc- 
ture in  sole  of  left  foot  seven  days  before  entrance. 
Physical  examination  on  admission:  trismus,  rigid 
neck,  hyperactive  reflexes.  Treatment:  10,000  units 

T.  S.  injected  about  site  of  wound;  190,000  units 
A.  T.  S.  intravenously;  40,000  units  A.  T.  S.  in- 
tramuscularly; total:  240,00  units  T.  S.;  60 
mgm.  avertin  per  kilo  of  body  weight.  Patient  de- 
veloped bilateral  foot  drop  for  which  casts  were  ap- 
plied. Recovery. 

XIII.  Thirty-seven-year-old  colored  male. 
W ooden  splinter  in  finger  nine  days  before  entrance. 
Physical  examination  on  admission:  trismus,  rigid- 
ity of  neck  and  abdomen,  h}’peractive  deep  reflexes. 
Treatment:  10,000  units  A.  T.  S.  about  site  of  in- 
jury; 80,000  units  A.  T.  S.  intravenously;  20,000 
units  A.  T.  S.  intramuscularly;  total:  110,000  units 
A.  T.  S.  Recover}’. 

XIV.  Ten-year-old  colored  male.  Laceration  of 
toe  twelve  days  before  entrance.  Physical  examina- 
tion on  admission:  com-ulsions,  trismus,  hyperac- 
tive deep  refle.xes.  Treatment:  20,000  units  A.  T. 

S.  intravenously;  20,000  units  A.  T.  S.  intramus- 
cularly; total:  40,000  units.  Recover}-. 

XV.  Ten-year-old  colored  male.  Blank  cart- 
ridge exploded,  injuring  left  hand  eight  days  before 
entrance.  Physical  examination  on  admission:  opis- 
thotonos, trismus,  rigid  neck,  rigid  abdomen,  hyper- 
active deep  reflexes.  Treatment:  incision  of  wound; 

40.000  units  A.  T.  S.  intravenously;  20,000  units 
A.  T.  S.  intraspinally;  total:  60,000  units.  Patient 
died  twenty-four  hours  after  admission. 

XVI.  Seventeen-year-old  colored  male.  No 
available  history  of  any  injury.  Physical  examina- 
tion on  admission:  trismus,  rigidity  of  neck,  rigid 
abdomen,  h}-peractive  deep  reflexes.  Treatment: 

80.000  units  .\.  T.  S.  intravenously;  40,000  units 
A.  T.  S.  intramuscularly;  total:  120,000  units  A. 

T.  S.  Spinal  fluid : no  cells,  negative  globulin.  Re- 
cover}-. 

XVII.  Six-year-old  white  male.  Abrasion  to 
right  index  finger  nine  days  before  entrance.  Phy- 
sical examination  on  admission:  trismus,  rigid 
neck,  rigid  abdomen.  Treatment:  40  mgm.  avertin 
per  kilo  body  weight;  20,000  units  A.  T.  S.  intra- 
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muscularly ; 10,000  units  A.  T.  S.  intravenously; 
total:  30,000  units  A.  T.  S.  Recovery. 

XVIII.  Thirty-six-year-old  colored  male.  Abra- 
sion to  right  great  toe  twenty-one  days  before  en- 
trance. Physical  examination  on  admission:  tris- 
mus, rigid  neck  and  abdomen,  hyperactive  deep  re- 
flexes. Treatment:  incision  of  site  of  injury;  in- 
filtration with  10,000  units  A.  T.  S.;  80,000  units 
A.  T.  S.  intravenously;  50,000  units  A.  T.  S.  in- 
tramuscularly; total;  140,000  units  A.  T.  S.  Re- 
covery. 

XIX.  Ten-year-old  colored  male.  Abrasion  left 
foot  fourteen  days  before  entrance.  Physical  exami- 
nation on  admission:  convulsions,  trismus,  rigid 
neck,  rigid  abdomen.  Treatment;  avertin  50  mgm. 
per  kilo  of  body  weight;  60,000  units  A.  T.  S.  in- 
travenously; 40,000  units  A.  T.  S.  intramuscularly; 
total:  100,000  units  A.  T.  S.  Patient  developed 
transitory  left  facial  paralysis  that  disappeared  af- 
ter several  days.  Recovery. 

XX.  Four-year-old  white  male.  Blister  on  right 
heel  fourteen  days  before  entrance.  Physical  exami- 
nation on  admission:  trismus,  opisthotonos,  rigid 
neck.  Treatment:  10,000  units  A.  T.  S.  intra- 
venously; 10,000  units  A.  T.  S.  intramuscularly; 
total:  20,000  units  A.  T.  S.  Spinal  fluid:  2 cells, 
negative  globulin.  Recovery. 

XXL  Three-year-old  white  male.  Abrasion  left 
foot  six  days  before  entrance.  Physical  examina- 
tion on  admission;  opisthotonos,  spasticity  of 
muscles,  rigid  neck.  Treatment:  20,000  units  A. 
T.  S.  intramuscularly.  Recovery. 

XXII.  Fifty-year-old  colored  male.  Nail  punc- 
ture left  great  toe  eleven  days  before  entrance.  Phy- 
sical examination  on  admission:  trismus,  rigid  neck, 
rigid  abdomen,  hyperactive  deep  reflexes.  Treat- 
ment: incision  at  site  of  injury  with  infiltration 
with  10,000  units  of  A.  T.  S.;  40,000  units  A.  T.  S. 
intravenously;  20,000  units  A.  T.  S.  intramus- 
cularly; total:  70,000  units  A.  T.  S.  Patient  died 
within  twenty-four  hours  of  admission. 

XXIII.  One-week-old  white  male.  At  birth  the 
umbilical  cord  was  tied  and  then  covered  with  soot 
to  stop  bleeding.  Physical  examination  on  admis- 
sion: spasticity  and  trismus.  Treatment:  50,000 
units  A.  T.  S.  intramuscularly.  Spinal  fluid  cell 
count:  10.  Died. 

XXIV.  Ten-year-old  colored  female.  Nail  punc- 
ture of  foot  seven  days  before  entrance.  Physical 


examination  on  admission : rigidity  of  neck,  trismus, 
generalized  spasticity,  rigid  abdomen,  hyperactive 
deep  reflexes.  Treatment:  incision  of  wound;  60,000 
units  A.  T.  S.  intramuscularly.  Patient  died  two 
days  after  admission. 

XXV.  Eleven-year-old  colored  female.  Nail 
puncture  in  right  great  toe  seven  days  before  en- 
trance. Physical  examination  on  admission:  tris- 
mus, spasticity  about  the  body,  hyperactive  deep  re- 
flexes. Treatment:  15,000  units  A.  T.  S.  intra- 
muscularly. Recovery. 

XXVL  Fifty-eight-year-old  white  female. 
Wooden  splinter  in  left  thumb  eleven  days  before 
entrance.  Physical  examination  on  admission:  tris- 
mus, spasticity  generalized,  opisthotonos,  rigid  ab- 
domen, hyperactive  deep  reflexes.  Treatment:  inci- 
sion of  thumb;  80,000  units  A.  T.  S.  intravenously; 
40,000  units  A.  T.  S.  intramuscularly;  total;  120,000 
units  A.  T.  S.  Patient  died  four  days  after  admis- 
sion. 

XXVII.  Thirty-six-year-old  colored  male.  Trau- 
matic abrasion  to  foot  while  plowing  five  days  before 
entrance.  Physical  examination  on  admission:  tris- 
mus, rigid  neck,  spastic  abdomen.  Treatment: 
40,000  units  A.  T.  S.  intravenously;  40,000  units 
A.  T.  S.  intramuscularly;  total;  80,000  units  A.  T. 
S.  Patient  died  several  hours  after  admission. 

XXVIII.  Forty-six-year-old  colored  female. 
Ulcer  of  back  fourteen  days  before  entrance.  Phy- 
sical examination  on  admission:  tri.smus,  opistho- 
tonos, spasticity  of  abdomen.  Treatment:  60,000 
units  A.  T.  S.  intravenously;  30,000  units  A.  T.  S. 
intramuscularly.  Died  ten  days  after  admission. 

Summary  and  Conclusions 

1.  In  a study  of  twenty-eight  cases  of  tetanus 
observed  over  a period  of  five  years,  the  mortality 
was  42.9  per  cent. 

2.  It  was  felt  that  probably  the  most  dangerous 
type  of  injur}^  was  a blank  cartridge  explosion  as 
five  out  of  six  patients  died  who  had  received  this 
type  of  injury. 

3.  After  the  onset  of  tetanus,  wide  incision  of 
the  original  site  of  injury  followed  by  infiltration 
of  surrounding  tissues  with  anti-tetanus  and  mas- 
sive doses  of  serum  intravenously  and  intramus- 
cularly are  advocated. 

4.  Sodium  am>i:al  is  considered  the  drug  of 
choice  for  relaxation  of  the  patient. 
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5.  The  necessity  of  educating  both  la)Tnan  and 
physician  to  the  dangers  of  trivial  wounds  and  the 
value  of  prophylactic  serum  is  obvious.  Only  one 
of  our  cases  had  received  anti-tetanus  before  admis- 
sion. 
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A DETAILED  STUDY  OF  100  CONSECUTIVE  CASES  OF  ALLERGY 
AS  EVIDENCED  BY  ASTHMA  AND  HAY  FEVER.* 


K.  D.  Graves,  M.  D., 
Roanoke,  Va. 


About  ten  years  ago  I made  a study  of  the  causa- 
tive factor  and  results  in  fifty  consecutive  case  of 
bronchial  asthma.^  Tonight  I wish  to  report  my 
results  on  100  recent  consecutive  cases  of  asthma, 
hay  fever  or  both,  and  to  compare  these  with  my 
1925  report. 

The  cases  in  this  report  are  not  subdivided  into 
the  symptomatic  classifications  of  asthma  and  hay 
fever,  as  the  causative  factors  and  the  treatment  is 


more  or  less  similar  if  not  identical.  Following  is 
a list  of  the  items  to  which  the  patients  were  sensi- 


tive, with  percentages: 

List  No.  1 


21%  ragweed 
11%  timothy 
10%  house  dust 
9%  orris 
8%  goose  feather 
8%  wheat 
7%  cat  hair 
7%  orchard  grass 
6%  strep,  hemolytic 
6%  dog  hair 
6%  horse  hair 
6%  corn  pollen 
6%  plaintain 
5%  rose 

4%  duck  feather 
4%  chicken  feather 
4%  sweet  vernal  grass 
4%  cocklebur 
4%  cattle  hair 
3%  rye 
3%  milk 
3%  Sudan  grass 
3%  tobacco 
2%  rice 
2%  barley 
2%  corn 

2%  Bermuda  grass 

2%  alfalfa 

2%  oak  pollen 

2%  iris  pollen 

2%  hickory  pollen 

2%  pigweed 

2%  rye  grass 


2%  tomato 
2%  asparagus 
2%  pepper 
2%  sweet  potato 
2%  celery 
2%  goat  hair 
2%  camel  hair 
2%  oat 

2%  rabbit  hair 
2%  strep,  viridans 
2%  chocolate 
1%  spiny  amaranth 
1%  red  top 
1%  clover 
1%  cowslip 
1%  ash  pollen 
1%  Russian  thistle 
1%  lily  of  the  valley 
1%  goldenrod  pollen 
1%  goosefoot 
1%  mugwort 
1%  goldenglow 
1%  daisy 
1%  clematis 
1%  June  grass 
1%  pigeon  feather 
1%  wool 
1 % hog  hair 
1%  banana 
1%  onion 
1%  lamb 
1%  cabbage 
1%  orange 


‘Read  before  the  Roanoke  Academy  of  Medicine,  No- 
vember 4,  1935. 


1%  lima  bean 
1%  buckwheat 
1%  paprika 
1%  pyrethrum 
1%  belladonna 
1%  leopard 


1%  ostrich  feather 
1%  skunk  hair 
1%  squirrel 
1%  staph. aureus 
1%  Lux  soap 
1%  Conquerine 


It  is  of  interest  to  note  that  in  my  series  the  larg- 
est number  of  reactions  was  caused  by  pollens,  while 
the  animal  substances  caused  the  next  largest  num- 
ber and  the  foods  the  smallest. 

Following  is  a summary'  of  the  reactions  in  my 
1925  series: 


List  No.  2 


45%  house  dust 
38%  goose  feather 
27%  chicken  feather 
23%  orris 
13%  bacteria 
10%  wool 
10%  ragweed 
10%  horse  hair 

5%  egg 

5%  rabbit  hair 


5%  dog  hair 
2.5%  ostrich  feather 
2.5%  cattle  hair 
2.5%  oat 
2.5%  tomato 
2.5%  mustard 
2.5%  tobacco 
2.5%  glue 
2.5%  timothy 


It  will  be  noted  from  the  above  lists  that  the  total 
number  of  percentages  add  up  to  over  100;  this, 
of  course,  is  explained  by  the  fact  that  some  patients 
are  sensitive  to  a number  of  substances.  In  contrast 
to  my  present  series,, in  1925  the  largest  number  of 
reactions  was  from  house  dust,  and  the  pollens  were 
of  minor  importance. 

Of  the  100  cases  in  the  present  series  only  five 
failed  to  give  one  or  more  positive  skin  reactions. 
From  fair  to  excellent  results  were  obtained  from 
treatment  in  all  but  eleven  cases.  Included  in  these 
eleven  cases  are  the  five  which  gave  no  reactions  and 
six  others  which  reacted  to  one  or  more  of  the  fol- 
lowing substances: 

ragweed  barley  red  oak 

house  dust  . rice  redtop  grass 

wheat  corn  orchard  grass 

rye  rabbit  hair  timothy 
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Two  forms  of  treatment  must  be  considered  in 
each  case:  (1)  Removal  of  the  offending  substance, 
and  (2)  Desensitization.  It  is  very  unsatisfactory 
to  stop  the  use  of  wheat,  for  instance,  or  to  remove 
the  ragweed  pollen  from  the  atmosphere  during  the 
pollinating  season;  and  in  such  cases  desensitization 
must  be  undertaken.  This  is  accomplished  by  the 
use  of  very  dilute  extracts  of  the  offending  sub- 
stance. The  two  rules  which  must  be  followed  ex- 
plicitly are:  (1)  Give  very  small  doses,  avoiding 
a general  reaction;  and  (2)  Give  the  injections  into 
the  skin  and  not  subcutaneously.  By  observing  these 
two  rules,  I have  the  feeling  that  my  percentage  of 
good  results  has  been  materially  increased.  Of  the 
100  cases  no  reaction  was  obtained  in  five  cases. 
The  results  in  all  of  these  were  unsatisfactory.  Of 
the  ninety-five  cases  reacting  to  one  or  more  sub- 
stance, four  gave  poor  results,  leaving  ninety-one 
reacting  to  one  or  more  substances  who  gave  fair  or 
good  results. 

Probably  the  dust  allergic  cases  and  the  cases  of 
multiple  sensitiveness  are  still  the  most  difficult  to 
treat. 

It  is  my  impression  that  the  two  most  important 
features  in  the  diagnosis  of  the  etiological  factor 
are:  (1)  a careful  history,  and  (2)  painstaking  skin 
tests.  Often  the  tests  have  to  be  modified  to  suit 
the  individual  case.  I recall  particularly  one  lady 
who  had  had  hay  fever  for  twenty-eight  years.  She 
gave  a negative  reaction  to  all  tests,  about  150  in  all. 
Then  in  going  over  her  history  again,  I elicited  the 
information  that  she  “had  a sluggish  liver”  and  had 
been  taking  lapactic  pills  every  night  for  twenty- 
eight  years.  The  coincidence  of  the  two  statements 
attracted  my  attention  and  it  was  not  difficult  after 
that  to  discover  that  the  belladonna  in  the  pills  was 
the  offending  substance.  Another  time,  in  testing  a 
man  with  asthma  who  was  negative  to  the  more  com- 
mon offenders,  I found  he  was  strongly  positive  to 
guinea  pig  hair  and  had  forgotten  to  tell  me  that 
he  had  had  a live  guinea  pig  running  loose  in  his 
house  for  four  years! 

Frequently  pollens  can  cause  trouble.  It  has  been 
shown  that  an  acre  of  wheat  produces  about  fifty 
pounds  of  pollen,  and  that  ragweed  pollen  can  be 
carried  on  the  wind  for  several  miles.  Therefore,  in 
a pollen  sensitive  case,  it  is  not  sufficient  simply  to 
cause  the  weeds  in  the  yard  to  be  cut.  Father  the 
individual  must  be  moved  from  the  weed-bearing  lo- 


cality, or  must  be  desensitized  to  the  offending  pol- 
len. 

Desensitization  can  be  accomplished  by  either  the 
rapid  or  the  slow  method,  using  extracts  of  the 
specific  offending  pollen.  In  either  case,  anywhere 
from  ten  to  twenty  injections  are  necessary.  These 
can  be  started  about  two  months  before  the  pollinat- 
ing season  and  given  at  the  rate  of  about  two  a 
week;  or  can  be  started  about  two  weeks  before  the 
season  starts  and  given  daily.  Personally  I prefer 
the  latter,  as  the  former  often  interferes  with  the 
vacation  plans  of  the  patient.  I get  best  results  by 
injecting  the  extract  intradermally,  as  recommended 
by  Phillips,^  rather  than  subcutaneously.  The  results 
of  desensitization  vary  with  the  individual  case.  Al- 
though in  practically  no  cases  is  it  complete,  still 
in  many  cases  the  results  are  comparable  with  those 
obtained  by  complete  avoidance  of  the  “offending 
substance.” 

The  following  are  the  most  common  causes  of  con- 
stitutional reactions: 

(1)  Extreme  sensitivity  of  patient. 

(2)  Mode  of  administering  the  injection. 

(3)  Concentration  of  test  solution. 

(4)  Activity  of  extract  used. 

(5)  Size  and  frequency  of  treatment  injections. 

Offending  substances  often  occur  in  unexpected 

places  and  circumstances.  Horse  hair  occurs  in  cloth 
used  for  covering  sofas,  cushions  and  chairs;  in 
crinoline  for  lining  and  padding  clothes;  is  used  in 
lining  shoes,  making  gloves,  sacks  and  bags,  stuffing 
auto  seats,  mattresses  and  pillows,  felt  hats  and  as 
a binder  in  plaster.® 

Cats  are  more  frequent  offenders  than  any  other 
household  pets.  In  general,  cat  allergy  is  about  twice 
as  frequent  as  dog.  The  skins  are  gradually  as- 
suming importance  as  furs.  They  are  used  for  lin- 
ing caps,  coats,  gloves,  slippers,  etc.  It  is  a cover- 
ing for  toy  animals.  Other  members  of  the  cat 
family  also  supply  furs,  as  leopard,  panther,  wild- 
cat, jaguar,  tiger,  lion  and  lynx.^ 

Summary 

Of  100  recent  consecutive  cases  of  asthma  and 
hay  fever,  only  five  failed  to  give  a positive  skin 
reaction;  and  these  five  and  six  others  gave  unsat- 
isfactory treatment  results,  leaving  89  per  cent  giv- 
ing results  varying  from  fair  to  excellent.  This  com- 
pares favorably  with  my  report  of  86  per  cent  in  my 
1925  series. 
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Miscellaneous 


The  Meeting  of  the  International  Society  of 
Surgery  at  Cairo,  Egypt,  December  31, 
1935,  to  January  4,  1936.* 

The  International  Society  of  Surgery  was  consid- 
ered at  a conference  of  some  of  the  Continental  sur- 
geons in  Brussels  in  1902.  Three  ye:ars  later,  in 
1905,  the  first  session  was  held  in  Brussels.  Since 
that  time  there  has  been  a meeting  ever}'  three  years, 
at  some  important  medical  center.  There  are  forty- 
two  countries  represented  in  the  Society.  The  So- 
ciety is  limited  in  membership,  and  has  a total  of 
about  1,250  members.  There  are  110  members  in 
the  United  States. 

The  recent  session  was  held  in  Cairo,  Eg}pt,  on 
December  31,  1935,  and  Januar}’  1,  2,  3,  and  4, 
1936.  Originally  it  had  been  planned  for  twenty- 
five  or  thirty  American  members,  most  of  them  with 
some  member  of  their  families,  to  attend  the  meet- 
ing but,  as  conditions  about  the  ^Mediterranean  be- 
came more  ominous,  the  prospective  attendance 
dropped  off,  and  finally  I w'as  the  only  member  from 
the  United  States  to  attend.  Dr.  St.  Jacques  from 
Montreal  was  present,  and  several  members  from 
South  America  attended.  ]Mrs.  Horsley  accom- 
panied me. 

We  had  originally  intended  going  direct  to  Naples 
and  from  there  to  Alexandria  and  Cairo,  but  as  the 
President  of  the  United  States  requested  American 
citizens  “not  to  travel  on  boats  of  belligerent  na- 
tions” (and  as  Haile  Selassie  had  no  boats)  it 
meant  that  we  were  to  forego  Italian  vessels.  We 
sailed  on  the  Aquitania,  leaving  Richmond  on  Fri- 
day, December  13th.  We  spent  four  days  in  Paris, 
and  from  there  went  to  ^Marseilles  and  took  a 
French  boat  to  Alexandria;  the  trip  on  the  Medi- 

•Dr.  Horsley  prepared  this  statement  for  the  Monthly 
by  request. 


terranean  consumed  four  days.  The  harbor  at  .Alex- 
andria was  packed  with  British  war  vessels. 

.At  Alexandria  we  were  met  by  a committee  and 
given  a luncheon,  and  were  taken  for  a sightseeing 
trip  about  the  city.  At  the  end  of  the  day  we  went 
to  Cairo,  a journey  of  about  three  and  a half  hours 
by  train. 

The  first  meeting  was  held  in  the  University  of 
Egypt  about  fourteen  miles  from  Cairo,  and  was 
quite  formal.  There  w'as  one  of  the  many  student 
riots  during  this  first  session,  but  no  harm  was 
done.  It  was  merely  somewhat  embarrassing  to  the 
authorities  of  the  University  and  annoying  to  the 
attendants  upon  the  meeting.  The  remainder  of  the 
sessions,  beginning  January  1st,  were  held  in  the 
Aledical  Department  of  the  University  in  Cairo,  and 
there  was  no  further  disturbance  from  the  students. 

Alany  languages  were  spoken,  the  chief  languages 
being  French  and,  from  the  local  men,  .Arabic.  On 
each  day  of  the  meeting  there  was  a symposium  on 
some  subject.  One  day  the  symposium  was  on 
surgery  of  the  sympathetics,  with  a paper  by  Leriche 
and  one  by  Professor  Young,  of  Glasgow.  .Another 
day  there  was  a symposium  on  surgery  of  the  para- 
thyroids. .Another  session  was  taken  up  with  a dis- 
cussion of  surgery  of  the  colon  except  cancer,  in 
which  Professor  Finsterer,  of  Vienna,  and  Professor 
Grey  Turner,  of  London,  read  papers.  In  one  ses- 
sion there  was  a discussion  of  the  surgical  features 
of  bilharzia.  On  the  final  day  the  session  was 
turned  over  to  the  local  profession  and  there  were 
papers  on  miscellaneous  subjects.  Each  symposium 
was  open  to  discussion,  and  most  of  the  discussions 
had  been  arranged  some  months  before  the  meet- 
ing and  constituted  short  papers.  I had  a brief 
paper  which  was  a discussion  of  surgery  of  the  colon. 

Bilharzia  is  quite  prevalent  in  Eg)'pt  and  is  very 
interesting.  The  parasite  had  an  unusual  life  cycle 
in  which  an  intermediate  host  is  a fresh’ water  snail. 
The  ova  are  excreted  chiefly  by  the  bladder  and  the 
lower  bowel.  The  ova  cause  much  irritation  and 
various  types  of  lesions,  some  of  them  ulcers,  some 
papillomatous-like  growths,  and  not  infrequently 
cancer  results. 

There  were  no  surgeons  from  Italy  at  the  meet- 
ing, although  several  were  on  the  program.  .Appar- 
ently Mussolini  would  not  permit  them  to  attend. 

Dr.  Rudolph  Matas,  of  New  Orleans,  was  elected 
president  of  the  International  Society  of  Surgery  for 
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the  next  term.  The  next  meeting  will  be  held  in 
Vienna  in  September,  1938. 

We  returned  to  France,  spending  some  time  on  the 
Riviera  and  in  Spain.  Economic  conditions  in 
Southern  France  are  very  bad.  At  Nice  many  of 
the  largest  hotels  are  closed,  and  there  is  a lack  of 
tourists,  probably  from  the  fear  of  war  and  also 
because  of  the  high  rate  of  exchange  of  the  franc 
which  makes  living  in  France  expensive.  In  Paris 
the  depression  is  marked,  though  not  so  noticeable 
as  in  Southern  France.  The  American  Hospital  in 
Paris  is  doing  excellent  work.  Dr.  McElroy,  who 
was  formerly  superintendent  of  the  ISIemorial  .Hos- 
pital in  Richmond,  was  the  superintendent  there  un- 
til his  unfortunate  death  a few  months  ago.  His 
daughter  is  on  the  nursing  staff,  and  one  of  the 
graduates  of  the  Medical  College  of  Virginia,  Dr. 
Anderson,  is  an  intern.  .A.nother  intern  is  Dr.  War- 
riner,  from  Atlanta.  Both  of  these  men  were  most 
courteous  and  seemed  to  be  very  efficient  and  popu- 
lar. 

Naturally  the  threat  of  war  creates  much  tension 
in  all  of  Europe,  particularly  in  France  and  in 
Egypt.  However,  the  prospect  did  not  seem  to  be 
quite  so  alarming  in  Europe  as  we  were  led  to  be- 
lieve from  the  newspaper  accounts  in  America.  It 
seems  quite  certain  that  there  will  be  war  in  Europe 
within  a few  years,  as  soon  as  economic  conditions 
enable  the  nations  to  acquire  sufficient  armament 
to  destroy  each  other. 

From  a medical  and  a human  viewpoint  this  is 
extremely  depressing.  The  medical  profession  spends 
its  time  in  trying  to  save  lives  and  relieve  suffering. 
Often  the  patients,  even  when  cured  of  their  dis- 
ease, are  elderly  and  feeble.  The  military  viewpoint 
is  quite  the  opposite.  The  choicest  of  the  young 
men  of  the  nation  are  led  forth  to  be  slaughtered 
or  crippled,  for  reasons  that  few  understand.  In 
France  everywhere  are  statues  and  monuments  to 
Napoleon,  but  there  is  only  one  small  and  insig- 
nificant statue  of  Pasteur,  who  has  indirectly  saved 
more  lives  than  Napoleon  ever  destroyed.  Mankind 
seems  to  worship  its  destroyers  rather  than  its 
saviors.  J.  Shelton  Horsley,  M.  D. 

Richmond,  Va. 

Statement  Read  Before  Committee  on  Gen- 
eral Laws  of  the  House  of  Delegates. 

In  order  to  be  brief,  clear  and  accurate  I have 
put  what  I wish  to  say  in  writing. 


When  training  schools  for  nurses  were  first  es- 
tablished each  school  formulated  its  own  curriculum 
and  established  its  own  standards.  As  the  number 
of  graduate  nurses  increased,  naturally  the  leaders 
organized  themselves  into  societies  at  which  ques- 
tions with  reference  to  the  future  of  the  nursing  pro- 
fession w'ere  discussed  and  measures  to  promote  its 
progress  were  advocated.  The  first  and  most  obvious 
need  was  a State  Board  with  legal  authority  to  make 
certain  requirements  of  the  training  schools  and  to 
pass  on  the  qualifications  of  their  graduates.  This 
end  w'as  accomplished  independently  in  various 
states  and  few  of  the  states  followed  the  same  plan. 
In  South  Carolina  the  Board  was  composed  exclu- 
sively of  physicians.  In  North  Carolina  it  was  com- 
posed partly  of  physicians  and  partly  of  nurses.  In 
Virginia  it  was  composed  exclusively  of  nurses. 

Eventually  the  representatives  of  the  various  states 
met  and  effected  a National  Organization.  Its  head- 
quarters are  now  in  New  York  and  it  exercises  its 
authority  by  refusing  reciprocity  to  a nurse  w'ho  is 
not  registered  by  a recognized  Board  in  her  own 
state.  Thus  we  have  the  National  League  of  Nurs- 
ing Education  which  lays  down  the  law  to  the  State 
Boards  and  State  Boards  which  lay  down  the  law 
to  the  individual  schools  in  their  territory. 

It  is  important  to  understand  what  reciprocity  be- 
tween State  Boards  means  and  its  bearing  on  the 
standards  of  nursing  education  in  general.  As  the 
term  indicates  it  means  a mutual  exchange  of  cour- 
tesy between  State  Boards  by  which  nurses  who  have 
successfully  passed  the  examinations  in  one  state 
are  registered  without  re-examination  in  another 
state.  Reciprocity  is  only  practiced  between  Boards 
having  the  same  standards.  If  the  authorities  of 
one  state  advance  their  requirements  then  the  authori- 
ties of  other  states  will  have  to  advance  their  re- 
quirements or  lose  reciprocity.  Thus  it  will  be  seen 
that  a state  like  New  York  can  influence  the  stand- 
ards of  nursing  education  in  a state  like  Virginia. 

The  present  Virginia  State  Board  was  created  by 
virtue  of  an  Act  by  the  General  Assembly  of  Vir- 
ginia approved  May  14,  1903,  and  amended  by  an 
Act  approved  February  17,  1922.  In  substance  the 
law  provides  that  the  Virginia  State  Board  of  Ex- 
aminers of  Nurses  shall  consist  of  five  nurses  ap- 
pointed by  the  Governor  of  Virginia  from  a list  of 
nominations  submitted  to  him  by  the  Virginia  State 
Association  of  Graduate  Nurses.  The  Board  has 
power  to  adopt  rules  and  regulations  by  which  to 
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establish  a standard  of  instruction  and  training  to 
be  observed  by  training  schools,  and  the  authority 
to  appoint  an  inspector  to  visit  the  schools  and  see 
that  these  requirements  are  properly  complied  with. 
The  Board  is  charged  with  the  duty  of  conducting 
examinations  at  stated  periods  for  graduates  of 
recognized  training  schools  who  desire  to  practice 
professional  nursing  in  the  state.  Candidates  who 
pass  the  examinations  are  given  a certificate  and  are 
known  as  registered  nurses.  It  is  unlawful,  under 
penalty  of  heavy  fines,  for  any  person  to  practice 
professional  nursing  of  the  sick  as  such  for  com- 
pensation, or  to  assume  the  title  of  trained,  regis- 
tered or  graduate  nurse  without  this  certificate.  The 
law  is  qualified,  however,  by  the  statement  “This 
Act  shall  not  be  construed  to  affect  or  apply  to  the 
gratuitous  nursing  of  the  sick  by  friends  or  mem- 
bers of  the  family;  and  also  it  shall  not  apply  to 
any  person  nursing  the  sick  for  hire,  but  who  does 
not  in  any  way  assume  to  be  a registered  or  gradu- 
ate nurse.” 

Operating  under  the  authority  conferred  by  the 
legislature  the  Virginia  State  Board  of  Nurses 
formulated  the  requirements  to  be  met  by  the  vari- 
ous training  schools  in  the  state.  These  require- 
ments were  at  first  simple  and  reasonable,  but  from 
time  to  time  changes  and  additions  have  been  made 
until  now  the  curriculum  laid  down  covers  such  a 
variety  of  subjects  and  requires  so  many  lectures 
and  laboratory  hours  that  no  hospital  except  one 
connected  with  a medical  school  has  qualified  teach- 
ers to  give  the  courses,  and  no  pupil  nurse  is  able 
to  render  any  very  efficient  service  to  the  hospital 
because  so  much  of  her  time  is  occupied  by  class- 
room duty. 

As  a result  of  this  program  not  only  have  the 
schools  of  all  small  hospitals  in  the  state  been  closed 
but  the  schools  of  four  hospitals  in  Richmond  and 
of  the  hospitals  in  Alexandria,  Fredericksburg,  Win- 
chester, Lynchburg,  Clifton  Forge  and  Staunton  as 
well.  With  the  exception  of  schools  connected  with 
medical  institutions  like  the  Medical  College  of  Vir- 
ginia and  the  University  of  Virginia,  most  of  the 
schools  that  continued  to  function  do  so  with  reduced 
number  of  students  and  are  apprehensive  of  the  fu- 
ture. 

The  present  situation  is  the  result  of  a mistaken 
conception  on  the  part  of  the  State  Board  of  Ex- 
aminers of  the  function  of  a training  school  for 


nurses.  The  individual  members  of  the  Board  are 
highly-trained  specialists  most  of  whom  have  been 
brought  to  Virginia  to  fill  executive  positions.  They 
are  not  satisfied  to  train  pupils  in  a way  to  make 
them  competent  to  care  for  the  sick  but  also  want 
to  qualify  them  to  fill  executive  offices,  teaching  po- 
sitions and  public  health  work.  It  is  of  course 
necessary  to  have  a certain  number  of -these  highly- 
trained  women  but  it  is  not  fair  to  educate  them  at 
the  expense  of  the  nursing  profession.  They  are 
specialists  who  should  be  produced  by  postgraduate 
instruction. 

I know  from  experience  that  before  the  introduc- 
tion of  the  present  requirements  an  average  high 
school  graduate  who  had 'good  health,  a willingness 
to  work  and  a pleasing  personal  appearance  could 
enter  a training  school  and  in  three  years  secure  a 
theoretical  and  practical  training  which  would  make 
her  a safe,  efficient  and  satisfactory  nurse.  During 
her  stay  in  the  hospital  she  came  into  intimate  con- 
tact with  the  doctors  of  the  staff  and  acquired  un- 
derstanding and  loyalty.  She  spent  long  hours  at 
the  bedside  of  patients  and  learned  to  interpret 
symptoms  and  methods  of  relieving  them.  When 
she  graduated  she  may  not  have  been  qualified  to 
sit  at  a desk  as  an  executive  or  to  appear  on  the 
speaker’s  platform  as  a lecturer  or  to  tour  the  coun- 
try as  an  inspector,  but  she  was  competent  to  take 
charge  of  a sick  patient.  She  possessed  less  theoreti- 
cal knowledge  than  some  of  her  modern  scientific 
sisters,  but  she  had  a more  personal  and  human  in- 
terest in  her  work.  If  I or  a member  of  my  family 
were  ill  tomorrow  I would  rather  have  one  of  the 
old  type  of  nurses  than  one  of  the  new  type. 

For  fifty  years  the  hospital  with  which  I am  con- 
nected has  conducted  a training  school  of  which 
we  do  not  feel  ashamed.  Certain  graduates  have 
risen  to  high  positions  in  the  nursing  profession 
and  many  others  have  done  and  are  doing  splendid 
work  as  individual  nurses.  Until  recently  the  pupils 
of  the  school  were  able  to  render  a service  which 
justified  the  hospital  in  giving  them  their  room  and 
board  and  a small  monthly  allowance  for  personal 
expenses.  With  present  and  prospective  require- 
ments of  the  State  Board  this  will  no  longer  be  pos- 
sible owing  to  the  increased  cost  of  teaching  and  the 
increased  demands  on  the  pupils  time.  We  are 
faced  with  the  alternative  of  closing  the  school  or 
charging  the  pupils  a tuition  fee. 
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During  the  last  year  I have  appeared  twice  be- 
fore representatives  of  the  Board  of  Nurses  and  pro- 
tested against  the  policy  they  have  adopted  which 
would  prevent  a poor  but  worthy  girl  entering  a 
training  school  and  would  eventually  create  a short- 
age of  graduate  nurses  which  would  entail  a hard- 
ship on  the  general  public,  but  I received  no  promise 
of  relief. 

We  have,  therefore,  decided  to  close  the  training 
school  as  soon  as  we  fulfill  the  obligation  to  the 
pupils  already  matriculated,  and  we  have  taken  in 
no  new  probationers  for  the  past  year. 

I think  I have  always  been  rightfully  regarded  as 
a friend  of  the  nursing  profession.  I have  repeatedly 
warned  the  members  of  the  Board  of  Examiners  of 
the  dangers  ahead  of  it — the  danger  of  an  attack 
in  the  legislature  which  is  being  e.xperienced  today, 
and  the  danger  of  the  state  being  flooded  with  prac- 
tical nurses  turned  out  by  the  hospitals  whose  schools 
have  been  closed  which  will  come  several  years  hence. 

I have  the  highest  respect  for  the  individual  mem- 
bers of  the  Board,  several  of  whom  are  my  personal 
friends,  but  I believe  they  have  been  animated  by 
an  over-zealous  enthusiasm  which  has  led  to  the 
adoption  of  a policy  which  if  continued  will  even- 
tually wreck  much  of  the  good  work  they  have  done. 
I know  they  have  been  actuated  by  high  motives 
but  they  are  possessed  by  an  obsession  that  makes 
them  visionary  and  impractical. 

I am  informed  that  the  amendment  we  are  now 
discussing  introduced  by  Senator  Woodson  was  in- 
spired by  Dr.  W.  T.  Graham,  President  of  the  State 
Board  of  Health.  I know  Dr.  Graham  entertains 
the  same  views  I have  expressed  with  reference  to 
the  individual  members  of  the  Board,  but  his  posi- 
tion is  very  different  from  mine.  He  has  the  state’s 
interest  to  protect  and  I have  only  my  individual 
interest  to  safeguard.  Dr.  Graham  has  in  his 
charge  three  State  Tuberculosis  Sanatoriums.  Each 
of  these  institutions  has  a training  school  for  nurses 
which  is  subject  to  the  regulations  of  the  Board.  He 
realized  that  if  its  requirements  were  impartially 
enforced  and  were  honestly  met  these  three  schools 
would  have  to  close.  To  do  this  would  entail  a 
great  financial  loss  to  the  state.  He  therefore,  as  a 
sense  of  duty,  has  brought  the  matter  to  the  atten- 
tion of  the  legislature  in  order  that  the  responsi- 
bility would  be  shifted  from  his  shoulders  to  those 
of  the  law  makers  of  the  state.  No  change  is  pro- 


posed in  the  present  law  except  in  the  method  of 
selecting  and  appointing  the  members  of  the  Board 
of  Examiners. 

Dr.  Graham  believes,  and  I concur  with  him,  that 
a new  Board  composed  of  registered  nurses  and 
practicing  physicians  is  necessary  at  this  time  to 
protect  the  interests  of  the  people  and  of  the  state. 

Stuart  McGuire,  M.  D. 

March  2,  1936. 

Statement  Concerning  the  Action  of  The 

Virginia  State  Board  of  Examiners  of 

Nurses. 

At  a called  meeting  of  the  Virginia  State  Board 
of  Nurse  Examiners  in  Charlottesville  on  February 
23rd,  the  members  were  informed  that  according 
to  statements  from  representatives  of  Nursing  Schools 
in  the  State,  certain  requirements  were  in  some  in- 
stances difficult  to  meet,  while  in  others  they  de- 
finitely worked  a hardship. 

In  the  light  of  these  findings  all  requirements 
were  carefully  reviewed  and  the  Board  adopted  the 
policy  in  the  future  to  make  no  new  requirements 
without  first  consulting  with  the  parties  directly  af- 
fected by  contemplated  changes.  The  consensus  of 
opinion  was  to: 

A.  Meet  an  evident  emergency  and  rescind  such 
requirements  as  ^ will  not  affect  reciprocity  to  gradu- 
ates of  Virginia  Schools  in  states  maintaining  good 
standards. 

B.  To  retain  requirements  necessary  to  make 
graduates  eligible  for  service  in  the  National  Red 
Cross  and  in  the  Public  Health  field. 

The  decision  was  reached  that  without  jeopardiz- 
ing the  above,  certain  requirements  could  be  re- 
scinded, and  the  Board  unanimously  declared  the 
following  requirements  abolished,  beginning  with 
Monday,  February  24,  1936. 

1.  Omit — “The  school  must  provide  for  experi- 
ence in  Welfare  Work,”  etc.  See  Page  3,  Section  1, 
Lines  8 and  9.  (This  requirement  is  also  listed  un- 
der “experience  necessary.”  See  Page  10,  Section 
10,  Lines  7-11,  inclusive.) 

2.  Omit- — ^“Only  one  class  of  students  may  be 
admitted  during  the  year.”  See  Page  10,  Section 
12,  Lines  4,  5 and  6. 

3.  Omit — “High  School  credits  shall  include,” 
etc.  See  Page  11,  Section  14,  Lines  1-11,  inclu- 
sive. This  part  of  section  shall  read  as  follows: 
“Applicants  must  have  graduated  from  an  accredited 
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four-year  Public  Higli  School  with  sixteen  units,  or 
from  an  accredited  Private  Secondary  School  with 
sixteen  units. 

4.  Omit — “Each  student  must  be  an  individual 
subscriber  to  the  American  Journal  of  Nursing.” 
Page  11,  Section  17,  Lines  1-6,  inclusive. 

In  addition  the  Board  rescinded  a requirement 
affecting  Schools  connected  with  Tuberculosis  Sana- 
toria only.  The  new  requirement  reads  as  follows: 
“Certified  Tuberculosis  Nurses  may  qualify  for  the 
examination  entitling  them  to  become  Registered 
Nurses  by  securing  twelve  months  training  in  an 
accredited  School  of  Nursing  approved  by  the  Board 
and  connected  with  a General  Hospital.” 

Ethel  M.  Smith,  R.  N., 

Secretary- T reasurer. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 

The  communicable  disease  reports  received  at  the 
office  of  Dr.  G.  F.  ^IcGinnes,  State  Epidemiologist, 
for  the  month  of  February,  1936,  show  the  follow- 
ing cases  compared  with  the  same  month  in  1935: 

1936  1935 


Typhoid  and  Paratyphoid  Fever 19  38 

Diphtheria  72  75 

Scarlet  Fever  218  231 

Measles  350  3,827 

Meningitis  104  23 

Poliomyelitis  1 3 

Rocky  Mountain  Spotted  Fever 0 0 

Typhus  Fever 0 ' 0 

Undulant  Fev'er 1 1 

Tularaemia  0 3 

Smallpox  0 1 


The  Suximer  Round-Up  Prograxi 
'I'he  Summer  Round-Up  is  a program  carried  on 
for  the  purpose  of  having  every  child  who  is  to  en- 
ter school  for  the  first  time  examined  by  his  family 
physician,  and  defects  corrected,  if  possible.  This 
beginners’  program  has  been  conducted  in  Virginia 
since  1927,  and  is  sponsored  by  the  National  Con- 
gress of  Parents  and  Teachers,  the  American  Medi- 
cal .Association,  the  National  Education  .Associa- 
tion, the  Pediatric  Society,  and  the  ^Medical  Society 
of  Virginia. 

It  has  been  shown  that  children  who  enter  school 
physically  fit  are  not  handicapped  in  their  school 


work  as  are  those  who  enter  physically  unfit,  and 
that  defects  uncorrected  in  childhood  may  cause  ill 
health  in  later  life.  Therefore  in  1930  officials  of 
the  Aledical  Society  of  A^irginia,  the  Pediatric  So- 
ciety, the  State  Board  of  Education,  the  State  De- 
partment of  Health,  a rural  physician,  a rural 
mother,  and  a rural  teacher  held  a conference  in 
Richmond  and  decided  that  the  most  practical  way 
to  handle  the  children  who  were  doing  poor  work  in 
school  was  to  continue  and  expand  the  Summer 
Round-Up  program. 

The  procedure  decided  upon  by  this  group  is  as 
follows:  (1)  .A  representative  of  the  Parent- 

Teacher  .Association,  or  school  league,  consults  the 
principal  of  the  school  regarding  this  program;  (2) 
Survey  forms  are  sent  out  in  ample  time  to  be  re- 
turned before  the  close  of  the  session.  These  forms 
ask  for  the  following  information:  Name  and  age 
of  the  beginner,  names  and  addresses  of  the  parents, 
and  the  name  of  the  family  physician;  (3)  Upon 
completion  of  the  survey,  the  forms  are  classified 
according  to  family  physicians,  and  the  committee 
members  visit  the  physicians  to  arrange  for  the  ex- 
amination of  the  children;  (-4)  The  examinations  are 
scheduled  early  in  the  summer  in  order  to  allow 
ample  time  for  correction  of  defects  before  the  ses- 
sion opens;  (5)  It  is  expected  that  a fee  will  be 
charged  for  these  examinations;  (6)  The  Chairman 
of  the  Health  Committee  sends  to  the  parents  a 
letter  giving  important  reasons  for  having  the  chil- 
dren examined  before  entering  school,  especially  as 
to  the  Five  Points — -vision,  hearing,  throat,  teeth,  and 
weight.  When  the  doctor  examines  the  child  for 
these  and  other  points,  he  may  also  give  the  required 
vaccination  against  smallpox,  and  begin  treatments  j 
for  protecting  against  diphtheria,  if  this  has  not  al- 
ready been  done. 

Some  advantages  of  the  Summer  Round-Up  are:  j 

1.  Health  supervision  by  the  family  physician. 

2.  Even  where  there  is  a school  physician,  it 
saves  his  time.  There  is  no  city  or  community  in 
Ahrginia  that  has  a sufficient  number  of  school  phy- 
sicians to  make  a complete  examination  of  every  I 
child  who  needs  one.  Under  this  plan  the  family  j 
physician  can  examine  those  children  whose  par- 
ents are  able  to  pay,  and  this  will  allow  more  time 

to  the  school  physician  to  examine  those  who  can-  | 
not  pay.  Thus  all  children  have  a better  examina- 
tion. j 
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3.  Saves  a home  visit  by  public  health  nurse. 

4.  A large  percentage  of  corrections  are  eventu- 
ally done. 

5.  Saves  the  taxpayer  money.  The  more  chil- 
dren who  enter  school  physically  fit,  the  fewer  ’fail- 
ures will  result,  and  the  more  the  cost  of  education 
will  be  lessened. 

6.  Such  an  examination  is  of  educational  value 
to  the  parents  and  to  the  lay  workers;  for  when  a 
careful  examination  is  made  of  a beginner  it  tends 
to  make  these  workers  and  the  parents  realize  that 
such  an  examination  will  be  good  for  themselves  and 
other  members  of  their  families.  The  result  of  the 
examination  is  much  more  satisfactory  when  the 
parent  is  present. 

The  following  is  the  number  of  examinations 
made  during  1935  by  counties  and  cities: 


Counties 

Amelia  10 

Amherst  42 

Appomattox 10 

Arlington  105 

Augusta  749 

Botetourt  44 

Brunswick  102 

Charles  City 14 

Charlotte  72 

Cumberland  7 

Dinwiddle  33 

Essex  8 

Fairfax  29 

Fluvanna  80 

Giles  415 

Greenesville  70 

Halifax 54 

Isle  of  Wight 64 

King  George  4 

King  and  Queen 26 

King  William  23 

Loudoun  48 

Louisa  7 

Nansemond  348 

New  Kent 9 

Norfolk  19 

Northampton  58 

Northumberland  61 

Nottoway 17 

Orange  74 

Pittsylvania 96 

Prince  Edward  116 

Prince  George  154 

Princess  Anne  20 

Prince  William  132 

Pulaski  30 

Roanoke  150 

Rockbridge-Lexington  315 

Smyth  24 


Counties — Continued 

StaflFord  91 

Surry  15 

Sussex 61 

Tazewell  27 

Wythe  185 


Total  Counties  4,018 

Cities 

Alexandria  108 

Buena  Vista  27 

Lynchburg  236 

Norfolk 400 

Portsmouth  81 

Richmond  903 

Winchester  156 


Total  Cities  1,911 

Grand  Total 5,929 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Fletcher  J.  Wright,  49  S.  Market  St., 
Petersburg. 

President-Elect — Mrs.  F.  D.  Wilson,  5352  Studley  Ave., 
Norfolk. 

Corresponding  Secretary — Mrs.  Meade  Edmunds,  Wal- 
nut Hill,  Petersburg. 

Recording  Secretary — Mrs.  Harold  W.  Potter,  70  33rd 
St.,  Newport  News. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Ave.,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  James  B.  Stone, 
15  Maxwell  Road,  Richmond. 

Board  Meeting. 

The  Mid-Winter  Board  Meeting  of  the  Auxiliary 
to  the  Medical  Society  of  Virginia  met  on  February 
19th  at  11:00  A.  M.,  at  the  First  Baptist  Church, 
Petersburg,  Va.,  with  Mrs.  Fletcher  J.  Wright,  the 
president,  presiding.  Sixteen  members  were  pres- 
ent. The  Board  felt  a great  sense  of  gratification 
in  the  fact  that  two  Virginia  physicians  attended  this 
session — Dr.  Fletcher  J.  Wright,  of  Petersburg,  and 
Dr.  Hawes  Campbell,  of  Ventor.  The  purpose  of 
the  meeting  was  to  review  the  work  which  has  been 
accomplished  since  October,  and  to  discuss  and 
thresh  out  the  difficulties  which  each  county  auxil- 
iary has  encountered.  Reports  given  by  the  Stand- 
ing Committee  Chairmen  and  County  Presidents 
gave  splendid  indication  that  each  auxiliary  is  ap- 
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plying  itself  diligently  to  its  work,  and  is  well  on 
the  way  toward  attaining  the  goal  set  for  this  year. 

The  president  recommended  that  each  county 
auxiliary  select  one  day  of  the  week  of  April  12th 
to  18th,  to  be  set  aside  as  “Doctor’s  D.ay,”  to 
honor  famous  doctors  living  and  dead,  in  recogni- 
tion of  what  the  medical  profession  has  done  for 
humanity.  The  program  for  the  observance  of  this 
day  was  left  to  the  discretion  of  each  auxiliary, 
but  Mrs.  ^^’right  offered  the  helpful  suggestion  that 
there  be  meetings  or  entertainments  with  speakers, 
etc.  She  recommended  the  reading  of  Robert  Louis 
Stevenson’s  “Eulogy  of  the  Doctor”  for  this  day. 

At  the  conclusion  of  the  business  session,  Airs. 

right  was  hostess  to  the  members  of  the  Board  at 
a delightful  luncheon  at  her  home  on  South  Alarket 
Street. 

Kansas  City  Meeting. 

The  .\uxiliary  to  the  American  Aledical  Associa- 
tion will  hold  its  Annual  Aleeting  in  Kansas  City, 
AIo.,  Alay  llth-15th,  with  headquarters  at  the  Hotel 
Baltimore.  The  Convention  City  is  quite  a distance 
from  Virginia  but  it  is  hoped  that  many  Auxiliar}' 
members  are  planning  to  accompany  their  husbands 
to  this  .Annual  Aledical  Aleeting,  and  will  attend  the 
many  interesting  sessions  of  the  National  .Auxiliary. 

The  Auxiliary  to  the  Norfolk  County  Medi- 
cal Society 

Held  its  February  meeting  in  the  Library  of  the 
Aledical  .Arts  Building,  with  the  president.  Airs.  C. 
C.  Smith,  presiding.  Letters  of  thanks  and  appre- 
ciation were  read  from  Dr.  James  W.  Hunter,  Presi- 
dent Norfolk  County  Aledical  Society,  and  Dr. 
Charles  \V.  Doughtie,  Chairman  of  Library  Special 
Committee,  for  the  gift  of  $50.00  from  the  Woman's 
.Auxiliar)'.  The  recommendation  of  donating  the 
.“^um  of  $10.00  toward  The  State  .Auxilian,-  Sinking 
Fund  was  approved.  Airs.  Kimbrough,  Chairman 
of  Public  Relations,  reported  that  the  .Auxiliary  was 
sponsoring  debates  in  the  two  Junior  High  Schools 
in  the  city  on  the  necessity  of  physical  examinations 
for  Junior  High  pupils.  There  was  an  appeal  for 
magazines  and  games  for  children  at  the  WP.A 
Service  Centers,  and  members  of  the  Auxiliary  re- 
sponded by  sending  the  articles  requested.  Several 
members  of  the  .Auxiliary'  volunteered  their  services 
on  Friday  afternoons  to  read  stories  to  the  children 
at  the  Day  Nursery.  Airs.  Crosby  told  of  the  need 
for  two  layettes  for  worthy  families.  One  was  ar- 


ranged for  through  a Church  Circle,  and  the  other 
was  made  up  from  contributions  of  individual  mem- 
bers of  the  .Auxiliary.  .At  the  conclusion  of  business. 
Airs.  .Alfred  .Anderson  gave  an  interesting  talk  on 
the  Cause  and  Cure  of  War  Conference  recently 
held  in  Washington,  D.  C. 

C.A.ROL  F.  Simpson, 

Reporter. 

The  Auxiliary  to  the  Petersburg  Unit  o£  the 
Medical  Society  of  Virginia 
Alet  on  February  25th  with  Airs.  E.  L.  AIcGill 
presiding.  Airs.  W.  B.  Alcllwaine  was  requested  to 
send  $10.00  to  the  .Auxiliaiy^  Sinking  Fund.  The 
linen  shower  for  the  hospital  was  discussed  and 
members  were  urged  to  see  their  circle  leaders  in  the 
various  churches  in  order  to  bring  this  worthy  cause 
to  the  attention  of  the  churches.  .A  tea  for  the 
nurses  will  be  given  on  Alarch  17th,  and  Airs.  Aleade 
Edmunds  very  graciously  offered  her  home  for  the 
occasion.  .A  social  supper  for  the  doctors  and  mem- 
bers of  the  .Auxiliary  was  discussed.  Airs.  Aleade 
Edmunds,  Airs.  .Allen  Barker,  and  Airs.  H.  C.  Jones 
were  appointed  on  the  entertainment  committee.  Fol- 
lowing the  business  session,  Airs.  W.  B.  Alcllwaine 
read  an  interesting  account  of  the  operation  upon 
Jane  Todd  Crawford. 

Emily  B.arker,  Reporter. 

Auxiliary  to  the  Richmond  Academy  of 
Medicine. 

This  .Auxiliary  held  its  monthly  meeting  in  the 
Library  of  the  .Academy  of  Aledicine  on  Alarch  13th. 
The  annual  card  party  which  is  given  by  the  .Auxil- 
iar}’ each  Spring  was  discussed,  but  no  date  was 
set  for  the  party  at  this  meeting.  The  .Auxiliary 
has  decided  to  go  in  jointly  with  three  other  organi- 
zations who  are  sponsoring  a Cooking  School  which 
will  be  held  during  several  days  in  Alay.  Airs.  .A. 
G.  Shelter,  the  president,  brought  up  the  question 
of  how  this  .Auxiliary  could  best  observe  Doctor’s 
Day  and,  after  discussion,  it  was  decided  to  leave 
this  to  the  discretion  of  the  Program  Committee, 
which  is  headed  by  Airs.  T.  B.  Washington  as  Chair- 
man. The  speaker  at  this  meeting  was  Dr.  .Ambrose 
AIcGee,  who  gave  a most  interesting  and  enlighten- 
ing talk  on  “.Allergy  in  Children.” 

Dr.  Southgate  Leigh. 

In  the  recent  sudden  death  of  Dr.  Leigh  the  A’ir- 
ginia  .Auxiliary  has  lost  its  founder  and  its  friend. 
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In  1922,  shortly  after  the  American  Medical  Auxil- 
iary was  founded,  Dr.  Leigh  became  interested  in 
the  organization  and  had  the  foresight  to  see  the 
many  opportunities  for  service  and  the  avenues  which 
lay  open  to  the  wives  of  men  in  the  medical  field. 
He  inspired  in  the  hearts  and  minds  of  a group  of 
women  the  desire  to  be  of  service  not  only  to  their 
husbands  but  to  the  community  and,  through  his  ef- 
forts, Virginia  was  the  second  State  to  organize.  His 
was  a fatherly  attitude,  and  the  confidence  which 
he  inspired  enabled  the  first  members  of  the  Vir- 
ginia Auxiliary  to  combat  the  disillusion  and  ob- 
stacles which  confront  all  who  start  upon  a new 
venture.  He  planted  the  seed  and  nurtured  and 
cared  for  the  growing  plant  and,  before  the  time  of 
his  death,  was  able  to  see  the  fruition  of  his  labor. 
Dr.  Leigh  was  an  ever-patient  listener  to  the  many 
problems  of  the  Auxiliary.  He  was  never  too  busy 
nor  taken  up  with  the  many  duties  which  pressed 
upon  him  to  lend  an  understanding  ear,  and  give 
the  benefit  of  his  opinion  and  good  judgment.  He 
served  on  the  Advisory  Council  appointed  by  the 
State  Society  from  the  time  of  its  inception  in  1930 
until  the  time  of  his  death.  He  attended  and  spoke 
at  nearly  every  Annual  Meeting  of  the  Auxiliary 
and,  in  the  instances  when  he  could  not  be  present, 
wrote  a helpful  and  encouraging  message  to  be  read 
before  the  assembly.  At  the  recent  Board  VIeeting 
held  in  Petersburg  a letter  was  read  from  Dr.  Leigh, 
which  he  had  written  on  the  train,  expressing  his 
regret  at  his  inability  to  be  present,  and  setting  forth 
his  hopes  and  ambitions  for  the  Auxiliary. 

The  iSIedical  Society  of  Virginia  has  lost  one  of 
the  foremost  figures  in  its  organization.  The  Auxil- 
iary has  lost  its  Father  and  friendly  adviser.  But 
Dr.  Leigh  cannot  die  for  his  name  is  perpetuated 
in  the  work  of  the  Virginia  Auxiliary,  and  “to  live 
in  hearts  we  leave  behind  is  not  to  die.”  To  those 
who  mourn  and  miss  him  the  words  of  James  Whit- 
comb Riley  bring  comfort  and  consolation; 

“I  cannot  say,  and  I will  not  say 
That  he  is  dead.  He  is  just  away! 

With  a cheery  smile  and  a wave  of  the  hand 
He  has  wandered  into  an  unknown  land 
And  left  us  dreaming  how  very  fair 
It  needs  must  be  since  he  lingers  there. 

And  you — oh  you,  who  the  wildest  yearn 
For  the  old  time  step  and  the  glad  return, 

Think  of  him  faring  on,  as  dear 

In  the  love  of  There  and  the  love  of  here 

Think  of  him  still  as  the  same  I say 

He  is  not  dead.  He  is  just  away.’’  J-  W.  S. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharm- 
acy and  Chemistry  of  the  American  Medical  Association: 

Mead  Johnson  & Co. 

Mead’s  Oleum  Percomorphum  50  per  cent  (Per- 
comorph  Liver  Oil  50  per  cent  in  Cod  Liver  Oil) 
Mead’s  Oleum  Percomorphum  50  per  cent  (Per- 
comorph  Liver  Oil  50  per  cent  in  Cod  Liver  Oil) 
in  10-drop  (.222  Gm.)  Capsules 
Mead’s  Cod  Liver  Oil  Fortified  with  Percomorph 
Liver  Oil 

The  Valentine  Company 

Solution  Liver  Extract — Valentine 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Non- 
official Remedies; 

lodobismitol  with  Saligenin. — A solution  of  sodium 
iodobismuthite  (sodium  bismuth  iodide)  and  sodium 
iodide  in  propylene  glycol  (racemic  1,2  propylene  gly- 
col) containing  saligenin  and  a small  amount  of  acetic 
acid.  lodobismitol  with  Saligenin  seems  to  be  well  ab- 
sorbed and  to  be  excreted  fairly  rapidly.  The  claim  that 
the  bismuth  will  penetrate  the  brain  in  significant 
quantity  in  a great  majority  of  persons  treated  needs 
further  confirmation,  and  therapeutic  indications  based 
on  it  must  be  considered  unwise.  The  product  is  sup- 
plied in  2 c.c.  ampules.  E.  R.  Squibb  & Sons,  New  York. 

Normal  Horse  Serum  (See  New  and  Nonofficial  Reme- 
dies, 1935,  p.  365). — Also  marketed  in  packages  of  one 
10  c.c.  vial,  and  in  packages  of  one  100  c.c.  double-ended 
vial,  complete  with  intravenous  outfit  and  sensitivity  test 
dilution.  The  National  Drug  Co.,  Philadelphia.  {J.  A. 
M.  A.,  February  22,  1936,  p.  617.) 

Propaganda  for  Reform 

Nonspecific  Protein  Treatment. — In  The  Journal  A. 
M.  A.,  November  30,  1935,  p.  1765,  appears  the  first 
of  two  special  articles  on  nonspecific  protein  treatment, 
prepared  under  the  auspices  of  the  Council  on  Pharmacy 
and  Chemistry.  In  this  article  Dr.  Hektoen  discuses 
briefly  the  nature  of  the  reactions  to  nonspecific  pro- 
teins in  the  treatment  of  infectious  diseases.  In  The 
Journal  A.  M.  A.  for  December  7th,  Dr.  Cecil  will  re- 
view experiences  and  results  with  this  treatment;  he 
shows  that  modern  protein  treatment  appears  to  have 
achieved  “a  permanent  place  for  itself  in  modern  thera- 
peutics,” not  only  of  certain  acute  and  subacute  infec- 
tious diseases  but  also  in  other  conditions,  notably 
thrombo-angiitis  obliterans.  Both  articles  point  out  that 
the  effects  of  nonspecific  proteins  in  infectious  conditions 
are  associated  with  nonspecific  as  well  as  specific  anti- 
infectious  processes.  It  is  evident  that  much  more  study 
of  the  changes  induced  by  nonspecific  proteins  in  the 
human  body  is  required  in  order  to  obtain  more  of  an 
insight  into  the  nature  and  significance  of  these  proc- 
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esses  as  they  occur  under  various  conditions.  From 
Cecil’s  review  it  appears  further  that  the  indications, 
contraindications  and  limitations  of  non-specific  protein 
treatment  in  its  present  forms  are  well  under  way  to- 
ward fairly  definite  establishment.  Certainly  the  indis- 
criminate and  offhand  use  of  the  treatment  is  unwar- 
ranted and  not  free  from  danger.  (7.  .7.  M.  A.,  No- 
vember 30,  1935,  p.  1776). 


Book  Announcements 

The  National  Formulary.  Sixth  Edition.  Prepared 
by  the  Committee  on  National  Formulary.  By 
Authority  of  the  American  Pharmaceutical  Asso- 
ciation. Official  from  June  1,  1936.  Published  by 
the  American  Pharmaceutical  Association.  Wash- 
ington, D.  C.  1935.  Octavo  of  viii-556  pages.  Cloth. 
Price,  $5.00. 

The  purpose  of  X.  F.  VI  is  to  supply  formulas 
and  standards  for  preparations  and  standards  for 
drugs  and  chemicals  which  are  in  general  use  in 
medical  practice  within  the  United  States,  for  which 
formulas  and  standards  are  not  provided  in  U.  S. 
r.  XI.  Whereas  the  requirement  for  admission  to 
the  U.  S.  P.  is  primarily  therapeutic  merit,  that  for 
admission  to  the  X".  F.  is  based  upon  extent  of  use. 

In  order  to  determine  the  extent  of  use  of  non- 
secret drugs  and  preparations  in  the  U.  S.,  the  X.  F. 
Revision  Committee  conducted  and  made  use  of  sev- 
eral extensive  and  expensive  investigations.  These 
investigations  led  to  the  decision  that  a non-secret 
drug  or  preparation  was  admissible  to  X.  F.  VI 
which  (1)  was  used  or  sold  in  20  per  cent  of  the 
drug  stores  of  the  U.  S.  or  (2)  occurred  one  or 
more  times  in  each  10,000  U.  S.  prescriptions,  i.  e., 
it  had  an  annual  prescription  usage  of  at  least  25,000 
times. 

When  the  products  of  X".  F.  V.  were  judged  upon 
this  basis  it  was  found  that  246  preparations  and 
seventy-five  drugs  and  chemicals  did  not  meet  these 
requirements.  These  321  products  were  then  de- 
nied admission  to  X.  F.  VI.  It  was  found  further- 
more that  148  new  products  and  eighty-four  which 
had  been  deleted  from  U.  S.  P.  X did  meet  these 
requirements,  hence  these  232  have  been  added.  Al- 
though the  total  number  of  monographs  has  been  re- 
duced from  779  in  X.  F.  V.  to  689  in  X".  F.  VI, 
the  total  prescription  occurrences  have  been  in- 
creased from  1,653  times  to  3,706  times  in  each 
10,000  prescriptions. 

Among  the  X.  F.  V.  items  not  admitted  to  X.  F. 
\T  we  find  fifty-eight  crude  drugs,  twenty-one  elixirs, 
twenty-one  syrups,  forty-four  fluid  extracts,  eigh- 


teen tinctures  and  fourteen  pills.  Xew  admissions 
include  twenty-one  ampuls;  forty-five  tablets ; 
twenty-six  crude  drugs;  seven  elixirs,  among  which 
are  those  of  barbital  and  phenobarbital;  eight  syrups, 
four  of  which  were  in  U.  S.  P.  X;  eleven  fluid 
extracts;  nine  tinctures,  eight  of  which  were  in 
U.  S.  P.  X;  three  pills,  two  of  which  were  in  U. 

S.  P.  X,  and  six  animal  drugs.  Fundamental  re- 
search in  the  histological  characters  of  desiccated 
substances  prepared  from  ovary,  pituitar}'  and  supra- 
renal has  made  it  possible  for  N.  F.  VI  to  include 
descriptions  which  enable  the  microscopist  to  deter- 
mine the  identity  and  purity  of  these  powders. 

The  alphabetical  arrangement  of  X.  F.  VI  mono- 
graphs is  continuous,  whereas  in  X.  F.  V it  was 
interrupted  by  having  the  book  divided  into  two 
parts.  A chapter  is  included  on  diagnostic  reagents 
and  clinical  test  solutions.  In  preparing  X.  F.  VI 
the  Revision  Con^imittee  had  the  help  of  associate 
committees  from  The  American  Pediatric  Society, 

The  American  Dental  Association,  The  American 
Veterinarj'  Medical  Association,  the  American  Drug 
Manufacturers  Association,  and  officials  of  the  Fed- 
eral Food  and  Drug  Administration. 

W.  G.  Crockett,  M.  S.,  Ph.ar.  D.* 

*Professor  of  Pharmacy,  School  of  Pharmacy,  The 
Medical  College  of  Virginia.  Auxiliary  member  of  the 

Books  Available  to  Doctors. 

Some  books  recently  added  to  the  Library  of  the 
IMedical  College  of  Virginia  available  to  members 
of  the  jMedical  Society  of  Virginia  are:  j 

Thoms,  H.  Classical  contributions  to  obstetrics  and  | 
gynecologj'. 

Thoms,  H.  The  obstetric  pelvis.  j 

Thomson,  J.  A.  Biology  for  everyman. 

Thorington,  J.  Refraction  of  the  human  ej'e. 

U.  S.  Army  X-Ray  manual.  2nd  ed.  I 

Whitby  and  Britton.  Diseases  of  the  blood.  J 

Winton  and  Winton.  The  structure  and  composition  of  j 
foods. 

Wodehouse,  R.  P.  Pollen  grains. 

Wolf,  A.  A history  of  science,  technology,  and  philo- 
sophy in  the  16th  and  17th  centuries. 

Yerkes  and  Learned.  Chimpanzee  intelligence  and  its 
vocal  expressions. 

Young  and  Russell.  An  investigation  into  the  statistics  | 
of  cancer  in  different  trades  and  professions.  (Med.  j 
Res.  Council  Spec.  Rep.  Ser.  No.  99.) 

Zabriskie,  L.  Mother  and  baby  care  in  pictures.  { 

Zilboorg,  G.  The  medical  man  and  the  witch  during  the  j o 
Renaissance.  j] 

Zondek,  H.  Diseases  of  the  endocrine  glands.  I p 

Revision  Committee,  N.  F.  VI.  j 
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Editorial 


Is  the  Question  of  Nursing  Education 

Settled? 

Elsewhere  in  this  issue  of  the  Virginia  Medical 
Monthly  a statement  by  Dr.  Stuart  McGuire  be- 
fore a committee  of  the  Virginia  House  of  Delegates 
and  a communication  from  Miss  Ethel  M.  Smith, 
Secretary-Treasurer  of  the  Virginia  State  Board  of 
Examiners  for  Nurses,  are  published.  The  first  is 
a plea  before  the  law  makers  of  Virginia  for  the 
addition  of  doctors  to  the  State  Board  of  Examiners 
for  Nurses  that  the  experience  and  judgment  of  the 
medical  profession  might  be  available  in  shaping 
the  future  course  of  nursing  education  in  this  State. 
The  second  outlines  certain  concessions  which  the 
State  Board  of  Examiners  for  Nurses  decided  to 
make  in  order  to  halt  the  drive  of  the  medical  pro- 
fession in  the  direction  outlined  in  Dr.  McGuire’s 
statement.  The  conciliatory  attitude  of  the  Board 
was  followed  by  a cessation  of  activity  on  the  part 
of  the  medical  profession,  and  a bill  providing  for 
several  doctors  on  the  Board  of  Examiners  for 
Nurses,  which  had  been  introduced  into  the  Senate 
and  passed  by  a large  majority,  was  allowed  to  die 
in  the  House. 

For  the  time  being  the  medical  profession  of  Vir- 
ginia seems  to  have  accomplished  its  purpose.  With- 
out affecting  reciprocity  for  its  nurses  or  their 
eligibility  for  service  in  the  National  Red  Cross  or 
Public  Health  fields,  the  State  Board  of  Examiners 


for  Nurses  has  rescinded  many  objectionable  fea- 
tures of  its  former  requirements.  In  particular  we 
are  informed  that  there  will  be  no  more  necessity 
for  a nurse  to  be  given  experience  in  welfare  work 
by  her  training  school,  that  more  than  one  class  of 
nurses  may  be  matriculated  by  a school  in  a single 
year,  that  sixteen  units  will  be  all  the  preliminary 
education  required,  that  it  will  be  no  longer  neces- 
sary for  each  student  nurse  to  subscribe  to  a nurs- 
ing magazine,  and  that  discriminatory  regulations 
involving  graduates  of  Virginia  tuberculous  sanitaria 
will  cease. 

Upon  the  surface  this  may  appear  to  be  a satis- 
factory solution  of  a vexed  situation  of  several  years 
standing  but,  after  all,  the  agreement  is  rather  that 
of  an  armistice,  and  the  peace  terms  remain  yet  to 
be  written.  The  reason  for  this  assertion  is  that  in 
the  first  place  no  definite  provision  has  been  made 
for  the  future  reflection  of  doctors’  convictions  in 
policies  of  nursing  education  save  in  the  rather  vague 
promise — a sort  of  gentlemen’s  agreement,  it  is  sup- 
posed— that  no  changes  will  in  future  be  made  in- 
volving training  schools  without  first  consulting 
them.  It  is  the  belief  of  this  journal  that  no  one 
is  more  acutely  concerned  with  these  policies  of  nurs- 
ing education  than  the  physician,  and  that  no  one 
has  earned  a better  right  to  a legal  voice  in  their 
determination  than  he.  In  the  second  place  no  pro- 
vision has  been  made  for  carrying  out  the  spirit  of 
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the  contention  of  those  in  the  nursing  profession 
who  have  fought  for  higher  nursing  standards.  The 
medical  profession  is  not  against  this  spirit.  It 
admires  and  applauds  those  leaders  who  envision 
greater  educational  opportunities  for  nurses  in  this 
State.  The  medical  profession  contends,  however, 
that  these  opportunities  should  be  made  available 
only  to  those  who  are  capable  of  accepting  them, 
to  those  who  desire  postgraduate  training  to  fit  them 
for  special  types  of  work.  It  believes  that  the  prin- 
ciple of  requiring  all  nurses  to  adhere  to  such  stand- 
ards would  be  a fatal  blow  to  the  nursing  profession 
as  a whole  by  making  it  less  useful  to  the  very  peo- 
ple it  is  organized  to  serve.  Provision  must  be  made 
in  the  State  of  Virginia  for  the  higher  education  of 
selected  nurses.  But  this  need  not  affect  the  cur- 
ricula for  the  average  training  school  for  nurses  ex- 
cept in  minor  details. 

The  nursing  profession,  like  the  medical  profes- 
sion, came  into  being  and  exists  not  for  its  own 
good  but  for  the  good  of  the  public.  Any  change 
that  exalts  the  profession  to  the  detriment  of  the 
public  is  false  and  will  not  stand  the  test  of  time. 
The  question  has  nothing  to  do  with  feminism  or 
self-determination,  though  some  have  tried  to  read 
these  issues  into  discussions  on  the  question.  It  is 
a question  of  good  to  humanity.  The  nursing  pro- 
fession, as  the  medical  profession,  willy  nilly  must 


adopt  in  spirit  and  in  actuality  the  motto  of  the 
Prince  of  Wales,  “Ich  Dien.” 

What’s  in  a Drop? 

For  many  years  physicians  have  been  prescrib- 
ing drop  doses  of  medicines  without  knowing  pre- 
cisely what  their  patients  were  getting.  The  minim 
is  defined  as  the  sixtieth  part  of  a fluid  dram  and 
is  an  exact  measurement.  The  drop,  although  of- 
ten used  synonymously,  is,  as  every  physician  of  ex- 
perience knows,  rarely  the  same.  Drops  vary  with 
the  specific  gravity  and  viscosity  of  the  fluid  used, 
as  well  as  with  the  size  and  shape  of  the  dropper 
from  which  they  are  ejected.  It  is  well  known  that 
a fluid  dram  of  the  tincture  of  digitalis  may  con- 
tain anywhere  from  100  to  300  drops  depending  upon 
the  type  of  dropper  employed.  A dram  of  water 
and  a dram  of  alcohol  are  very  different  quantities 
when  expressed  in  terms  of  drops.  A fluid  dram 
of  alcohol  delivered  by  a standard  dropper  will  be 
found  to  contain  about  150  drops.  The  same  quan- 
tity of  water  delivered  by  the  same  dropper  yields 
only  about  75  drops.  It  is  pleasing  to  note  that  in 
the  last  edition  of  the  United  States  Phannacopoeia 
a standardized  medicine  dropper  is  at  last  defined. 
In  spite  of  the  fact  that  pills  and  tablets  have 
largely  displaced  the  fluid  administration  of  medi- 
cine there  is  still  a useful  role  to  be  played  by  the 
medicine  dropper  in  the  daily  therapeutics  of  the 
average  doctor. 


Proceedings  of  Societies 


The  Fauquier  County  Medical  Society 

Met  at  the  residence  of  Dr.  J.  El  wood  Knight,  in 
Warrenton,  on  March  12th,  with  the  president.  Dr. 
Richard  Mason,  presiding. 

The  Society  had  invited  IMiss  Esta  L.  \\'ill. 
County  Red  Cross  Nurse,  to  attend  this  meeting  and 
speak  on  diphtheria  immunization  and  the  desira- 
bility of  holding  a clinic  for  this  purpose.  She  pre- 
sented the  State’s  plan,  emphasized  educating  par- 
ents on  the  necessity  of  protection,  and  gave  a num- 
ber of  really  worth  while  facts.  The  following  doc- 
tors discussed  this  subject,  bringing  out  many  valu- 
able points:  Drs.  .\llen,  Knight,  Mason,  Trow, 
Townsend,  Folk,  McCullers,  Grant.  Everyone  pres- 
ent voted  to  give  Miss  \\’ill  our  full  cooperation  and 


to  do  ever}'thing  possible  to  protect  our  county 
against  this  dreaded  disease.  To  decide  on  charges 
and  other  details  a cohamittee  composed  of  Drs. 
Knight,  Mason,  McCullers  and  Townsend,  was 
formed  to  meet  with  Miss  Will. 

Dr.  William  Ribble  Pretlow,  of  The  Plains,  was 
elected  to  membership  and  was  recommended  for 
the  practice  of  medicine  in  the  Fauquier  Hospital. 

Dr.  Henry  L.  Townsend  was  endorsed  by  all  pres- 
ent for  the  position  of  delegate  to  the  National 
Democratic  Convention. 

Dr.  IMartin  B.  Hiden  was  elected  a member  of 
the  Executive  Committee  of  the  Board  of  Directors 
of  the  Fauquier  County  Hospital.  Some  time  ago 
the  Hospital  Board  changed  its  by-laws  so  as  to  in- 
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elude'  a physicion  on  this  Committee,  the  position 
to  be  filled  by  a vote  of  the  Fauquier  County  Medi- 
cal Society. 

A general  round  table  discussion  then  followed. 
Premature  senility,  the  limiting  of  undesirable  off- 
spring, and  a number  of  other  medical  subjects  were 
discussed  and  many  interesting  cases  were  reported. 

The  Society  then  adjourned  to  enjoy  an  excellent 
supper  and  to  continue  the  discussions  informally. 

M.  B.  Hiden, 

Secretary. 

Albemarle  County  Medical  Society. 

At  the  January  meeting  of  the  Albemarle  County 
^Medical  Society,  the  following  officers  were  elected 
for  the  ensuing  year:  President,  Dr.  W.  H.  Paine, 
Charlottesville;  vice-president.  Dr.  E.  C.  Drash, 
University;  and  secretary-treasurer.  Dr.  Arthur  M. 
Smith,  Charlottesville. 

James  City-New  Kent  County  Medical  So- 
ciety. 

.\t  a recent  meeting  of  this  Society,  the  following 
officers  were  elected:  President,  Dr.  B.  I.  Bell, 
Williamsburg;  vice-president.  Dr.  E.  B.  Kilby, 
Toano;  and  secretary-treasurer.  Dr.  F.  R.  Person, 
Williamsburg. 

Dr.  Person,  the  new  secretary,  is  a graduate  of 
the  University  of  Virginia,  class  of  ’33,  and  recently 
returned  to  his  former  home  in  Williamsburg  for 
the  practice  of  his  profession. 

The  Roanoke  Academy  of  Medicine 

Held  its  regular  meeting  on  March  2nd,  at  8.  P. 
M.  After  hearing  the  reports  of  several  committees 
the  following  program  was  presented: 

1.  Presentation  of  cases  illustrating  the  use  of 
radium  in  carcinoma,  by  Dr.  W.  Banks  Huff. 

2.  Nephrotomy  for  complete  removal  of  Stag 
Horn  Stones,  by  Dr.  Warren  Koontz,  of  Ejmchburg. 
He  reported  three  cases  in  which  the  pelvis  of  the 
kidney  was  filled  by  stones  that  were  successfully 
removed.  Dr.  Koontz,  a native  of  Roanoke,  was  for 
several  years  an  associate  in  urology  at  the  Uni- 
versity of  Virginia. 

3.  Results  obtained  with  Fever  Therapy  in  late 


Syphilis,  by  Dr.  James  King,  St.  Albans  Sanatorium, 
Radford. 

4.  Pain  Syndromes  in  the  Urinary  Tract:  Their 
^Mechanisms  and  Clinical  Management,  by  Dr.  L. 
D.  Keyser.  Discussion  of  Dr.  Keyser’s  paper  was 
opened  by  Dr.  W.  W.  S.  Butler,  Jr. 


On  Monday,  March  16th,  at  8:30  P.  M.,  the 
Roanoke  Academy  of  jMedicine  met  as  the  guest 
of  the  Veterans  Facility  near  Roanoke.  The  fol- 
lowing program  was  presented  by  members  of  the 
staff  of  the  facility: 

1.  Physiotherapy  as  Applied  to  Alental  Cases, 
by  Dr.  H.  B.  West. 

2.  Occupational  Therapy  as  Applied  to  Mental 
Cases,  by  Dr.  P.  M.  Jerrell. 

3.  Treatment  of  Neuro-Syphilis  in  This  Hos- 
pital, by  Dr.  D.  P.  Stearns. 

4.  Types  of  Dementia  Praecox,  demonstrating 
a case  of  each  type,  by  Dr.  L.  C.  Smith. 

5.  Encephalitis  Lethargica,  Perkinsonian  Syn- 
drome, with  case  demonstration,  by  Dr.  F.  F.  Oast. 

6.  Prevalence  of  Diabetes  in  ^lental  Cases,  with 
case  demonstration,  by  Dr.  C.  E.  Clay. 

At  the  conclusion  of  the  program  refreshments 
were  served  in  the  recreation  hall  of  the  institution. 
The  meeting  was  a very  interesting  one. 

Blanton  P.  Sew.ard, 

Secretary. 

Warwick  County  Medical  Society. 

Dr.  Waverly  R.  Pa}Tie  was  elected  president  of 
this  Society  for  the  current  year  and  Dr.  Harvey  G. 
Bland  was  elected  secretary.  Both  officers  are  of 
Newport  News,  Va. 

Richmond  Academy  of  Medicine. 

At  the  regular  meeting  of  the  Academy  on 
March  10,  with  Dr.  Roshier  W.  Miller  presiding. 
Dr.  Charles  Hendee  Smith,  of  New  York  City,  was 
the  guest  speaker,  his  subject  being  “Pneumonia  in 
Children.”  Dr.  Smith  is  one  of  the  outstanding 
pediatricians  of  this  country  and  is  professor  of 
Pediatrics  at  the  New  York  University  and  Bellevue 
Hospital  Medical  School.  He  is  a past  president 
of  the  American  Pediatric  Society. 
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News  Notes 


Staunton,  Our  Convention  City. 

At  our  1935  meeting,  a most  cordial  invitation 
was  extended  by  the  Staunton  and  Augusta  County 
doctors  to  the  IMedical  Society  of  Virginia  to  have 
its  sixty-seventh  annual  meeting  in  Staunton.  Since 
then,  the  ^layor  on  behalf  of  the  City  Council  as 
well  as  the  Staunton  and  Augusta  Chamber  of  Com- 
merce have  expressed  their  pleasure  at  having  the 
Society  accept  this  invitation  and  offered  to  help  in 
even’  way  possible  for  the  success  of  our  meeting. 
^^■e  can  safely  say,  therefore,  that  a cordial  welcome 
awaits  each  and  all.  Last  month  we  announced  that 
the  Council  had  selected  October  13th,  14th  and  15th 
as  the  dates  for  this  meeting.  The  Local  Committee 
will  feel  repaid  for  their  efforts  in  our  behalf  if  we 
have  a large  attendance,  so  let  ev’ery  member  pos- 
sible arrange  to  be  on  hand. 

There  will  be  ample  accommodations  and  the  fol- 
lowing rates  have  been  stated  by  the  hotels : 
Stonewall  Jackson  Hotel 

Single  room  without  bath $2.00 

Double  room  without  bath 3.50 

Single  room  with  bath 2.50  and  up 

Double  room  with  bath 4.00  and  up 

Double  room  with  twin  beds  and 
bath  5.00  and  up 

Stonewall  Jackson  Tavern 

Single  rates  $3.00  and  up 

Double  rates  5.00  and  up 

Beverley  Hotel 

Single  room,  without  bath,  double 

bed  $1.50 

2 persons 2.50 

Single  room,  with  bath  or  shower,  1 

person  2.00 

2 persons 3.00  and  up 

Woodrow  Wilson  Hotel 

Room  without  bath  $1.50  per  person 

Room  with  bath  2.00  per  person 

As  a matter  of  convenience,  reservations  should 
be  made  as  promptly  as  possible. 

McGuire  Lectures  and  Spring  Clinics  Open 
to  Profession. 

The  McGuire  lectures  will  be  given  by  Dr.  Ed- 
ward C.  Rosenow,  Head  of  the  Division  of  Experi- 
mental Bacteriologv’,  Mayo  Foundation,  and  Profes- 
sor of  Experimental  Bacteriology  of  the  Mayo 


Foundation  of  the  University  of  Minnesota,  and  the 
clinics  of  the  ^Medical  College  of  Virginia,  by  the 
college  faculty,  on  April  6th  and  7th. 

PROGRAM 

Monday  April  6,  1936 

8:30  P.  M.  Focal  Infection  and  Elective  Localization. — 
Dr.  Edn-ard  C.  Rosenoiu,  University  of  Minnesota, 
Rochester,  Minn. 

Tuesday  April  7,  1936 

10:00-10:30  A.  M.  The  Importance  of  Alveolar  Infec- 
tion in  Focal  Infections. — Dr.  Harry  Bear,  Dean 
of  the  School  of  Dentistry. 

10:30-11:00  A.  M.  The  Importance  of  Tonsils  and  Nasal 
Accessory  Sinuses  in  Focal  Infection. — Dr.  Karl  S. 
Blackvaell,  Professor  of  Otolaryngology. 

11:00-11:30  A.  M.  Focal  Infection  and  Eye  Disease. — 
Dr.  Emory  Hill,  Professor  of  Ophthalmology. 
11:30-12:00  M.  Focal  Infection  and  Chronic  Arthritis. — 
Dr.  Donald  M.  Faulkner,  Associate  in  Orthopedic 
Surgery. 

12:00-12:30  P.  M.  Focal  Infection  and  Infections  of  the 
Genito-Urinary  Tract. — Dr.  A.  /.  Dodson,  Profes- 
sor of  Genito-Urinary  Surgery. 

12:30-2:00  P.  M.  Luncheon,  Cabinass  Hall,  as  guests  of 
college. 

2:00-2.30  P.  M.  Focal  Infection  and  Diseases  of  the 
Nervous  System. — Dr.  L.  S.  Meriviether,  Neuro- 
pathologist. 

2:30-3:00  P.  M.  Focal  Infection  and  Cardiovascular 
Disease. — Dr.  IF m.  B.  Porter,  Professor  of  Medi- 
cine. 

3:00-3:30  P.  M.  Round  Table  Discussion  of  Sympos- 
ium.— Discussion  led  by  Dr.  IVm.  B.  Porter,  Pro- 
fessor of  Medicine. 

8:30  P.  M.  Streptococi  in  Relation  to  Diseases  of  the 
Nervous  System. — Dr.  Edward  C.  Rosenow,  Uni- 
versity of  Minnesota,  Rochester,  Minn. 

These  lectures  are  open  to  members  of  the  medi- 
cal profession  and  there  is  no  fee. 

Annual  Clinic  of  Norfolk  County  Medical 
Society. 

The  Norfolk  County  Medical  Society  will  hold 
its  Annual  Clinic  in  Norfolk  on  Monday,  April  30, 
1936,  to  which  all  physicians  are  most  cordially 
invited.  There  are  no  fees  or  charges  to  be  paid. 

Program 

Norfolk  Protestant  Hospital,  Beginning  Promptly  at 
10  A.  M. 

Retrobulbar  Abscess — Reports  of  Cases — Dr.  James  E. 

Diehl. 
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Eye  Clinic — Dr.  A.  A.  Burke. 

Blood  Changes  in  Nephritis — Dr.  H.  McGuire  Doles. 
Intravenous  Urography — Dr.  K.  K.  Wallace. 
Neurological  Clinic — Drs.  Frank  H.  Redwood  and  R.  F. 
Slaughter. 

Medical  Clinic — Dr.  A.  Brownley  Hodges. 

Foreign  Bodies  in  the  Esophagus — Dr.  C.  C.  Cooley. 
Chest  Surgery — Dr.  C.  Carroll  Smith. 

St.  Vincent’s  Hospital,  Beginning  Promptly  at  2 P.  M. 
The  Fourth  Lead  in  the  Electrocardiogram — Dr.  James 
W.  Hunter. 

Surgical  Clinic — Drs.  R.  L.  Payne  and  R.  Duval  Jones. 
Medical  Clinic — Drs.  Walter  B.  Martin  and  M.  S. 
Fitchett. 

Surgical  Clinic — Dr.  Julian  L.  Rawls. 

Skin  Clinic — Drs.  Raymond  Kimbrough  and  Jas.  W. 
Anderson. 

Large  Attendance  Expected  at  Postgraduate 
Institute. 

Provision  has  been  made  for  an  expected  attend- 
ance of  at  least  1,000  at  the  Philadelphia  County 
Medical  Society’s  Postgraduate  Institute,  to  be 
held  in  the  Bellevue-Stratford  Hotel,  Philadelphia, 
April  20th  to  24th,  inclusive.  Response  to  the  pre- 
liminary announcements  has  exceeded  the  commit- 
tee’s fondest  hopes,  as  letters  of  inquiry  have  been 
received  from  physicians  in  twenty-five  states,  as 
far  west  as  Missouri,  as  far  south  as  Alabama  and 
as  far  north  and  east  as  the  New  England  states. 
In  view  of  the  widespread  interest  in  this  initial 
effort  by  the  county  society  of  an  outstanding  medi- 
cal center  to  provide  advanced  instruction  for  prac- 
ticing physicians,  it  is  virtually  certain  that  the 
Institute  will  become  an  annual  event. 

This  year’s  program,  dealing  entirely  with  cardio- 
vascular and  renal  diseases  and  their  far  flung  rami- 
fications, is  being  presented  by  fifty-three  leading 
members  of  the  faculties  of  the  University  of 
Pennsylvania  School  of  Medicine  and  Graduate 
School  of  Medicine,  Jefferson  Medical  College,  Tem- 
ple University  School  of  Medicine,  and  the  Woman’s 
Medical  College  of  Pennsylvania. 

Registration,  open  to  all  physicians  who  are  mem- 
bers of  their  local  county  medical  societies,  will  be- 
gin at  10  A.  M.,  Monday,  April  20th.  The  only 
charge  is  $5.00  to  help  defray  the  expenses  of  the 
Institute.  Following  a luncheon  in  the  hotel,  the 
scientific  program  will  get  under  way  at  2 P.  M. 
Morning  and  afternoon  sessions  will  be  held  on 
Tuesday,  Wednesday,  Thursday  and  Friday.  Since 
there  is  no  division  of  the  program  into  sections. 


but  one  paper  will  be  read  at  a time,  and  all  at- 
tending will  be  able  to  listen  to  the  entire  program. 

In  addition  to  the  program  there  will  be  an  in- 
teresting arrangement  of  technical  exhibits  in  adjoin- 
ing rooms,  covering  a wide  range  of  articles  used 
by  the  physicians  or  their  patients. 

Report  of  the  Division  on  Public  Health  and 

Medical  Care  of  the  Virginia  Conference 

of  Social  Work. 

In  accordance  with  recommendations  growing  out 
of  the  meetings  of  the  Division  on  Public  Health 
and  Medical  Care  of  the  1935  Virginia  Conference 
of  Social  Work,  the  Medical  Society  of  Virginia 
sponsored  the  program  of  this  Division  at  the  annual 
meeting  of  the  Conference  held  in  Roanoke,  March 
19th  through  21st.  Dr.  W.  P.  Jackson,  of  Roanoke, 
served  as  chairman  of  this  section,  and  prominent 
speakers  appeared  on  the  program.  Many  excellent 
papers  were  read,  some  of  which  will  appear  in 
later  issues  of  the  Monthly.  The  program  of  the 
Health  Division  was  concerned  with  three  major 
medical  and  public  health  problems:  (1)  Social, 
medical  and  public  health  aspects  of  the  venereal 
diseases;  (2)  Medical  care  of  the  indigent  sick  and 
low  income  groups;  and  (3)  Health  education  and 
methods  of  appraising  community  health  needs  and 
facilities. 

At  the  conclusion  of  the  Conference,  the  Findings 
Committee,  composed  of  Dr.  W.  P.  Jackson,  Dr.  C. 
B.  Ransone,  Dr.  T.  J.  Hughes,  Dr.  C.  L.  Outland, 
Dr.  B.  B.  Bagby,  and  Dr.  R.  W.  Garnett,  presented 
the  following  report  and  recommendations  from  the 
Health  Division  to  the  Executive  Committee  of  the 
Conference : 

1.  The  Division  of  Public  Health  and  Medical 
Care  of  the  Virginia  Conference  of  Social  Work 
continues  to  endorse  the  recommendations  of  the 
Public  Health  Section  of  the  1935  Conference  and 
recommends  the  continuation  of  efforts  to  carry  out 
this  report. 

2.  We  also  endorse  the  program  and  efforts  of 
the  State  Health  Commissioner  to  extend  rural 
health  work  in  Virginia. 

3.  We  endorse  the  program  of  the  Child  Con- 
servation Committee  of  Virginia  and  urge  that  every 
effort  be  made  to  promote  its  efforts  toward  the  ex- 
pansion of  State  and  local  programs  for  tuberculosis 
control,  venereal  disease  control,  sight-saving,  im- 
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munization,  tonsil  and  adenoid  clinics,  and  other 
services  for  the  indigent  sick. 

4.  We  recommend  that  a continuing  committee 
of  the  Medical  Society  of  Virginia  lend  its  efforts 
throughout  the  year  toward  the  carrying  out  of  these 
recommendations  and  we  further  recommend  that 
this  committee  cooperate  and  coordinate  its  efforts 
wherever  possible  with  those  of  the  Child  Conserva- 
tion Committee  and  other  committees  working  for 
imj)rovement  of  State  health  problems. 

5.  We  further  recommend  that  this  committee, 
in  cooperation  with  other  groups  in  the  State,  de- 
velop a program  for  the  interpretation  to  and  edu- 
cation of  the  community  at  large  concerning  health 
needs  in  the  State,  with  the  objective  of  creating 
public  support  for  the  development  of  adequate 
health  programs  throughout  the  State. 

Dr.  Brown  Honored. 

Dr.  George  W.  Brown,  Williamsburg,  Va.,  re- 
cently celebrated  his  twenty-fifth  anniversary  as  su- 
perintendent of  the  Eastern  State  Hospital.  He  was 
guest  of  honor  at  an  informal  reception  given  by 
the  staff  of  the  hospital  at  which  time  he  was  pre- 
sented with  a silver  pitcher  and  goblets. 

The  Eastern  State  Hospital  is  the  oldest  institu- 
tion of  its  kind  in  America.  Since  Dr.  Brown  be- 
came superintendent,  it  has  been  increased  in  size 
and  the  number  of  patients  nearly  doubled.  Seven 
new  units  have  been  added  and  three  others  are  now 
under  construction.  Only  two  medical  assistants 
were  at  the  hospital  when  Dr.  Brown  took  it  over, 
and  all  nursing  was  done  by  matrons.  Today  a 
staff  of  four  medical  assistants,  eight  graduate, 
nurses,  a pharmacist,  dentist,  technician,  social 
worker  and  a medical  secretary,  and  a staff  of  100 
attendants  carry  on  the  work. 

Interns  of  the  Hospital  Division,  Medical 

College  of  Virginia, 

Had  an  interesting  gathering  in  Richmond  on 
March  20th,  which  was  featured  by  clinics,  case 
demonstrations  and  a banquet  that  evening.  Dr.  A. 
C.  Broders,  head  of  the  department  of  surgical 
pathology  at  the  College,  was  elected  president  for 
the  coming  year;  Dr.  J.  S.  Weitzel,  Richmond, 
vice-president;  and  Dr.  Nathan  Bloom,  of  the  resi- 
dent staff  of  the  Memorial  Hospital,  secretary. 
More  than  a hundred  former  internes  attended  this 
meeting  and  it  was  decided  to  make  it  an  annual 
affair,  with  meetings  in  March  or  April  of  each  year. 


Dr.  Garcin  Honored  by  Masons. 

Dr.  Ramon  D.  Garcin,  Richmond,  Va.,  for  more 
than  forty  years  an  active  member  of  various 
Masonic  lodges  in  this  vicinity,  on  March  3rd  was 
honored  by  Richmond  Lodge,  No.  10,  A.  F.  & A.  M., 
when  he  was  presented  with  a diploma  of  honorary 
membership  in  the  lodge.  This  was  done  in  recog- 
nition of  his  services  as  physician  to  the  Masonic 
Home  over  a period  of  many  years,  without  charge. 
This  lodge  has  conferred  very  few  honorary  mem- 
bership diplomas.  One  of  the  first  to  receive  this 
was  General  LaFayette,  on  the  occasion  of  his  visit 
to  Richmond  in  1824.  The  diploma  given  Dr.  Gar- 
cin is  similar  in  design  to  that  presented  General 
LaFayette. 

Surgeon  General  of  U.  S.  Public  Health 

Service. 

Dr.  Thomas  Parran,  Jr.,  recently  Commissioner 
of  the  New  York  State  Department  of  Health,  has 
been  nominated  by  President  Roosevelt  as  Surgeon 
General  of  the  U.  S.  Public  Health  Service  to  suc- 
ceed Dr.  Hugh  S.  Gumming,  who  recently  resigned 
after  a long  service. 

Tuberculosis  Campaign. 

“Robber  of  the  Prime  of  Life”  and  “On  Your 
Guard,”  titles  of  two  new  pamphlets  being  dis- 
tributed by  the  Virginia  Tuberculosis  Association, 
give  the  keynote  of  the  spring  educational  cam- 
paign being  conducted  by  that  organization  and  its 
local  branches. 

Talks  are  being  made  before  clubs  and  groups  of 
various  kinds,  and  every  effort  is  being  made  to 
infonn  the  public  of  how  tuberculosis  is  conveyed, 
and  the  importance  of  finding  the  disease  in  its 
early  stages. 

Doctors  are  urged  to  give  the  tuberculin  test  to 
the  children  in  contact  with  an  active  case  of  tuber- 
culosis, and  to  insist  upon  an  X-ray  for  all  reactors. 
It  is  interesting  to  note  that  as  1936  marks  the 
fortieth  anniversary^  of  the  discovery  of  the  X-ray 
by  Wilhelm  Konrad  Roentgen,  this  apparatus  is  now 
considered  essential  for  accurate  diagnosis  of  dis- 
eases of  the  chest. 

Since  tuberculosis  still  causes  one  out  of  every 
five  deaths  between  the  ages  of  15  and  25,  and  Vir- 
ginia ranks  next  to  the  highest  in  tuberculosis  death 
rates  in  the  Southern  States  (third  in  the  U.  S., 
resort  states  excluded),  the  Virginia  Tuberculosis 
Association  appeals  to  the  physicians  of  the  State 
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to  exert  the  greatest  vigilance  in  keeping  all  contacts 
of  their  tuberculous  patients  under  -careful  observa- 
tion. The  lay  tuberculous  committees  are  doing 
what  they  can  to  lead  people  to  seek  medical  advice 
in  time  to  discover  the  disease  in  its  incipiency.  The 
diagnosis  and  treatment  of  the  disease  rests,  as  al- 
ways, upon  the  physicians. 

Free  Booklets 

In  connection  with  this  campaign  the  Virginia 
Tuberculosis  Association  offers  free  of  charge  to  any 
physician  in  Virginia  a copy  of  “Diagnostic  Stand- 
ards” and,  while  the  limited  supply  lasts,  a copy  of 
“The  History  of  Artificial  Pneumothorax  in  Amer- 
ica” by  James  J.  Waring,  M.  D.  Requests  for 
either  of  these  valuable  booklets  should  be  addressed 
to  the  Virginia  Tuberculosis  Association,  504 
Atlantic  Life  Building,  Richmond,  Va. 

Medical  College  of  Virginia  News. 

Promotions  on  the  major  faculty  for  the  session 
1936-37  are  as  follows: 

Dr.  Rolland  J.  Main  from  assistant  professor  of 
physiology  to  associate  professor  of  physiology. 

Dr.  William  D.  Suggs  from  associate  in  obstetrics 
to  assistant  professor  of  obstetrics. 

Dr.  Lawther  J.  Whitehead  from  associate  in 
radiology  to  assistant  professor  of  radiology. 

Dr.  W.  L.  Peple,  resigned,  was  made  emeritus 
professor  of  Clinical  Surger)^ 

Dr.  S.  F.  Bradel  from  assistant  professor  of  Crown 
and  Bridge  Prosthesis  and  Dental  Metallurgy  to  as- 
sociate professor  of  Crown  and  Bridge  Prosthesis 
and  Dental  Metallurgy.  Dr.  Bradel  was  also  re- 
appointed superintendent  of  the  dental  infirmar}’. 

Dr.  C.  W.  Morhart  from  associate  in  prosthetic 
dentistry  to  assistant  professor  of  prosthetic  den- 
tistry. 

Miss  Lulu  K.  Wolf  from  assistant  professor  of 
nursing  to  associate  professor  of  nursing. 

Miss  Aileen  Brown  from  associate  in  nutrition 
and  cookery  to  assistant  professor  of  nutrition  and 
cookery. 

Dr.  A.  M.  Wash  in  addition  to  his  associate  pro- 
fessorship of  dental  radiology,  exodontia  and  anaes- 
thesia, was  made  associate  professor  of  oral  surgerv’. 

The  honorary  degree  of  Doctor  of  Science  will  be 
awarded  Dr.  Lawrason  Brown,  of  Saranac  Lake, 
New  York,  at  the  commencement  exercises,  June  2, 
1936. 


News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

At  the  meeting  of  the  University  of  Virginia  Medi- 
cal Society  on  Februar}’  17th,  Dr.  Alfred  Chanutin 
spoke  on  the  subject  of  Some  Clinical  Aspects  of 
Lipoid  Metabolism. 


Dr.  James  Angus  Doull,  Professor  of  Hygiene  and 
Public  Health  at  Western  Reserve  University,  visited 
the  Medical  School  on  February  27th. 


On  March  2nd,  Dr.  Arnold  Rice  Rich,  .'Associate 
Professor  of  Pathology  at  the  Johns  Hopkins  Uni- 
versity, gave  the  mid-year  Alpha  Omega  Alpha  lec- 
ture, speaking  on  the  subject  of  Immunity  in  Tuber- 
culosis. 


Dr.  H.  S.  Diehl,  Dean  of  Medical  Sciences  and 
Head  of  the  Department  of  Preventive  Medicine 
and  Student  Health  Service  at  the  University  of 
Minnesota,  was  a recent  visitor. 


For  the  third  consecutive  year  the  Edward  N. 
Gibbs  Prize  of  the  New  York  Academy  of  Medi- 
cine was  awarded  to  Dr.  Alfred  Chanutin,  Profes- 
sor of  Biochemistry.  The  stipend  of  the  award  is 
to  be  applied  to  a continuation  of  research  on  kidney 
diseases. 

News  from  Duke  University  School  of  Medi- 
cine. 

On  February  24th  and  25th,  Dr.  Edward  R.  Bald- 
win, Director  of  the  Edward  L.  Trudeau  Foundation 
for  Research  and  Teaching  in  Tuberculosis,  lec- 
tured to  the  faculty  and  students  on  The  History  of 
Tuberculosis  Research  in  America. 


The  following  seniors  recently  were  elected  to 
membership  in  the  Alpha  Omega  Alpha  honorary 
medical  fraternity;  George  T.  Harrell,  Jr.,  and 
Joseph  B.  Stevens. 

Dr.  D.  Hunter  Marrow 

Has  returned  to  his  home  in  Boydton,  Va.,  after 
spending  the  winter  at  Daytona  Beach,  Fla.,  as  has 
been  his  custom  for  some  years. 

Officers  Elected  for  Children’s  Memorial 
Clinic. 

Dr.  Howard  R.  Masters  was  recently  elected  presi- 
dent of  the  Children’s  Memorial  Clinic  of  Rich- 
mond, Va.,  for  the  coming  year,  and  Dr.  Charles 
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L.  Outland,  vice-president.  These  and  Dr.  Lee  E. 
Sutton,  Jr.,  are  among  the  newly  elected  members 
of  the  e.xecutive  committee.  Other  doctors  holding 
over  as  members  of  the  board  are:  Dr.  B.  B.  Bagby, 
Dr.  Manfred  Call,  Dr.  F.  P.  Fletcher,  Dr.  W. 
Brownley  Foster,  Dr.  Ramon  D.  Garcin  and  Dr.  St. 
George  T.  Grinnan. 

The  American  Association  on  Mental  De- 
ficiency, 

Composed  of  some  500  educators,  psychologists, 
sociologists,  and  psychiatrists,  is  holding  its  sixtieth 
annual  meeting  at  the  Hotel  Jefferson,  St.  Louis, 
Mo.,  on  May  1st,  2nd,  3rd  and  4th.  The  Friday 
sessions  will  be  devoted  to  General  and  Sociological 
aspects  of  mental  deficiency;  the  Saturday  sessions 
to  Psychological  and  Educational  topics  with 
special  stress  on  Educational  Disabilities.  The  Mon- 
day sessions  will  be  given  over  to  Research  Activi- 
ties, Medical  Aspects  and  Administrative  Problems 
in  mental  deficiency. 

Some  of  the  speakers  are: 

Popenoe  on  “Sterilization”; 

Goddard  on  “Social  Security”; 

Hincks  on  “A  National  Program”; 

Kirkbride  on  “Public  Welfare”; 

Hackbusch  on  “Social  Service”; 

Vanuxem  on  “Education”; 

Berry  on  “Teaching  Techniques”; 

Humphreys  on  “Research  Problems”; 
and  many  others. 

Everyone  interested  in  the  mentally  defective  or 
retarded  child  is  cordially  invited  to  attend  these 
sessions.  The  complete  program  may  be  obtained 
from  the  Secretary,  Dr.  Groves  B.  Smith,  Godfrey, 
Illinois. 

Dr.  John  B.  Bullard 

Announces  that  he  has  resumed  his  practice  in 
Richmond,  Va.,  and  has  offices  at  1614  Monument 
Avenue. 

Dr.  T.  Dewey  Davis 

Was  appointed  general  chairman  of  the  annual 
early  diagnosis  campaign,  sponsored  by  the  Rich- 
mond Tuberculosis  Association  as  a part  of  the  na- 
tionwide program  for  the  discovery  of  tuberculosis 
in  its  early  and  curable  stages.  Other  local  physi- 
cians associated  with  Dr.  Davis  on  the  committee 
are:  Dr.  Emily  Gardner,  Dr.  P.  D.  Lipscomb,  Dr. 
Kinloch  Nelson,  Dr.  C.  L.  Outland,  and  Dr.  Samuel 


A.  Anderson,  Jr.  The  services  of  many  other  doc- 
tors have  been  secured  during  the  campaign. 

Addition  to  Dejarnette  Sanatorium. 

Work  on  the  $80,000.00  addition  to  the  present 
Dejarnette  Sanatorium  at  Staunton,  Va.,  is  to  be 
commenced  early  this  Spring.  The  new  building 
will  be  designed  to  accommodate  about  one  hundred 
patients. 

Dr.  Howard  T.  Holden, 

Class  of  ’34,  University  of  Virginia,  Department 
of  Medicine,  who  is  with  the  Civilian  Conservation 
Corps,  was  recently  transferred  from  Ravenswood, 
N.  C.,  to  CCC  Co.  1462,  Cosby,  Term. 

Dr.  S.  K.  Ames, 

Cape  Charles,  Va.,  has  recently  been  elected  one 
of  the  directors  of  the  Chamber  of  Commerce  of 
that  town. 

American  College  of  Physicians. 

The  twentieth  annual  session  of  the  College,  held 
in  Detroit  the  week  of  March  2nd,  was  well  at- 
tended, there  being  present  physicians  from  every 
State  of  the  United  States  and  many  from  Canada 
and  some  foreign  countries.  The  following  Vir- 
ginians were  present: 

Dr.  J.  Morrison  Hutcheson,  Richmond,  College 
Governor  for  Virginia. 

Dr.  and  Mrs.  Edward  L.  Alexander,  Newport 
News. 

Dr.  Landon  E.  Stubbs,  Newport  News. 

Dr.  Alfred  B.  Hodges,  Norfolk. 

Dr.  and  Mrs.  Walter  B.  Martin,  Norfolk. 

Dr.  and  Mrs.  Wyndham  B.  Blanton,  Richmond. 
Dr.  Paul  D.  Camp,  Richmond. 

Dr.  and  Mrs.  Charles  M.  Caravati,  Richmond. 
Dr.  and  Mrs.  Douglas  G.  Chapman,  Richmond. 
Dr.  Dean  B.  Cole,  Richmond. 

Dr.  T.  Dewey  Davis,  Richmond. 

Dr.  William  R.  Graham,  Richmond. 

Dr.  James  N.  Williams,  Richmond. 

Dr.  John  W.  Preston,  Roanoke. 

Dr.  Blanton  P.  Seward,  Roanoke. 

Dr.  W.  A.  Murphy,  Staunton. 

Dr.  Alex.  F.  Robertson,  Jr.,  Staunton. 

Dr.  Ernest  B.  Bradley,  Lexington,  Ky.,  succeeded 
to  the  presidency  and  the  following  officers  were 
elected:  President-elect,  Dr.  James  H.  Means,  Bos- 
ton, Mass.;  vice-presidents.  Dr.  O.  H.  Perry  Pep- 
per, Philadelphia;  Dr.  David  P.  Barr,  St.  Louis; 
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and  Dr.  Walter  L.  Bierring,  Des  Moines;  secretary- 
general,  Dr.  William  Gerry  Morgan,  Washington; 
treasurer.  Dr.  William  D.  Stroud,  Philadelphia;  and 
executive  secretary,  Mr.  E.  R.  Loveland,  Phila- 
delphia. The  last  three  named  were  re-elected. 

The  next  session  of  the  College  will  be  held  in 
St.  Louis,  April  19-23,  1937. 

Tri-State  Hospital  Association  of  Virginia 

and  the  Carolinas. 

The  annual  meeting  of  this  Association  will  be 
held  in  the  Hotel  Chamberlin  at  Old  Point  Com- 
fort, Va.,  April  16th-17th.  Approximately  350  dele- 
gates are  expected.  Dr.  Lewis  E.  Jarrett,  Rich- 
mond, is  president  of  the  Virginia  Hospital  Asso- 
ciation and  will  preside  at  the  opening  meeting  of’ 
the  joint  session. 

The  Virginia  Dietetic  Association  will  also  hold 
its  annual  meeting  at  the  same  time  and  place. 

American  Medical  Association. 

Official  call  has  been  issued  for  the  eighty-seventh 
annual  session  of  this  Association  in  Kansas  City, 
Mo.,  from  May  11th  to  15th.  As  usual,  the  House 
of  Delegates  will  convene  on  Monday  and  sessions 
will  be  held  at  Hotel  Muehlebach.  The  Scientific 
Assembly  will  open  with  the  general  meeting  on 
Tuesday  at  8:30  P.  M.  The  majority  of  the  scien- 
tific sessions,  the  scientific  and  technical  exhibits 
and  the  registration  bureau  will  be  housed  in  the 
new'  Municipal  Auditorium,  which  is  a magjiificent 
building,  centrally  located.  Dr.  J.  Tate  Mason, 
Seattle,  Wash.,  President-elect,  will  be  installed  at 
the  Tuesday  evening  session. 

Dr.  T.  M.  Parkins, 

City  coroner  of  Staunton,  Va.,  since  1911,  has 
been  appointed  by  the  city  council  as  health  officer 
of  Staunton  to  succeed  Dr.  J.  Fairfax  Fulton.  He 
entered  upon  his  new  duties  early  in  March. 

Dr.  Lawrence  T.  Royster, 

Professor  of  Pediatrics  at  the  University  of  Vir- 
ginia, addressed  the  Norfolk  County  Medical  So- 
ciety on  March  23rd,  his  subject  being  “Acute 
Nephritis.” 

Dr.  U.  W.  Massie, 

Of  the  class  of  ’30,  Medical  College  of  Virginia, 
who  has  been  located  for  several  years  at  Weeks- 
bury,  Ky.,  is  in  Brooklyn,  N.  Y.,  where  he  expects 
to  be  in  training  for  sixteen  months  in  ear,  nose 


and  throat  work  at  the  Brooklyn  Eye  and  Ear  Hos- 
pital. 

Epileptic  Colony  to  Have  New  Buildings. 

It  is  expected  that  an  early  start  will  be  made 
on  the  construction  of  two  new  buildings  at  the 
State  Colony  for  Epileptics  and  Feebleminded. 
These  are  to  cost  $155,000,  funds  having  been  ap- 
propriated by  the  recent  General  Assembly.  They 
will  permit  the  segregation  of  tubercular  patients  and 
will  provide  better  hospital  facilities. 

Married. 

Dr.  Walter  L.  Thomas,  Jr.,  class  of  ’31,  Uni- 
versity of  Virginia,  Department  of  Medicine,  and 
Miss  Maisie  Denhold,  Durham,  N.  C.,  March  10th. 
They  will  make  their  home  in  Detroit,  Mich.,  where 
Dr.  Thomas  will  be  associated  with  the  Henry  Ford 
Hospital. 

Dr.  Meyer  Cohen, 

Formerly  of  Richmond,  Va.,  and  of  the  class  of 
’31,  Medical  College  of  Virginia,  has,  with  his  con- 
sent, been  ordered  to  active  duty  for  six  months  with 
the  Civilian  Conservation  Corps,  and  is  stationed 
w'ith  CCC  company  2365,  near  Westernport,  Md. 
He  is  a first  lieutenant  in  the  Medical  Corps  Re- 
serve. 

For  Sale — 

Combination  electric  sterilizer  unit,  including  in- 
strument, water  and  dressing  sterilizers.  Address 
“Sterilizer,”  care  Virginia  Medical  Monthly, 
Richmond,  Va.  {Adv.) 

Laboratory  Technician  Wishes  Position. 

Laboratory  technician,  graduated  in  1932,  desires 
position  in  doctor’s  office,  hospital  or  clinic,  any  lo- 
cation. Good  references.  Address  “Technician,” 
care  Virginia  Medical  Monthly,  1200  East  Clay 
Street,  Richmond,  Va.  {Adv.) 

For  Sale — 

Burdick  ultra-violet  treatment  lamp.  A-1  condi- 
tion. For  information,  write  “Burdick,”  care  this 
journal.  {Adv.) 


Obituary  Record 

Dr.  Southgate  Leigh, 

Norfolk,  Va.,  a former  president  of  the  Medical 
Society  of  Virginia  and  prominent  in  the  professional 
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and  civic  life  of  Norfolk  and  Virginia,  died  March 
the  5th.  He  was  attending  a luncheon  meeting  of 
the  Association  of  Commerce  membership  campaign, 
when  he  was  stricken  with  a cerebral  hemorrhage 
and  was  taken  to  the  Sarah  Leigh  Hospital  where 
he  died  a few  hours  later. 

Dr.  Leigh  was  born  in  Campbell  County,  \'irginia, 
on  May  21,  1864.  Left  an  orphan  at  the  age  of 
twelve,  he  went  to  Norfolk  to  live  with  his  aunt  in 
whose  memory  the  Sarah  Leigh  Hospital  was  later 
named.  He  graduated  in  medicine  from  the  Uni- 
versity of  Virginia  in  1888  and,  going,  to  New  York 
for  an  internship,  took  the  examinations  at  the  Col- 
lege of  Physicians  and  Surgeons  in  that  city  and 
was  given  an  M.  D.  degree  from  that  school  in 
1889.  In  1893,  he  returned  to  Norfolk  and  took 
up  the  professional  and  civic  career  which  he  con- 
tinued with  distinction  to  the  end.  In  1903,  Dr. 
Leigh  opened  the  Sarah  Leigh  Hospital  and  in  1919, 
with  a group  of  specialists,  he  established  the  Sarah 
Leigh  Clinic.  He  was  surgeon  to  several  railways 
and  was  identified  with  a number  of  professional  and 
civic  organizations,  in  all  of  which  he  was  an  earnest 
and  hard  worker.  He  was  a past  president  of  the 
Norfolk  County  Medical  Society  and  of  the  Tri- 
State  Medical  Association  of  the  Carolinas  and  Vir- 
ginia, and  a founder,  governor  and  fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
many  other  organizations.  In  addition  to  having 
served  as  its  president,  he  had  represented  the  Medi- 
cal Society  of  Virginia  in  the  House  of  Delegates 
of  the  American  Medical  .Association  from  1916 
through  1933,  and  had  served  on  many  important 
committees.  He  was  also  one  of  the  prime  movers 
in  the  organization  of  the  Woman’s  .Auxilian,-  to  the 
State  Society.  He  had  lived  a full  life  and  will 
be  missed  in  many  organizations. 

Dr.  Leigh  is  survived  by  his  wife,  two  sons  and 
two  daughters. 


The  following  appreciation  and  resolutions  were 
adopted  by  the  Norfolk  County  Aledical  Society: 

Your  committee  wishes  to  acknowledge  with  deep  sor- 
row the  passing  of  our  esteemed  fellow  member,  Dr. 
Southgate  Leigh.  The  community  of  Tidewater  Vir- 
ginia and  the  medical  profession  at  large  has  lost  one 
of  its  most  outstanding  members. 

The  Leigh’s  have  been  natives  of  Tidewater  Virginia 
for  generations,  but  Dr.  Leigh  was  born  in  Lynchburg, 
Va.,  May  21,  1864,  because  his  father,  who  was  in  the 
Confederate  Army,  was  stationed  at  Lynchburg  at  that 


time.  He  returned  to  Norfolk  at  the  close  of  the  war, 
where  he  has  resided  ever  since.  He  attended  a school 
under  the  instruction  of  Mr.  Galt,  of  Norfolk,  and  from 
there  went  to  the  Episcopal  High  School  at  Alexandria, 
Va.  After  graduation  he  entered  the  University  of 
Virginia,  from  which  he  received  his  medical  degree  in 
1888.  Following  this,  he  entered  Columbia  University, 
College  of  Physicians  and  Surgeons,  where  he  received 
the  degree  of  Doctor  of  Medicine  after  completing  a 
competitive  examination.  In  1889  he  entered  Mt.  Sinai 
Hospital  and  served  an  internship  of  two  and  a half 
years.  .After  completing  his  internship,  he  went  to  the 
Clinics  of  Europe,  doing  postgraduate  work  in  Vienna 
and  specializing  in  obstetrics  and  gynecology.  Return- 
ing from  abroad,  he  went  back  to  Mt.  Sinai  Hospital 
and  indulged  in  special  work  with  Dr.  Gerster  regard- 
ing antisepsis.  In  1893  he  returned  to  his  home  in  Nor- 
folk, Va.,  where  he  took  up  the  practice  of  medicine 
and  surgery,  to  which  he  gave  the  very  best  that  was 
in  his  power  and  soon  attained  an  outstanding  promi- 
nence among  his  colleagues. 

Realizing  the  need  for  a private  hospital  in  Tidewater 
Virginia,  he  built  the  Sarah  Leigh  Hospital,  which  was 
opened  in  1903,  and  of  which  he  has  been  chief  sur- 
geon, president  and  owner.  This  hospital  has  served  the 
city  of  Norfolk,  Tidewater  Virginia  and  eastern  North 
Carolina  since  its  opening. 

Dr.  Leigh’s  career  in  his  profession  has  been  a brilliant 
one.  He  has  given  unstintingly  of  his  time  and  energy 
to  the  advancement  of  medical  and  surgical  science 
and  to  the  medical  profession  and  public  generally.  He 
consistently  stood  for  all  that  was  best,  both  for  the  pro- 
fession and  the  public.  He  lived  the  life  laid  down  by 
the  oath  of  Hippocrates  and  these  principles  carried 
him  to  the  zenith  of  his  chosen  profession.  Equally, 
also,  has  he  reached  the  same  high  pinnacle  in  com- 
munity work  and  Norfolk  will  long  miss  his  civic  efforts. 
He  gave,  with  the  utmost  abandon  for  himself,  of  his 
time,  energy  and  worldly  goods. 

He  became  deeply  interested  in  surgery  and  no  mat- 
ter what  encouraging  reports  of  new  methods  of  treat- 
ment, his  were  always  along  conservative  lines.  His 
early  training  and  practice,  combined  with  his  many 
innate  faculties,  soon  developed  in  him  a high  degree 
of  efficiency  as  a surgeon.  In  later  years  he  became 
deeply  interested  in  cancer  education  and  cancer  control. 

He  was  a member  of  numerous  medical  societies, 
president  of  several  and  a past  president  of  the  Norfolk 
Count_v  Medical  Society.  He  was  one  of  the  founders 
of  the  American  College  of  Surgeons  and  has  been  a 
member  of  the  Board  of  Governors  of  the  College. 

The  sudden  death  of  Dr.  Leigh  was  a great  shock  to 
the  entire  community  and  his  passing  is  mourned  by 
countless  grateful  patients,  friends  and  devoted  col- 
leagues and  co-workers.  He  leaves  a wife  and  four 
children. 

Therefore,  Be  it  Resolved,  that  in  the  death  of  Dr. 
Southgate  Leigh  the  Norfolk  County  Medical  Society  has 
sustained  an  irreparable  and  distressing  loss. 

Be  it  Further  Resolved,  that  a page  in  the  minute 
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book  of  this  Society  be  set  aside  and  dedicated  to  his 
memory  and  that  a copy  of  these  resolutions,  with  ex- 
pression of  our  deepest  sympathy,  be  presented  to  his 
family  and  to  the  Virginia  Medical  Monthly. 

Stanley  H.  Graves,  Chairman, 
Frank  H.  Redwood, 

F.  C.  Rinker, 

Commiiiec. 

Dr.  Samuel  I.  Conduff, 

\\'ell  known  physician  of  Roanoke,  Va.,  died  on 
March  19th,  at  the  University  of  Virginia  Hospital. 
He  was  born  in  Floyd  County,  Virginia,  sixty-two 
years  ago  and  graduated  in  medicine  from  the  Bal- 
timore Medical  College  in  1898.  Dr.  Conduff  was 
identified  with  his  local  and  State  medical  organi- 
zations and  was  especially  interested  in  diseases  of 
children.  He  is  survived  by  his  wife,  a son,  and 
several  sisters  and  brothers,  one  of  these  being 
Dr.  Chas.  E.  Conduff,  of  Roanoke. 

Dr.  Willcox  Ruffin, 

Prominent  young  surgeon  of  Norfolk,  Va.,  died 
February  28th,  of  complications  following  gunshot 
wounds  accidentally  inflicted  when  a shotgun  fell 
and  was  discharged  by  the  impact  with  the  floor,  the 
shot  entering  both  heels.  He  was  thirty-five  years 
of  age  and  was  the  son  of  Mrs.  Mary  Dunn  Ruffin 
and  the  late  Dr.  Kirkland  Ruffin.  He  received  his 
M.  D.  degree  from  the  University  of  Virginia  in 
1926.  Dr.  Ruffin  was  on  the  staff  of  the  Norfolk 
Protestant  and  St.  Vincents’  Hospitals  and  was  very 
active  in  the  clinic  work  of  both  hospitals.  His  wife 
and  two  children  survive  him. 


Upon  call  of  the  vice-president,  the  members  of 
the  Norfolk  County  Medical  Society  duly  assembled 
and  the  following  resolutions  were  drawn  and 
adopted : 

Whereas,  in  the  passing  from  this  life  of  our  friend 
and  colleague.  Dr.  Willcox  Ruffin,  be  it  resolved: 

1.  That  we  the  members  of  this  Society  deeply  re- 
gret, and  hereby  express  our  profound  sorrow  at  the 
untimely  death  of  our  friend  and  colleague. 

2.  That  he  was  highly  esteemed  by  his  many  friends 
and  colleagues,  because  of  his  numerous  endearing  and 
lovable  attributes  of  character  and  manner. 

3.  That  he  was  highly  regarded  by  his  colleagues, 
because  of  his  skill,  ability  and  energy,  which  was  con- 
stantly evidenced  in  his  all  too  brief  professional  career. 

4.  That  we  keenly  feel  his  immediate  loss,  and  recog- 
nize that  his  loss  to  our  profession,  in  the  future,  will 
be  even  greater. 

5.  That  we  wish  to  express  to  his  sorrowing  family 


our  sincere  and  heartfelt  sympathy  in  their  deep  loss 
and  bereavement. 

6.  That  these  resolutions  shall  be  spread  on  the 
minutes  of  this  Society  and  that  a copy  be  forwarded 
to  his  bereaved  family  as  a memorial  of  our  esteem, 
lov'e  and  affection. 

Chas.  W.  Doughtie,  Chairman, 
W.  Arthur  Porter, 

Robert  Duval  Jones,  Jr. 


WILLCOX  RUFFIN 
October  2,  1900 — February  27,  1936 
On  a bleak  December  day,  at  the  close  of  the  year, 
while  the  barren  trees  were  wrapped  in  garments  of 
ice,  we  bore  to  its  last  resting  place  the  form  of  a col- 
league who  for  many  decades  had  lived  and  wrought 
for  the  advancement  of  his  profession,  the  betterment 
of  man  and  the  glory  of  God ; his  cup  full  and  over- 
flowing with  the  acclaim  of  his  fellows.  Death  was  the 
crowning  glory  of  a fruitful  life. 

As  the  first  signs  of  spring  were  manifest  about  us, 
proclaimed  by  many  sweet-voiced  birds,  we  bore  to  the 
same  resting  place  the  body  of  the  young  son  who  was 
cut  down  as  he  stood  upon  the  threshold  of  life  looking 
forward  to  a future  rich  in  promise.  Magnificent  in 
physique,  brilliant  in  intellect,  lovable  in  personality  he 
gave  promise  of  service  of  high  order. 

We  see  in  this  one  of  the  mysteries  of  life  as  we 
voice  a prayer  that  we  doubt  not  the  wisdom  of  God’s 
plan  respecting  man. 

Be  it  Resolved  by  the  Staff  of  the  Norfolk  Protestant 
Hospital  that  we  give  expression  to  the  high  regard  in 
which  we  held  Willcox  Ruffin  both  for  personal  charm 
and  professional  attainment. 

Resolved  Further  that  a copy  of  these  resolutions  be 
entered  upon  our  minutes,  published  in  the  Virginia 
Medical  Monthly  and  sent  to  the  bereaved  family. 

L.  F.  Magruder, 

Robert  Duval  Jones,  Jr., 
W.  Arthur  Porter. 

Dr.  Rawley  Martin  Shelton, 

Of  Unionville,  Va.,  died  at  his  home  in  that  place 
on  March  15th,  after  a short  illness  of  pneumonia 
with  complications.  He  was  a native  of  Pittsylvania 
County,  Virginia,  and  sixty-five  years  of  age.  Af- 
ter graduation  from  the  University  of  Virginia,  De- 
partment of  Medicine,  in  1887,  he  practiced  both 
in  Pittsylvania  and  Brunswick  Counties  before  mov- 
ing to  Unionville  in  1927.  He  was  prominent  in 
his  section  and  had  been  a member  of  the  Medical 
Society  of  Virginia  for  thirty-four  years.  His  wife 
and  several  children  survive  him. 

Dr.  Addison  Barrett  Householder, 

Well  known  physician  of  Lovettsville,  Va.,  died 
^larch  20th,  following  a heart  attack.  He  was  sixty- 
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six  years  of  age  and  received  his  medical  degree  from 
the  University  of  [Maryland  in  1S93.  Dr.  House- 
holder had  practiced  in  Lovettsville  since  his  gradua- 
tion and  was  a member  of  the  Masonic  Lodge  of 
that  place,  in  addition  to  holding  membership  in 
several  other  fraternal  organizations.  He  had  been 
a member  of  the  [Medical  Society  of  Virginia  since 
1910.  His  wife  and  a sister  survive  him. 

Resolutions  on  Death  of  Dr.  Walker  Camp- 
bell. 

The  Hanover  Count}’  Medical  Society  at  its  [March 
meeting,  expressed  the  following  appreciation  of 
Dr.  Campbell : 

Dr.  W.  A.  Campbell,  of  Old  Church,  Va.,  passed  from 
our  midst  on  January  21,  1936.  He  had  practiced  his 
profession  in  this  vicinity  for  the  last  thirty-three  years, 
having  graduated  from  the  former  University  College 
of  Medicine,  Richmond,  Va.,  in  1903. 

We  shall  miss  him  and  we  take  this  opportunity  to 
pay  homage  to  his  character  and  abilities  and  to  extend 
to  his  family  our  heartfelt  sympathy. 

Hanover  County  Medical  Societi', 

J.  A.  Wright, 

J.  T.  Vaughan, 

Committee. 

Dr.  William  Holland  Wilmer, 

Nationally  known  eye  specialist,  died  at  his  home 
in  Washington,  D.  C.,  on  [March  12th,  death  being 
due  to  heart  trouble.  He  was  born  in  Powhatan 
County,  Virginia,  in  1863,  and  graduated  in  medi- 
cine from  the  University  of  Virginia  in  1885,  later 
studying  in  several  American  and  foreign  hospitals. 
During  the  \\’orld  War,  Dr.  Wilmer  was  surgeon 
in  charge  of  the  medical  research  laboratories  of 
the  A.  E.  F.  in  France.  In  1922,  a group  of  friends-, 
with  the  cooperation  of  the  Rockefeller  Foun- 
dation and  the  Commonwealth  Fund,  raised  nearly 
$4,000,000  for  the  erection  and  endowment  of  the 
Wilmer  Ophthalmological  Institute  in  connection 
with  Johns  Hopkins  University  and  the  University 
Hospital  at  Baltimore,  Vld.  Dr.  Mulmer  was  made 
director  of  this  and  held  the  position  until  1934 
when  he  returned  to  private  practice  in  Washing- 
ton, where  he  had  begun  his  medical  career.  Two 
sons  and  a daughter  survive  him. 

Dr.  Claudius  Pugh  Hutchison, 

Purcellville,  Va.,  died  March  5th,  after  a brief 
illness  of  pneumonia.  He  was  sixty  years  of  age 
and  a graduate  of  the  Georgetown  University  School 


of  [Medicine  in  1899.  He  was  a member  of  the 
Loudoun  County  [Medical  Society  and  a director  of 
the  Round  Hill  National  Bank.  His  wife  and  tw’o 
daughters  survive  him. 

Dr.  James  Braxton  McKee, 

Glade  Spring,  Va.,  died  on  March  17th,  at  the 
age  of  seventy-six  years.  He  studied  medicine  at 
\ anderbilt  University,  Nashville,  Tenn.,  from  which 
he  graduated  in  1891.  Dr.  McKee  had  been  in 
practice  for  fifty-two  years  and  had  been  a member 
of  the  Medical  Society  of  Virginia  for  a large  part 
of  this  time.  He  is  survived  by  three  children  and 
a number  of  relatives,  including  a brother.  Dr.  T. 
K.  McKee,  of  Saltville. 

Dr.  Charles  Curtis  Page 

Died  at  his  home  in  Richmond,  Va.,  on 
[March  8th,  after  having  been  in  bad  health  for 
several  years.  He  was  a native  of  Gloucester 
County,  Virginia,  and  seventy-two  years  of  age. 
Dr.  Page  received  his  medical  education  at  the 
University  of  Virginia  from  which  he  graduated 
in  1886.  He  practiced  for  a time  in  New  York 
City  and  later  at  Orange,  Va.  He  retired  from 
practice  when  he  moved  to  Richmond  several  years 
ago.  His  wife,  several  brothers  and  sisters  sur- 
vive him. 

Dr.  Peyton  Paige  Nottingham 

Died  suddenly  at  his  home  near  Ferrum,  Va., 
March  10th.  He  was  a native  of  the  Eastern  Shore 
of  Virginia  and  fifty-five  years  of  age.  .\fter  study- 
ing at  the  Medical  College  of  Virginia,  he  went  to 
the  University  of  the  South  at  Sewanee,  Tenn.,  from 
which  he  graduated  in  1904.  He  practiced  for 
some  years  in  Isle  of  Wight  County,  Virginia,  and 
moved  to  Ferrum  about  a year  ago.  His  wife  and 
a son  survive  him. 

Mr.  Edgar  Sydenstricker, 

Widely  known  as  a consultant  in  public  health 
and  as  the  author  of  treatises  on  economic  problems, 
died  at  a hospital  in  New  York  City  on  March  19th. 
Since  1928,  he  had  been  director  of  research  for  the 
Milbank  Memorial  Fund,  New  York  City.  He  is 
well  remembered  by  Virginia  doctors  as  having  taken 
part  in  the  discussion  on  Medical  Economics  at  the 
meeting  of  the  Medical  Society  of  Virginia  in  .\lex- 
andria  in  1934. 
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THE  PHILADELPHIA  COUNTY 
MEDICAL  SOCIETY 


announces  a 


to  be  held  at  the 

BELLEVUE-STRATFORD  HOTEL 
in 

PHILADELPHIA 

APRIL  20  to  24,  1936 


i 


i 

i 

i 


A program  of  great  interest  to  the  members  of  the 
profession,  particularly  those  in  general  practice  has 
been  prepared. 

The  lecturers  have  been  selected  from  the  foremost 
teachers  in  this  great  medical  center. 

Arrangements  have  been  made  with  all  railroads  for 
special  rates.  Consult  your  railroad  agent  or  write 


1 For  complete  program  and  further  information  address  | 

I The  Philadelphia  County  Medical  Society  j 

I POST  GRADUATE  INSTITUTE  ! 

j TWENTYTIRST  AND  SPRUCE  STREETS  j 

i PHILADELPHIA,  PA.  1 

i I 

I I 
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BILE  SALTS,  FAIRCHILD 

SODIUM  GLYCOCHOLATE  AND  TAUROCHOLATE 

In  native  association  as  separated  from  fresh  ox-gall 

''Owing  to  the  fact  of  their  ready  secretion  by 
the  liver  cells  bile  salts  are  the  most  reliable 
chologogues  with  which  we  are  acquainted.'' 

Starling 

'*  Powder,  in  ^ oz.  and  1 oz.  vials 


Literature  on  BILE  SALTS,  FAIRCHILD,  sent  upon  request 

FAIRCHILD  BROS.  & FOSTER 

NEW  YORK 


UNIVERSAL  GLOLI7E  INFRA  RED  LAMP 


Uenversail  Glolite 
lefra  Red  Lamp 

Warranted  85  Per  Cent. 
Greater  Energy  Output  Per 
Current  Intake  Th.an  Any 
Other  Type  Generator  By 
Xew  York  Testing  Labora- 
tories. 


W.  O.  HESTER,  Representative 

A.  S.  ALOE  COMPANY 

Write  for  Detailed  Information 

Office — 3122  W.  Grace  St.,  Richmond,  Va. 

E.  J.  McENANY,  Norfolk  Dist.  Rep. 

345  Mt.  Vernon  .Avenue  Ports.mouth,  Va. 
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Loose  Stools  in  Infants 

require  extra  diapering  and  inconvenience  the  mother 

Clinically,  loose  stools  are  accompanied  by  a dehydration  which,  when  excessive  or 
long  continued,  interferes  with  the  baby’s  normal  gain.  A long- continued  depletion 
of  water  is  serious,  since  “the  fluid  requirements  of  an  infant  are  tremendous.  A 
normal  infant  15  pounds  in  weight  will  frequently  excrete  as  much  as  one  litre  of 
urine  per  day.  A negative  water  balance  for  more  than  a very  short  period  is  incom- 
patible with  life.”  (Brown  and  Tisdall) 

Moreover,  when  the  condition  is  superimposed  by  chance  infection,  the  delicate  bal- 
ance may  be  seriously  upset,  since  the  infant’s  reserves  have  already  been  drawn 
upon,  so  that  resistance  to  infection  and  dangerous  forms  of  diarrhea  may  be  too  low 
for  safety.  Every  physician  dreads  diarrhea,  which  Holt  and  McIntosh  call  “the 
commonest  ailment  of  infants  in  the  summer  months.” 

If  you  have  a large  incidence  of  loose  stools 
in  your  pediatric  practice — 

TRY  CHANGING  TO  A DEXTRI-MALTOSE  FORMULA 

When  requesting  samples  of  Dextri-Maltose  please  enclose  professional  card  to  cooperate  in  preventing  their  reaching  unathorized  persons. 

Mead  Johnson  ly  Company,  Evansville,  Indiana,  U.  S.  A. 


chemotherapeutic  agents  of  the  highest 
quality  available  should  he  employed. 
Merck  & Co.  Inc.  has  attained  an 
enviable  reputation  as  a manufacturer 
of  fine  chemicals  through  many  years 
of  service  to  the  medical  profession. 


ARSPHENAMINE  MERCK  ★ NEO-ARSPHENAMINE  MERCK 
SULPHARSPHENAMINE  MERCK  ★ BISMOSOL 
TRYPARSAMIDE  MERCK 

(for  neurosyphilis) 

Lilerature  on  any  one  or  all  of  ihese  products  may  be  obtained  from 

L/IERCK  & CO.  Inc.  Manufacturing  chemists  N.  J. 
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CANCER  CONTROL.* 


Wright  Clarkson,  M.  D., 
and 

Allen  Barker,  M.  D., 

Petersburg,  Va. 


The  attitude  of  hopelessness  in  regard  to  cancer 
held  by  a large  percentage  of  our  physicians  con- 
stitutes one  of  the  chief  stumbling  blocks  on  the 
road  to  successful  cancer  control.  Not  many  years 
ago  this  same  pessimism  was  felt  in  regard  to  the 
cure  of  tuberculosis,  but  various  organizations  were 
formed  and  special  clinics  were  established  with 
the  result  that  this  disease  has  dropped  from  the 
first  place  on  the  mortality  list  in  1911  to  the  sixth 
place  in  1928. 

There  is  little  doubt  that  the  present  cancer  death 
rate  will  likewise  be  greatly  lowered  if  family  phy- 
sicians will  learn  more  about  cancer  and  will  pass 
this  information  on  to  the  laity,  and  if  they  will 
refer  cancer  cases  only  to  those  physicians  who 
have  adequate  equipment  and  training  in  this  highly 
specialized  field  of  medicine. 

Certain  families  seem  to  inherit  a predisposition 
to  cancer  but  this  does  not  mean  that  members  of 
these  families  must  succumb  to  it.  In  fact,  the  feel- 
ing of  despair  on  the  part  of  physicians  and  the 
laity  in  regard  to  cancer  is  not  justified,  for  while 
there  are  many  phases  of  the  problem  which  have 
not  been  solved,  cancer,  generally  speaking,  is  a 
curable  disease. 

The  majority  of  cancers  begin  in  a location  where 
they  can  be  detected  in  an  early  stage  provided  a 
careful  search  is  made,  and,  what  is  more  impor- 
tant, cancer  usually,  if  not  always,  is  local  in  its 
origin.  If  the  growth  is  completely  destroyed  before 
it  becomes  disseminated  in  the  body,  the  patient  is 
cured,  certainly,  in  so  far  as  that  particular  neo- 
plasm is  concerned,  and  we  know  that  a very  large 

•Read  before  the  sixty-sixth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Norfolk,  October  15- 
17,  1936. 


percentage  of  these  patients  never  develop  cancer 
again. 

We  must  be  conservative  in  our  claims,  but  we 
cannot  accurately  deny  the  essential  truth  of  the 
preceding  statements,  nor  should  we  through  false 
pride  try  to  protect  ourselves  as  physicians  to  the 
extent  of  causing  needless  sacrifice  of  human  life. 
No  one  will  deny  the  fact  that  diphtheria  is  curable, 
but  if  the  treatment  is  delayed,  or  if  it  is  improper 
and  inadequate,  the  patient  is  likely  to  succumb  to 
the  disease;  and  this  is  equally  true  of  cancer. 
Fortunately,  however,  the  diagnosis  and  treatment 
of  diphtheria  is  comparatively  simple,  while  the 
diagnosis  and  treatment  of  cancer  is  extremely  com- 
plex. 

Referring  to  the  treatment  of  cancer,  Ewing^  makes 
the  following  statement:  “The  time  is  past  when 
the  mere  ability  to  perform  the  standard  surgical 
operation  justifies  the  surgeon  in  undertaking  the 
treatment  of  most  forms  of  cancer.  This  fact  may 
be  emphasized  by  the  report  that  the  average  opera- 
tive mortality  for  rectal  cancer  in  nineteen  American 
cities  of  a population  of  about  100,000  is  45  per 
cent  while  the  mortality  of  many  specialists  is  only 
5 to  10  per  cent.” 

Ewing^  also  says : “The  modem  clinical  diagnosis 
of  neoplastic  diseases  now  involves  so  many  tests, 
procedures,  instrumentations,  requiring  skill  in  per- 
formance and  experience  in  interpretation  as  to  fur- 
nish overwhelming  evidence  that  the  diagnosis  and 
treatment  of  cancer  is  a broad  medical  specialty, 
and  cannot  longer  be  regarded  as  the  avocation  of 
the  general  practitioner  or  even  of  the  unattached 
surgeon  or  radiologist.  This  view  has  long  been 
upheld  by  the  American  Society  for  the  Control  of 
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Cancer  and  it  has  virtually  been  adopted  by  the 
American  College  of  Surgeons.” 

Cancer  Institutes 

With  these  facts  clearly  established,  it  is  obvious 
that  every  state  in  the  union  should  have  a cancer 
institute,  or  special  cancer  hospital  with  a full  staff 
of  physicians  well  trained  in  the  various  special 
branches  of  cancer  work.  Such  an  institution  must 
necessarily  be  heavily  endowed  and  the  money  should 
come  from  private  subscriptions,  if  possible,  so  as 
to  avoid  political  influence. 

Independence  on  the  part  of  the  institute  is  highly 
desirable.  Pancoast,®  in  speaking  of  cancer  insti- 
tutes, says  that  “most  of  us  cannot  but  agree  that 
complete  university  control  is  often  undesirable.” 

The  director  of  the  institute  should  not  have  a 
“single  track  mind,”  but  he  should  do  what  is  best 
for  the  patient,  be  it  radiation  or  surgery,  or  a com- 
bination of  the  two.  Since  the  diagnosis  of  deep 
seated  malignancy  is  largely  a radiological  prob- 
lem, and  since  all  neoplasms  to  be  removed  sur- 
gically should  receive  pre-operative  irradiation,  and 
since  many  of  them  require  prolonged  irradiation 
following  the  operation,  it  seems  logical  for  a radio- 
logist to  be  at  the  head  of  such  an  institute;  but, 
regardless  of  his  specialty,  the  directing  head  should 
have  adequate  knowledge  of  the  advantages  and  dis- 
advantages of  the  operative  and  non-operative  meth- 
ods of  treating  neoplastic  diseases  and  a working 
knowledge  of  tumor  pathology  so  as  to  know  what 
method  or  combination  of  methods  will  give  the  best 
result  in  each  individual  case. 

The  equipment  necessary  for  the  proper  diag-  . 
nosis  and  treatment  of  cancer  is  so  complex  and  ex- 
pensive and  the  percentage  of  charity  cases  so  great 
as  to  make  it  almost  impossible  for  private  cancer 
clinics  to  exist.  Many  of  the  patients  are  old  and 
dependent  and  the  illness  caused  by  neoplasms  and 
the  treatment  is  often  prolonged  over  a period  of 
weeks  or  months.  During  this  time  the  patients  are 
often  unable  to  work,  and  a large  percentage  of 
them  require  hospitalization.  In  fact,  no  other  dis- 
ease requires  such  costly  and  complex  methods  of 
diagnosis  and  treatment.  Thus  the  cancer  institute 
with  a heavy  endowment  becomes  absolutely  essential 
to  successful  cancer  control. 

The  cancer  institute  is  not  only  an  ideal  place 
for  the  care  of  patients  with  neoplasms,  but  for  can- 


cer research  as  well.  By  co-ordinating  these  two 
activities  much  duplication  of  effort  can  be  avoided 
and  money  can  be  spent  to  a greater  advantage. 

Such  an  institution  should  give  freely  of  its  facil- 
ities to  all  well-organized  cancer  services  and  par- 
ticularly to  smaller  clinics  doing  limited  cancer 
work  in  general  hospitals,  and  through  the  efforts 
of  our  national  medical  organizations  all  hospitals 
should  be  limited  to  the  care  of  such  cases  of 
malignancy  as  they  are  adequately  equipped  to 
handle. 

Better  Cancer  Statistics 

Many  other  factors  are  essential  for  successful 
cancer  control,  among  them  the  proper  registration 
of  all  cancer  cases  by  State  Boards  of  Health,  and 
the  establishment  of  some  uniform  method  of  record- 
ing cancer  statistics  which  is  essential  in  order  that 
we  may  more  accurately  determine  what  method,  or 
combination  of  methods,  will  give  the  best  results 
in  the  treatment  of  the  various  types  of  malignancy. 

Lay  Education 

It  would  not  be  so  essential  for  lay  organiza- 
tions to  educate  the  public  in  regard  to  cancer  if 
physicians  would  do  their  full  duty  in  this  respect, 
but  physicians  should  not  overlook  the  fact  that  lay 
people  are  necessarily  concerned  in  the  prevention 
and  cure  of  cancer,  and  they  demand  sufficient 
knowledge  of  the  subject  to  enable  them  to  protect 
themselves  and  their  families.  The  work  in  this 
field  by  the  American  Society  for  the  Control  of 
Cancer  should  receive  the  full  support  of  our  pro- 
fession, for  this  organization  is  conservative,  scien- 
tific, and  impartial. 

Some  have  claimed  many  nervous  manifestations, 
or  cancer-phobias,  as  the  result  of  newspaper  pub- 
licity and  other  activities  of  this  and  other  organi- 
zations. The  answer  to  this  is  simple.  Without 
some  excitement  of  the  minds  of  people  we  cannot 
expect  fully  to  arouse  them  to  the  necessity  of  regular 
routine  examinations  and  to  other  proper  procedures 
for  the  prevention  and  early  detection  of  neoplastic 
diseases.  After  all,  it  must  be  conceded  that  it  is 
much  easier  to  cure  a case  of  hysteria  than  one  of 
advanced  cancer. 

At  the  present  time  there  are  approximately  two 
million  women  in  America  banded  together  through 
the  General  Federation  of  Womens’  Clubs  taking  as 
one  of  their  chief  objectives  a program  of  educa- 
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tion  on  the  subject  of  cancer  of  the  breast  and  uterus. 
This  organized  effort  on  the  part  of  women  in  Amer- 
ica deserves  our  whole-hearted  support,  and  it  will 
probably  receive  the  full  cooperation  of  physicians 
and  the  laity. 

The  Referring  Physician 

All  who  are  interested  in  reducing  the  mortality 
from  cancer  realize  that  the  successful  promotion  of 
this  work  is  largely  dependent  upon  the  securing 
of  the  full  cooperation  of  the  family  physician. 

Physicians,  as  a class,  are  willing  to  cooperate  in 
any  organized  movement  that  they  honestly  believe 
will  reduce  the  mortality  rate  of  the  disease  in  ques- 
tion. The  lack  of  the  proper  spirit  of  cooperation 
on  the  part  of  some  in  the  present  movement  to  re- 
duce the  mortality  rate  of  cancer  has  been  due  to 
misinformation  or  a lack  of  information.  Young 
men  are  being  graduated  from  our  colleges  yearly 
with  comparatively  little  training  in  the  early  diag- 
nosis, prevention,  and  treatment  of  cancer.  They 
have  not  been  taught  to  look  upon  every  cancer  case 
as  an  emergency.  They  have  not  been  adequately 
impressed  with  the  fact  that  cancer  rarely  kills  by 
direct  extention  but  by  metastases,  and  that  metas- 
tases  may  be  caused  by  forceful  manipulations  dur- 
ing the  examinations  of  the  attending  physician. 
They  do  not  seem  to  realize  the  value  of  pre-opera- 
tive irradiation  or  the  fact  that  neoplasms  become 
radio-resistant  when  irradiated  inadequately  and 
that  the  malady  is  thereby  rendered  hopeless  in  prac- 
tically all  cases  of  deep-seated  malignancy. 

Those  of  us  who  graduated  long  ago  received  our 
diplomas  before  very  much  information  was  avail- 
able on  the  subject  of  cancer  and  unfortunately  few 
of  us  have  had  the  time  and  money  necessary  to  be- 
come well-informed  on  the  subject.  This  accounts 
for  the  fact  that  some  of  the  most  prominent  mem- 
bers of  our  profession  are  disseminating  malignancy 
by  removing  lymph  glands  without  pre-operative  ir- 
radiation, by  enucleating  primary  malignant  tumors 
in  their  offices,  by  treating  cancer  of  the  cervix  with 
• small  amounts  of  radium  element  and  without  ex- 
ternal irradiation,  by  sticking  electric  needles  into 
malignant  moles,  and  by  using  many  other  highly 
improper  procedures,  to  the  detriment  of  their  pa- 
tients, and  with  the  resulting  high  mortality  rate 
from  cancer  each  year. 

We  need  better  dissemination  of  the  present 


knowledge  about  cancer  by  our  medical  colleges  and 
by  the  united  efforts  of  the  American  Medical  As- 
sociation, the  American  College  of  Surgeons,  and 
other  organizations  concerned  with  this  work. 

It  has  been  rightly  said  that  the  general  prac- 
titioner is  the  key  man  in  the  control  of  cancer,  and 
upon  him  depends  the  life  of  every  cancer  patient 
applying  to  him.  He  can  make  light  of  sudden  and 
persistent  gastric  distress,  or  cauterize  some  malig- 
nant ulcer  and  add  to  the  death  rate  of  cancer;  or 
he  can  examine  his  patients  carefully  and,  whenever 
proper  so  to  do,  give  them  advice  as  to  whom  to  con- 
sult. If  he  mistreats  a malignant  condition  and  the 
patient  becomes  hopeless,  he  has  to  suffer  the  ever- 
lasting abuse  of  the  family  for  his  negligence,  for 
the  laity  is  rapidly  learning  the  truth  about  cancer 
and  is  regularly  demanding  more  information.  On 
the  other  hand,  by  establishing  a regular  routine  of 
periodic  examinations  among  his  patients,  a phy- 
sician may  greatly  increase  his  own  personal  income 
and  at  the  same  time  save  hundreds  of  lives  by  caus- 
ing the  removal  of  pre-cancerous  conditions  and  by 
the  early  detection  and  proper  treatment  of  actual 
cancer. 

Perhaps,  the  most  discouraging  thing  today  in  the 
effort  to  reduce  the  mortality  rate  from  neoplastic 
diseases  is  the  fact  that  the  majority  of  physicians 
fail  to  recognize  these  conditions  until  it  is  too  late 
to  save  the  patient.  For  instance,  Simmons,"*  in  re- 
porting three  hundred  and  forty  cases  of  hopeless 
oral  cancer,  states  that  30  per  cent  of  these  patients 
gave  a history  of  receiving  poor  advice  from  the  first 
physicians  they  consulted,  and  Brokaw,^  in  making 
a study  of  a large  number  of  cases  of  malignancy, 
found  that  “the  greatest  single  cause  of  delay  be- 
tween consultation  and  correct  treatment  was  poor 
advice  given  by  the  attending  physician.”  This  is 
an  unfortunate  state  of  affairs  and  one  that  must  be 
corrected.  Physicians,  in  general,  desire  to  know 
more  about  the  recent  advances  in  cancer  research 
and  as  soon  as  this  knowledge  is  properly  dissemi- 
nated among  them  the  present  mortality  rate  is  go- 
ing to  be  materially  reduced. 
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Discussion 

Dr.  j.  Shelton  Horsley,  Richmond:  This  is  an  excel- 
lent paper.  Dr.  Clarkson  has  dealt  not  with  pleasing 
and  flattering  things,  but  with  facts,  and  is  driving  them 
home.  The  general  practitioner,  of  course,  is  the  key 
man.  The  radiologist  and  the  surgeon  also  make  mis- 
takes but  too  often  they  do  not  get  the  chance  to  do 
anything  if  the  patient  has  been  mistreated  or  sent  too 
late.  The  keynote  of  cancer  therapy  now  is  suspicion. 
A patient  comes  to  the  physician  with  a little  bleeding, 
supposedly  from  hemorrhoids,  for  example,  and  is  given 
a salve  and  not  even  a digital  examination  is  given. 
Later  he  comes  to  the  surgeon  with  cancer.  On  whom 
must  that  death  be  blamed?  Sir  James  Mackenzie  was 
so  impressed  with  the  beginnings  of  disease  that  later 
in  his  life  he  founded  an  institute  to  study  disease  in 
its  incipiency.  When  a patient  over  thirtj-five  years 
of  age  says  he  has  had  a little  indigestion  for  some 
time,  what  must  be  done?  Give  him  a little  soda  and 
rhubarb  and  let  it  go  at  that.  Of  course,  if  there  has 
been  some  indiscretion  in  diet,  that  should  be  corrected. 
But;  after  an  examination,  the  doctor  should  have  the 
patient  report  back  to  him  every  few  days,  and  if, 
after  correction  of  any  irregularities  of  diet  and  simple 
treatment,  the  patient  is  not  well  within  two  weeks,  there 
should  be  further  investigation.  That  patient  should 


then  be  sent  to  an  X-ray  man  in  gastro-intestinal  work. 
Such  a skilful  radiologist  can  make  a diagnosis  of  90 
per  cent  of  gastric  cancers  and  cancers  above  the  rectum. 

A disease  that  has  killed  128,000  people  in  one  year, 
as  cancer  did  in  the  United  States  in  1933,  should  not 
be  considered  casually.  The  deaths  from  cancers  have 
practically  doubled  in  the  last  thirty  years. 

The  danger  of  delay,  then,  is  obvious.  But  there  is 
also  danger  if  the  physician  attempts  to  do  things  that 
Dr.  Clarkson  so  well  brought  out,  such  as  trying  to 
shell  out  in  his  office  a little  growth  that  may  be  sus- 
picious. If  he  does  that  he  has  taken  away  the  last 
chance  that  patient  has.  Giving  massage,  rubbing  in 
ointment  or  salve  in  suspicious  bumps  is  also  dangerous. 
The  treating  of  moles  by  the  electric  needle  or  caustic 
paste,  if  that  particular  case  happens  to  be  a melanotic 
carcinoma,  dooms  that  patient.  I have  seen  all  too 
frequently  cases  of  cancer  of  the  breast  that  come  to 
me  inoperable,  and  we  have  found  out  the  patient  had 
incomplete  X-ray  treatment  elsewhere.  X-ray  treatment 
then  becomes  extremely  complicated,  for  the  disease,  as 
Dr.  Clarkson  says,  may  have  become  radio-resistant  from 
the  improper  X-ray  treatment. 

It  is  our  duty  to  make  the  public  afraid  of  cancer. 
If  you  do  not  obtain  a condition  of  cancer  fear,  educa- 
tion has  done  no  good.  That  is  certainly  true  in  other 
diseases.  When  we  had  much  typhoid  fever,  people 
become  frightened  when  they  had  a little  diarrhea  or 
felt  sick.  The  water  was  boiled  and  the  family  physi- 
cian called  in.  It  is  the  same  way  now  with  poliomye- 
litis. A wholesome  fear  of  any  disease  is  necessary  for 
an  early  diagnosis.  If  we  can  get  the  family  physi- 
cian to  recognize  the  importance  of  the  early  diagnosis 
of  the  proper  treatment  of  cancers,  thousands  of  lives 
can  be  saved. 


FACTORS  IN  MATERNAL  MORTALITY.* 


T.  J.  WlLLIAilS,  M.  D., 
University,  Va. 


The  maternal  mortality  rate,  which  has  occasioned 
so  much  criticism  of  the  medical  profession  both 
from  within  the  profession  and  from  the  laity,  is 
one  of  the  major  causes  of  death  in  females  between 
the  years  of  fifteen  to  forty-four,  causing  appro.xi- 
mately  8 to  10  per  cent  of  the  deaths  in  this  group. 
For  the  same  female  age  group,  tuberculosis  causes 
the  highest  percentage  of  all  the  deaths  (about  twice 
as  many  as  puerperal  conditions),  heart  disease  and 
malignant  tumors  each  account  for  appro.ximately 

•From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Virginia. 

Read  before  the  Norfolk  County  Medical  Society,  Nor- 
folk, Va.,  May  27,  1935. 


the  same  percentage,  w'hile  pneumonia  causes  a 
slightly  lower  percentage  than  the  puerperal  con- 
ditions. 

In  this  country  we  are  frequently  berated  because 
the  puerperal  mortality  rate  remains  about  the  high- 
est of  any  of  the  civilized  countries.  Attention  has 
frequently  been  called  to  the  differences  in  com-’ 
pilation  of  vital  statistics  in  the  various  countries. 
Emerson^  has  pointed  out  that  international  com- 
parisons are  misleading  and  in  the  present  state  of 
governmental  registrations  of  birth  and  death,  con- 
clusions should  not  be  offered  or  opinions  expressed 
implying  relative  excellence  in  the  obstetrical  serv- 
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ices  provided  for  national  population  groups.  Many 
factors  enter  into  the  differences  which  are  apparent 
between  the  mortalities  of  the  various  nations.  In  the 
first  place,  no  statistical  analyses  are  any  more 
accurate  than  the  original  source  from  which  the 
data  were  obtained.  It  is  well-known  how  inaccu- 
rate the  information  on  a death  certificate  may  be, 
so  that  more  accurate  and  correct  information  on 
death  certificates  would  render  the  statistical  tabu- 
lations made  from  them  more  significant.  Often 
more  than  one  condition  may  contribute  toward 
a death,  so  that  confusion  may  occur  between  the 
primary  and  secondary  causes.  The  assignment  of 
the  death  under  the  primarj'  and  secondary  causes 
is  often  done  differently  in  the  various  nations. 
Tandy^  has  recently  investigated  this  particular 
phase  of  the  problem  by  sending  a group  of  cer- 
tificates to  various  countries  for  assignment.  Of  six- 
teen countries  making  the  assignment,  only  Den- 
mark assigned  more  of  the  cases  to  the  puerperal 
group  than  the  United  States,  while  Australia,  New 
Zealand,  Netherlands,  and  Scotland  made  the  as- 
signments approximately  the  same  as  the  United 
States,  whereas  the  remaining  countries  assigned 
significantly  more  to  non-puerperal  groups.  Appar- 
ently, then,  applying  the  assignment  methods  of 
other  countries,  the  rate  in  the  United  States  would 
be  somewhat  lower,  although  the  relative  rate  is 
still  high  and  is  not  explained  solely  by  differences 
in  the  assignments  of  the  cause  of  death.  The  com- 
parability of  maternal  mortality  rates  is  affected  by 
the  completeness  of  reporting  births,  living  or  still, 
by  the  variations  in  definitions  of  a live  birth  or 
stillbirth,  and  by  the  number  of  children  born  in 
multiple  births.  The  racial  characteristics  and  the 
admixture  of  races  in  the  various  national  popula- 
tion groups  may  explain  in  some  degree  the  ap- 
parent differences  in  the  mortality  rates  of  the  va- 
rious nations.  In  our  own  country,  for  example,  the 
puerperal  mortality  rate  in  the  colored  race  is  al- 
most twice  that  in  the  white,  and  is  an  important 
factor  in  maintaining  our  present  rate.  The  high 
colored  death  rate  also  affords  an  explanation  for 
the  tendency  to  higher  rates  among  the  Southern 
States. 

Disregarding  the  aspersions  cast  upon  the  United 
States  because  of  its  unfavorable  comparison  in 
maternal  deaths  with  other  countries,  the  fact  still 
remains,  as  has  been  proven  by  the  federal  and 
municipal  studies,  that  six  to  eight  pregnant  women 
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die  for  every  1000  live  births.  This  rate  has  re- 
mained more  or  less  constant  for  years.  There  are 
certain  general  factors  which  enter  into  the  main- 
tenance of  this  constant  death  rate.  The  diminish- 
ing birth  rate  and  the  increasing  number  of  abor- 
tions are  undoubtedly  reflected  in  the  maternal  mor- 
tality rate.  Emerson^  intimates  that  the  declining 
birth  rate  is  the  most  significant  factor  in  the  main- 
tenance of  the  present  puerperal  death  rate.  Ap- 
parently the  main  cause  of  the  reduction  in  the  birth 
rate  is  the  parental  desire  among  the  upper  classes 
to  limit  the  size  of  the  family  for  more  successful 
competition  in  the  complex  social  and  economic 
existence  of  today.  The  increased  urbanization  of 
the  population  during  the  last  thirty  years  has 
played  a part  in  the  desire  to  re.strict  the  size  of 
the  family.  This  limitation  in  the  number  of  off- 
spring has  been  accomplished  chiefly  by. the  use  of 
various  contraceptive  methods  and  criminal  abor- 
tions. 

Incidently,  the  decline  in  the  birth  rate  is  of 
considerable  signficance  to  the  sociologists,  and  the 
rate  in  the  United  States  seems  to  be  steadily  declin- 
ing. It  is  generally  estimated  that  a birth  rate  of 
16.6  per  1000  persons  is  necessary  to  maintain  a 
stationary  population.  The  rate  in  1915  was  twenty- 
five  per  1000 — which  has  steadily  declined  until  in 
1932  it  was  17.4  which  is  dangerously  near  the 
maintenance  rate.  As  Litzenberg*  has  pointed  out, 
it  is  startling  to  realize  that  there  were  123,000 
fewer  babies  born  in  1932  than  in  1931.  It  may 
be  noted  that  the  birth  rate  as  published  in  the 
Philadelphia  survey^  for  1933  is  14.8  per  1000  per- 
sons for  that  city. 

The  decrease  in  the  number  of  births  to  the 
healthy  women,  obviously  reduces  the  total  number 
of  live  births,  and  so  tends  to  raise  the  ratio  of  ma- 
ternal deaths  to  live  births.  In  addition  a more 
significant  obstetrical  factor  is  present;  namely,  the 
maternal  risk  dependent  upon  the  parity  of  the  preg- 
nant woman.  The  greatest  death  risk  is  present 
in  women  with  the  first  pregnancy  and  labor  and 
in  those  with  large  numbers  of  previous  pregnancies. 
In  the  Philadelphia  survey  approximately  one-third 
of  the  fatal  cases  were  with  the  first  pregnancy. 
One  result  of  the  limitation  in  the  size  of  families 
is  the  relative  increase  in  primiparous  women  de- 
livered. In  Chicago,^  in  1933,  40  per  cent  of  the 
women  delivered  were  primiparous,  while  in  the  en- 
tire registration  area  in  1917,  the  percentage  of  first 
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born  children  was  twenty-seven,  whereas  in  1931, 
31.9  per  cent  of  the  children  were  first-born.  An 
important  consideration  is  the  relatively  older  age 
at  which  women  begin  bearing  children.  The  sur- 
veys show  that  the  years  from  twenty  to  twenty-five 
are  most  favorable  for  child-bearing  as  far  as  death 
risk  is  concerned,  and  from  twenty-five  years  onward 
the  maternal  mortality  rate  increases,  reaching  a 
ma.ximum  around  forty  years  and  over.  It  is  ap- 
parent then  that  the  relative  increase  in  the  num- 
ber of  first-born  children,  as  well  as  the  relatively 
greater  age  of  the  parturient  increases  the  chances  of 
mortality  and  thus  maintains  a high  death  rate. 

While  the  mortality  hazard  is  high  with  the  first 
pregnancy  and  diminishes  with  the  second  and  third, 
it  rises  again  with  the  fourth  and  mounts  steadily 
with  each  successive  pregnancy,  reaching  a ma.ximum 
from  the  tenth  pregnancy  on.  Among  the  poorly 
educated  portions  of  the  population,  particularly  in 
the  rural,  and  in  our  own  state  in  the  mountainous 
areas,  no  attempts  at  family  limitations  have  been 
made,  so  that  in  this  group  large  numbers  of  closely 
spaced  pregnancies  are  still  the  rule.  This  group 
with  their  higher  parities  is  important  in  the  main- 
tenance of  the  high  death  rate.  In  addition  to  the 
higher  parity  risk,  the  close  spacing  of  pregnancies 
increases  the  chances  of  mortality.  The  additional 
risk  in  too  frequent  pregnancies  has  been  brought 
out  in  the  Philadelphia  survey  in  this  countr}-  and 
was  commented  upon  in  the  British  report  and  in 
the  Madras®  report. 

.Abortions 

.\n  important  consideration  in  the  maternal  mor- 
tality rate  is  the  deaths  associated  with  abortions. 
There  is  at  times  some  confusion  as  to  the  assign- 
ment of  abortions  and  their  effect  on  the  puerperal 
mortality  figures.  Many  deaths  following  the  termi- 
nation of  a previable  pregnancy  are  classified  under 
some  title  other  than  abortion,  as  placenta  previa, 
ruptured  uterus,  embolus,  or  puerperal  all)uminuria 
and  convulsions,  all  taking  precedence  in  assignment 
over  abortions.  Deaths  certified  as  due  to  criminal 
abortion  are  assigned  under  homicide,  and  are  not 
included  in  puerperal  deaths,  although  self-induced 
abortions  are  assigned  to  puerperal  causes.  The 
small  number  certified  as  criminal  abortions  indi- 
cates that  many  fatal  abortions,  which  are  of  a 
criminal  nature,  are  not  so  certified,  and  are  re- 
flected in  the  high  percentage  of  deaths  assigned 


under  septic  abortions.  ^lany  abortions  are  ob- 
viously induced,  but  whether  by  the  patient  or  some 
other  individual  is  often  impossible  to  ascertain,  yet 
this  is  the  only  distinction  between  assignment  of 
these  deaths  to  homicide  or  abortions.  Eliminating 
those  deaths  classified  as  homicide  and  those  classi- 
fied under  the  other  puerperal  causes  of  death  which 
take  precedence  over  abortions,  one  is  still  left  with 
the  amazing  fact  that  approximately  one-fourth  of 
all  the  maternal  deaths  follow  abortions.  The  ac- 
tual percentage  would  be  still  higher  if  those  classi- 
fied as  homicide  and  those  classified  under  other 
puerperal  causes  were  included.  This  incidence 
of  about  25  per  cent  was  demonstrated  both  by  the 
FederaF  survey  of  fifteen  states  and  by  the  Phila- 
delphia sur\’ey.  Approximately  three-fourths  of  the 
deaths  associated  with  abortions  were  due  to  sepsis, 
and  deaths  due  to  septic  abortions  constituted  ap- 
proximately one-half  of  the  deaths  due  to  puerperal 
septicemia,  which,  when  including  septic  abortions, 
is  the  greatest  single  cause  of  maternal  mortality. 
It  is  obvious  then  that  abortion  is  one  of  the  big 
problems  to  be  attacked  if  any  appreciable  improve- 
ment in  the  maternal  mortality  is  to  be  shown.  It 
is  obviously  impossible  to  determine  the  number  of 
induced  abortions,  but  it  has  been  variously  esti- 
mated as  about  one  to  each  live  birth,  or  about  one 
of  every  two  or  three  pregnancies,  .\dair®  remarks 
that  it  is  not  at  all  improbable  that  there  are  from 
750,000  to  1,000,000  annually  in  the  United  States 
and  points  out  that  the  deaths  following  abortions 
have  tended  to  neutralize  the  decrease  in  maternal 
deaths  which  have  resulted  from  improved  obstetric 
practice.  It  is  apparent  that  the  desire  to  limit  the 
size  of  families,  even  by  measures  so  radical  as  the 
induction  of  abortion,  not  only  leads  to  a diminish- 
ing birth  rate,  but  also  to  an  increased  mortality 
rate. 

If  the  estimate  of  the  number  of  abortions  an- 
nually in  this  country  is  at  all  correct,  it  certainly 
indicates  that  prevention  of  ofi'spring,  limitations 
in  size  of  family  and  spacing  of  pregnancies  will  be 
secured,  even  at  such  a hazard  as  induced  abortion, 
and  surely  justifies  the  use  of  contraceptive  meas- 
ures, as  much  safer  procedures  than  induction  of 
abortion,  to  attain  these  desires. 

Prenat.al  Care 

In  all  of  the  maternal  mortality  studies  antenatal 
super\dsion  of  the  pregnant  woman  appears  to  be 
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significant  in  the  reduction  of  the  death  rate.  While 
it  will  by  no  means  prevent  all  of  the  catastrophies 
to  which  the  pregnant  and  parturient  w’oman  is  sub- 
ject, it  does  seem  to  be  a factor  commonly  lacking 
in  the  fatal  cases.  In  the  Federal  survey  54  per 
cent  of  the  fatal  cases  had  no  prenatal  examination 
by  a physician,  75  per  cent  had  either  poor  and 
inadequate  prenatal  care  or  none  at  all,  while  less 
than  1 per  cent  received  adequate  prenatal  care.  In 
the  Philadelphia  survey  approximately  56  per  cent 
received  either  inadequate  or  no  prenatal  care.  Nu- 
merous state  and  local  investigations  have  repeatedly 
substantiated  these  figures. 

Prenatal  care  to  be  reasonably  successful  should 
begin  in  the  second  month  of  pregnancy  with  a com- 
plete history  and  physical  examination,  pelvic  men- 
suration, blood  count  and  blood  Wassermann  reac- 
tion and  a weight  record.  Abnormal  findings  should 
be  evaluated  and  proper  treatment  instituted.  Ad- 
vice should  be  given  regarding  hygiene,  diet,  rest, 
exercise,  bowel  elimination  and  dental  care.  The 
weight  and  blood  pressure  should  be  recorded  and 
the  abdomen  and  urine  examined  monthly  during 
the  first  seven  months,  and  every  two  weeks  there- 
after, until  the  last  month,  when  weekly  observations 
are  advisable.  Other  and  more  frequent  examina- 
tions should  be  made  and  advice  given  as  indica- 
tions arise.  The  importance  of  examinations  early 
in  pregnancy  should  be  emphasized,  as  this  is  the 
time  to  detect  the  presence  of  those  conditions  which 
contra-indicate  the  continuation  of  the  pregnancy. 
That  this  type  of  care,  with  an  intelligent  interpre- 
tation of  the  findings  and  the  institution  of  the 
generally  accepted  advice  and  treatment  of  abnor- 
malities when  present,  would  reduce  the  maternal 
and  fetal  mortality,  is  evidenced  by  the  conclusions 
from  the  several  surveys. 

This  type  of  antenatal  supervision  unfortunately 
is  not  given  to  all  classes  of  our  population,  either 
because  of  cost,  distance,  or  lack  of  appreciation  of 
the  value  of  such  care  by  expectant  mothers  and 
perhaps  an  occasional  physician.  The  indigent  rural 
group  of  our  population  offers  a most  difficult  prob- 
lem and  to  educate  this  group  to  the  need  of  pre- 
natal care  and  to  the  appreciation  of  obstetrical 
hazards,  and  at  the  same  time  to  have  facilities  avail- 
able for  their  care,  seems  almost  impossible. 


Infection 

The  two  major  single  causes  of  maternal  deaths 
are  infection  and  toxemia.  In  Virginia,  either  of 
these  conditions  alone  causes  approximately  as  many 
deaths  as  all  of  the  other  puerperal  causes  together. 
If  there  were  no  deaths  in  this  State  due  to  these 
causes,  the  puerperal  mortality  rate  would  be  re- 
duced approximately  by  two-thirds.  It  would  seem 
that  any  attempt  to  reduce  the  mortalit}-  should  be 
directed  toward  the  prevention  and  treatment  of 
these  two  conditions.  Puerperal  septicemia,  includ- 
ing septic  abortions,  is  the  most  frequent  single 
cause  of  puerperal  deaths.  The  1929  revision  of 
the  International  List  of  Causes  of  Death  separates 
septic  abortion  from  puerperal  septicemia,  and  with 
this  segregation,  infection  ranks  second  to  puerperal 
albuminuria  and  eclampsia  as  a cause  of  death. 

Contamination  is  still  the  most  important  cause 
of  puerperal  infection,  although  trauma  in  the  birth 
canal,  auto-infection,  blood  loss,  and  immunity  and 
resistance  are  significant  factors,  while  the  virulence, 
diffusibility  and  specific  selective  influence  of  mi- 
crobes are  attributes  which  frequently  determine  the 
fate  of  the  infected  puerpera.  The  importance  of 
contamination  has  been  well  recognized  since  White, 
of  Manchester,  Gorden,  of  Aberdeen,  Holmes  in  Bos- 
ton, and  Semmelweiss  in  Vienna,  focused  the  atten- 
tion of  the  medical  profession  on  the  role  of  con- 
tagion in  puerperal  sepsis.  Autogenous  infection 
is  undoubtedly  a possibility,  as  instances  of  in- 
fection occur  in  which  there  were  neither  examina- 
tions, manipulations,  nor  visible  injury  to  the  pel- 
vic structures.  Secondary  factors  which  predispose 
to  infection  are  prolonged  labor,  pelvic  impaction 
with  devitalization  of  tissues,  general  exhaustion  and 
dehydration.  The  incidence  of  bacterial  invasion 
seems  proportionate  to  the  duration  of  time  between 
the  rupture  of  the  membranes  and  the  end  of  labor. 
Excessive  blood  loss  at  the  time  of  labor  tends  to 
lower  the  general  resistance  and  favors  the  devel- 
opment of  puerperal  infection.  Other  miscellaneous 
conditions  which  predispose  toward  infection  are 
prolapsed  cord  or  fetal  parts,  low  implantations  of 
the  placenta,  malpresentations,  retained  placental 
tissue,  and  lacerations  of  the  birth  canal.  In  the 
final  analysis  the  outcome  of  an  infection  is  de- 
termined by  the  immunity  and  resistance  of  the  in- 
dividual infected  and  the  virulence  of  the  infecting 
organism.  Many  of  the  physiologic  changes  dur- 
ing pregnancy  w’ould  seem  to  increase  the  individ- 


Virginia  Medical  Monthly 


[May, 


ual's  resistance,  while  practically  all  of  the  patho- 
logical conditions  which  may  appear  are  associated 
with  lowered  tissue  resistance  to  infection,  partic- 
ularly in  the  chronic  diseases  complicating  preg- 
nancy, in  toxemia,  and  in  hemorrhages  complicating 
pregnancy  and  labor. 

The  old  adage  that  “prevention  is  better  than 
cure”  is  well  exemplified  in  puerperal  infection. 
During  the  prenatal  period  efforts  should  be  made 
to  eliminate  any  foci  of  infection,  while  in  the  last 
six  weeks  of  pregnancy  sexual  intercourse  and  tub 
baths  should  be  forbidden,  and  vaginal  examina- 
tions should  then  be  done  only  under  aseptic  condi- 
tions. During  labor,  examinations  should  be  re- 
duced to  a minimum  compatible  with  an  intelligent 
conception  of  the  progress  of  labor,  and  vaginal 
examinations  should  be  done  only  with  strict  sur- 
gical asepsis.  Vaginal  instillation  of  an  antiseptic 
in  instances  of  long  labor  and  early  rupture  of 
membranes  is  w’orthy  of  trial.  The  late  Dr.  Polak 
spoke  of  the  eleven  sources  of  infection — “ten  fingers 
and  the  throat,”  so  that  attendants  particularly  with 
respirator)'  infections  should  wear  masks  covering 
the  mouth  and  nose.  Operative  procedures  should 
be  reduced  to  a minimum  and  executed  with  aseptic 
precautions,  while  after  delivery  every  effort  must 
be  made  to  prevent  cross  infections,  and  physicians 
and  nurses  coming  in  contact  with  infections  should 
be  cautious  in  attending  obstetrical  cases. 

In  the  Philadelphia  survey  septic  abortions  ac- 
counted for  22  per  cent  of  all  the  puerperal  deaths, 
and  a more  conservative  attitude  and  less  frequent 
curettage  in  infected  abortions  would  doubtless  im- 
prove the  results.  In  addition  to  s}'mptomatic  treat- 
ment, postural  drainage,  and  general  hygienic  meas- 
sures,  at  the  present  time  small  repeated  blood  trans- 
fusions seem  to  be  the  most  valuable  therapeutic 
measure  in  puerperal  infection.  Vaginal  douches 
and  curettage  of  the  uterus  should  ordinarily  be 
avoided  as  they  are  quite  apt  to  be  more  detrimental 
than  beneficial.  Operative  procedures  for  puerperal 
infection  should  be  confined  to  the  drainage  of  local- 
ized collections  of  pus,  which  ordinarily  do  not  oc- 
cur until  late  in  the  disease. 

Toxemia 

By  the  term  toxemia  of  pregnancy  one  refers  to 
those  conditions  occurring  in  the  latter  part  of  preg- 
nancy associated  with  hypertension,  albuminuria, 
edema  and  visual  disturbances  with  or  without  con- 


vulsions. Deaths  occuring  in  this  group  are  as- 
signed to  puerperal  albuminuria  and  eclampsia. 
This  group  accounts  for  approximately  20  to  25 
per  cent  of  the  puerperal  deaths  in  the  country 
as  a whole.  In  the  Philadelphia  survey  it  only  ac- 
counted for  about  12  per  cent,  while  in  the  State  of 
Virginia  prior  to  1933  it  caused  roughly  33  per  cent 
of  the  maternal  deaths.  It  is  gratifying  to  note  that 
in  1933  in  Virginia*  it  caused  25  per  cent  of  the 
deaths  which  is  about  the  average  for  the  entire 
country.  Incidently  the  total  puerperal  death  rate 
for  the  State  in  1933  was  6.2,  which,  with  the  1927 
rate  of  6.1,  are  the  lowest  rates  for  the  State  since 
1920.  The  percentage  mortality  due  to  puerperal 
albuminuria  suggests  that  portions  of  our  State 
population  for  one  reason  or  another  is  not  obtain- 
ing adequate  prenatal  care.  Antenatal  examina- 
tion of  blood  pressure  and  urine  and  weight  records 
often  indicate  the  appearance  of  a toxemia.  Pre- 
natal care  has  probably  not  appreciably  reduced  the 
incidence  of  toxemia,  but  it  has  permitted  the  de- 
tection of  toxemia  before  the  appearance  of  convul- 
sions, and,  by  a judicious  termination  of  pregnancy 
has  undoubtedly  saved  some  lives  which  otherw'ise 
may  have  been  lost. 

Examinations  early  in  pregnancy  will  often  re- 
veal the  presence  of  a complicating  hypertension 
and  nephritis,  and  temiination  at  that  time  may 
prevent  a serious  or  fatal  complication  in  the  latter 
months  of  pregnancy.  It  seems  fairly  certain  that 
pregnancy  with  nephritis  definitely  shortens  the  life 
expectancy  of  the  mother.  The  additional  metabolic 
strain  upon  the  maternal  organs  and  the  associated 
increase  in  the  amount  of  permanent  renal  damage 
is  avoided  by  an  early  termination  of  the  pregnancy, 
and  the  possibility  of  a shortened  life  expectancy  is 
thereby  lessened.  In  individuals  with  nephritis  the 
avoidance  of  future  pregnancy  is  just  as  important 
as  the  termination  of  the  immediate  pregnancy,  so 
that  the  use  of  contraceptives  or  operative  steriliza- 
tion is  indicated. 

A pregnant  woman  with  hypertension,  albumi- 
nuria, and  edema  should  be  hospitalized  and  if, 
with  dietar}'  limitation,  rest,  adequate  intestinal 
elimination  and  sedatives,  the  signs  and  s)Tnptoms 
get  progressively  worse,  the  pregnancy  should  be 
terminated  by  whatever  method  seems  most  advisable 
in  that  particular  instance.  After  the  appearance 
of  convulsions,  a conservative  method  of  treatment 
will  undoubtedly  save  the  most  lives  in  the  hands 
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of  the  average  physician.  It  seems  wiser  to  reserve 
Cesarean  section  for  those  instances  in  which  some 
other  factor  such  as  accidental  hemorrhage  or  pel- 
vic dystocia  indicates  abdominal  delivery  or  in  the 
treatment  of  the  occasional  case  of  pre-eclampsia  be- 
fore the  appearance  of  convulsions. 

It  is  reasonable  to  presume  that  adequate  intelli- 
gent prenatal  care  and  a judicious  management  of 
toxemic  patients  in  the  early  stages  of  the  complica- 
tion would  appreciably  reduce  the  maternal  deaths 
from  puerperal  albuminuria  and  eclampsia  in  this 
State  where  it  causes  about  one-third  to  one-fourth 
of  all  the  deaths,  whereas  in  the  country  as  a whole 
it  causes  about  a fifth,  and  in  the  city  of  Philadel- 
phia about  one-eighth.  It  is  not  intended  to  in- 
sinuate that  eclampsia  is  always  a preventable  con- 
dition, for  it  may  occur  even  with  normal  urine  and 
blood  pressure,  or  may  appear  suddenly  in  a fulmi- 
nating manner,  although  in  the  vast  majority  of 
instances  the  onset  is  sufficiently  gradual  to  permit 
detection  and  early  treatment. 

The  conditions  already  discussed,  abortions,  sep- 
sis, and  toxemia,  account  for  about  two-thirds  of 
the  maternal  deaths.  The  next  two  most  frecjuent 
causes  of  mortality  are  accidents  of  childbirth  and 
puerperal  hemorrhage — each  of  which  accounts  for 
about  10  per  cent  of  all  the  deaths.  The  remainder 
of  the  deaths  are  assigned  under  the  headings  of 
phlegmasia  alba  dolens,  embolus,  sudden  death  (5 
per  cent),  ectopic  gestation  (4  per  cent),  other 
toxemias  of  pregnancy  (4  per  cent)  and  accidents 
of  pregnancy  (1  per  cent), — each  accounting  for  5 
per  cent  or  less  of  the  deaths. 

Discussion 

It  seems  apparent  that  obstetric  mortality  could 
be  decreased,  but  that  it  can  be  entirely  eliminated 
is  too  utopian  for  even  the  most  optimistic.  Many 
of  the  causes  of  death  are  entirely  non-preventable 
and  unavoidable,  and  fatalities  will  occur  even  in 
the  most  ideal  surroundings  and  under  the  most 
expert  attention.  In  the  light  of  our  present  knowl- 
edge, infection  is  not  entirely  a preventable  disease 
and  at  times  occurs  under  conditions  which  seem 
clinically  normal. 

The  deaths  from  ectopic  gestation,  abortion,  and 
accidental  hemorrhage  seem  hardly  due  to  poor  ob- 
stetric practice,  yet  they  account  for  about  one- 
third  of  the  deaths.  Certain  of  the  accidents  of 
childbirth  (labor)  are  undoubtedly  preventable,  in 


that  they  represent  errors  in  judgment,  but  perfec- 
tion in  judgment  is  a quality  hardly  attributable  to 
mere  mortals.  In  reviewing  instances  of  fatalities 
and  grouping  them  as  preventable  and  non-prevent- 
able, the  old  axiom,  “hindsight  is  better  than  fore- 
sight,” must  he  remembered. 

There  has  been  much  popular  and  medical  propa- 
ganda for  a quick  and  easy  delivery,  painless 
childbirth,  often  at  an  appointed  time,  and  often 
at  the  expense  of  a safe  one.  This  has  resulted  in 
the  indiscriminate  use  of  numerous  analgesic  drugs 
and  agents  and  the  frequent  injudicious  resort  to 
operative  procedures.  The  physician  has  but  little 
control  over  many  phases  of  the  maternal  mortality 
problem,  but  he  should  employ  the  generally  ap- 
proved methods  of  prevention  and  treatment  and 
discontinue  those  methods  which  are  practically 
unanimously  condemned,  such  as,  for  example, 
vaginal  examinations  without  asepsis,  injudicious 
obstetrical  operations  in  improper  surroundings  and 
without  justifiable  indications,  forceps  operations 
and  breech  extractions  through  undilatcd  cervices, 
manual  dilatation  of  the  cervix  in  eclampsia  and 
placenta  previa  and  repeated  curettage  in  puerperal 
infection  and  septic  abortion.  Perhaps  the  wisest 
obstetrical  attitude  to  adopt  is  one  of  intelligent  con- 
servatism, accepting  Litzenberg’s®  definition  of  a true 
conservative  as  one  who  knows  how,  when,  and  par- 
ticularly when  not  to  be  radical.  Possibly  the  ad- 
vice which  Mr.  Shandy,  in  Lawrence  Sterne’s 
“Tristram  Shandy,”  gave  to  Dr.  Slop  may  even  still 
be  appropriate  to  us, — “Stay  thy  obstetric  hand,  re- 
turn it  safe  into  thy  bosom  to  keep  it  warm.” 

Summary 

1.  Several  factors  influence  the  comparability  of 
maternal  mortality  statistics  of  various  nations. 

2.  Some  conditions  which  at  present  tend  to 
maintain  a high  maternal  death  rate  are  the  dimin- 
ishing birth  rate,  the  increasing  number  of  abor- 
tions, the  relative  increase  in  the  number  of  primi- 
parous  women,  the  relatively  older  age  of  the  par- 
turients, and,  in  certain  groups  of  the  population, 
large  numbers  of  closely  spaced  pregnancies. 

3.  Deaths  associated  with  abortions  account  for 
approximately  one-fourth  of  the  maternal  deaths. 

4.  Antenatal  supervision  of  the  pregnant  woman 
tends  to  reduce  the  death  rate  and  is  often  lacking 
in  the  fatal  cases. 

5.  The  two  major  causes  of  maternal  deaths  are 
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infection  and  toxemia.  An  aseptic  technique  would 
no  doubt  reduce  the  deaths  from  infection,  while 
prenatal  care,  early  treatment  and  a judicious  termi- 
nation of  pregnancy  would  lessen  the  number  of 
fatalities  from  toxemia. 

6.  Accidents  of  childbirth  and  puerperal  hemor- 
rhage each  account  for  about  10  per  cent  of  the 
deaths,  while  a variety  of  conditions  account  for  the 
remainder. 

7.  Many  obstetrical  deaths  in  the  light  of  our 
present  knowledge  are  non-preventablc  and  unavoid- 
able and  are  not  necessarily  due  to  poor  obstetric 
practice. 

8.  Reasonable  conservatism  based  on  a knowl- 
edge of  physiological  principles  and  pathological 
conditions  is  without  doubt  the  wisest  obstetrical 
attitude  for  the  average  physician. 
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REMARKS  ON  THE  DIAGNOSIS  OF  CORONARY  THROMBOSIS.=*= 


Bl.antox  P.  Sew.ard,  A.  B.,  ^I.  D.,  F.  A.  C.  P., 

Roanoke,  Va. 


During  the  past  decade  information  concerning 
coronary  thrombosis  has  spread  so  rapidly  through 
the  profession  that  all  physicians  have  become 
familiar  with  its  clinical  manifestations,  and  are 
acutely  alive  to  the  recognition  of  this  frequently 
occurring  and  often  tragic  condition.  Ten  years 
ago  a consultant  more  frequently  suggested  the 
diagnosis;  today  a consultant  is  seldom  called  upon 
to  suggest  the  diagnosis.  Since  the  diagnosis  now 
seems  easy,  and  since  also  all  of  us  are  at  once 
inclined  to  attribute  almost  every  sudden,  severe 
pain  occurring  in  the  chest  of  a person  of  middle 
age  or  older  to  occlusion  of  a coronary  arter}’,  it 
seems  appropriate  to  call  attention  again  to  other 
diseases  that  may  give  a similar  clinical  picture.  It 
is  not  our  purpose  to  discuss  in  detail  the  differen- 
tial diagnosis  of  coronarj-  thrombosis;  we  wish  only 
to  mention  six  diseases  which  in  our  experience  have 
been  easily  confused  with  it.  Often  they  are  dis- 

*From  the  Medical  Department  of  the  Lewis-Gale 
Hospital. 

Read  before  the  sixty-sixth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Norfolk,  October  15- 
17,  1935. 


tinsuishable  from  coronary  thrombosis  only  with 
difficulty,  and  sometimes  not  until  autopsy  discloses 
the  real  state.  These  diseases  are  chronic  cholecy- 
stitis with  stones,  pulmonary-  emboli,  cardiac 
thrombi,  spontaneous  pneumothorax,  pericarditis, 
and  rupture  of  the  aorta  with  the  formation  of  a 
dissecting  aneurism.  How  closely  the  s\Tnptoms 
and  signs  sometimes  observed  in  any  one  of  these 
diseases  may  simulate  those  observed  in  the  usual 
case  of  coronary  thrombosis  may  better  be  empha- 
sized by  giving  summaries  of  case  records. 

I.  Chronic  Cholecystitis  with  Stones 

The  difficulty  of  differentiating  coronary  throm- 
bosis and  chronic  cholecy.stitis  with  stones  occasion- 
ally arises  even  though  the  similarity  of  the  s)Tnp- 
toms  has  often  been  discussed  and  is  generally  well 
known.  Sometimes  the  course  of  events  quickly 
dispels  uncertainty,  while  at  other  times  it  is  almost 
impossible  to  make  an  accurate  diagnosis  until  the 
patient  has  been  observed  over  a period  of  time  as 
in  the  following  case. 

Case  1.  A white  lady,  58  years  of  age,  was  ad- 
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mitted  to  the  hospital  in  March,  1929,  complain- 
ing of  weakness,  palpitation  and  pain  around  the 
heart.  She  stated  that  the  pain  which  she  had 
had  frequently  for.  two  months,  always  began  under 
the  sternum,  radiated  into  the  left  shoulder  and 
arm,  and  was  accompanied  with  a sensation  of  con- 
striction in  the  chest.  The  pain  was  induced  by 
exercise  and  readily  relieved  by  rest.  She  gave  a 
history  also  of  having  had  indigestion  for  several 
years,  gas  and  fullness  after  meals,  and  frequently 
a burning  sensation  in  the  epigastrium  that  was  re- 
lieved by  milk.  The  past  history  was  negative 
e.xcept  for  an  attack  of  gall-stone  colic  followed  by 
jaundice  twelve  years  previously,  and  of  influenza 
of  two  weeks’  duration  one  month  prior  to  the  on- 
set of  pain  in  the  chest. 

The  examination  revealed  the  following  findings: 
A well-nourished  woman  inclined  to  obesity,  hyper- 
trophied and  infected  tonsils,  increased  retrosternal 
dullness  and  transverse  diameter  of  the  heart  on 
percussion,  the  first  heart  sound  of  poor  quality, 
accentuation  of  the  aortic  second  sound,  a rate  of 
90  per  minute,  blood  pressure  148  systolic  and  90 
diastolic,  tenderness  in  the  right  hypochondrium  and 
also  in  the  right  lower  dorsal  region.  The  blood 
counts,  blood  urea,  and  urinalysis  were  normal.  The 
electrocardiogram  showed  left  axis  deviation.  The 
roentgen-ray  examination  of  the  chest  showed  a 
moderately  enlarged  heart  and  a slightly  dilated 
aorta.  The  cholecystogram  showed  a faint  outline 
of  the  gall-bladder,  and  a dense,  circumscribed 
shadow  suggestive  of  a gall-stone. 

Course  in  the  Hospital : During  the  first  ten 
days  the  patient’s  condition  remained  unchanged. 
The  pains  simulating  angina  pectoris  recurred  every 
day  or  two.  On  the  eleventh  day  she  complained 
of  pain  in  the  epiga.strium  and  under  the  lower 
part  of  the  sternum.  This  pain  persisted  through- 
out the  next  twenty-four  hours,  requiring  morphine 
several  times.  A few  hours  after  the  onset  of  the 
pain  the  temperature  arose  to  99.8°  F.,  the  pulse  rate 
to  110,  and  the  leucocytes  to  14,500.  On  the  fol- 
lowing day  a mass  was  palpable  in  the  right  hypo- 
chondrium. It  increased  rapidly  in  size  and  was 
soon  regarded  as  an  hydropsical  distention  of  the 
gall-bladder.  Under  local  anesthesia  the  abdomen 
was  opened;  the  gall-bladder,  greatly  distended  and 
gangrenous,  was  aspirated  and  opened,  several  large 
calculi  were  removed,  and  a drain  inserted.  The 


patient  recovered  satisfactorily  and  left  the  hospital 
one  month  later. 

Subsequent  Course:  After  leaving  the  hospital 
the  patient  continued  to  improve  for  six  months 
when  she  again  began  having  pains  simulating  an- 
gina pectoris.  These  pains  recurred  frequently  but 
were  usually  readily  relieved  by  the  inhalation  of 
amyl  nitrite;  occasionally  morphine  was  required. 
During  this  period  also  she  had  two  attacks  of  sud- 
den, severe  and  prolonged  pain  beneath  the  sternum 
and  in  the  epigastrium,  accompanied  with  other 
symptoms  and  signs  usually  observed  in  coronary 
thrombosis. 

In  the  year  following  recovery  from  what  ap- 
peared to  be  the  second  attack  of  coronary  throm- 
bosis the  patient  had  pain  in  the  chest  less  fre- 
quently, and  when  it  occurred  it  radiated,  accord- 
ing to  her  statement,  from  the  precordium  to  the 
gall-bladder  region  where  it  localized  instead  of 
radiating  to  the  shoulder  and  into  the  arm.  Not 
only  did  the  pain  occur  less  frequently,  but  there 
was  also  an  improvement  in  her  general  condition. 
Still  further  improvement  followed  the  removal  of 
the  tonsils.  The  gradual  improvement,  the  patient’s 
ability  to  withstand  exercise  more  comfortably,  the 
improvement  in  the  quality  of  the  heart  sounds, 
the  change  in  the  direction  in  which  the  pain  radi- 
ated, and  numerous  electrocardiograms  made  dur- 
ing the  three  and  one-half  years  the  patient  was 
under  observation,  none  of  which  showed  any  devia- 
tion from  the  normal  except  left  ventricular  pre- 
ponderance, raised  the  question  whether  any  of  the 
pains  in  the  chest  originated  in  the  heart.  Further 
observation  convinced  us  that  they  were  due  to 
gall-bladder  disease  rather  than  the  heart.  We 
then  proposed  removal  of  the  gall-bladder,  to  which 
the  patient  readily  consented.  After  two  weeks  of 
preliminary  treatment  a badly  diseased  gall-bladder, 
bound  down  by  adhesions  and  containing  many  cal- 
culi, was  removed.  Convalescence  was  uneventful. 
In  the  two  and  one-half  years  that  have  elapsed 
since  the  operation  the  patient  has  not  had  an 
attack  of  pain  simulating  either  angina  pectoris  or 
coronary  thrombosis.  According  to  her  statement, 
she  feels  better  than  at  any  time  in  ten  years. 

Comment:  While  it  is  well  known  that  gall- 
bladder disease  occasionally  causes  pain  simulating 
angina  pectoris  and  still  more  often  pain  simulat- 
ing that  of  coronary  thrombosis,  yet,  as  far  as  we 
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know,  it  rarely  causes  in  the  same  individual  pain 
which  frequently  is  typical  of  angina  pectoris  but 
on  other  occasions  is  typical  of  pain  due  to  occlu- 
sion of  a coronary  arter}'.  At  the  time  of  the  origi- 
nal examination  we  made  a diagnosis  of  cholecystitis 
with  stones,  and  also  of  m3’ocarditis  secondary  to 
coronary  sclerosis.  The  occurrence  later  of  two  at- 
tacks simulating  coronary  thrombosis  seemed  further 
evidence  in  favor  of  coronar}’  artery  disease.  The 
clinical  course  following  the  second  attack,  however, 
was  more  clearly  that  of  cholecystitis.  That  the 
patient  has  myocarditis  cannot  be  doubted,  still  it 
is  not  due,  as  far  as  we  can  tell,  to  coronary  artery 
disease.  We  believe  from  obser\’ation  over  a pro- 
longed period  of  time  that  the  myocarditis  is  due 
to  the  absorption  of  toxin  from  the  gall-bladder  and 
the  tonsils,  and  that  it  was  aggravated  by  the  in- 
fluenza. 

II.  Pulmonary  Emboli 

Pulmonary  emboli  occur  frequently  during  con- 
valescence from  operations,  burns,  and  fractures. 
Under  these  circumstances  pulmonary  emboli  are 
more  likely  to  be  the  cause  of  pain  in  the  chest, 
fever,  leucocytosis,  and  shock  than  coronary  throm- 
bosis. While  the  diagnosis  is  usually  easily  made, 
yet  in  some  instances  it  may  be  very  hard  to  make 
as  in  the  following  cases. 

Case  2.  A lady,  50  years  of  age,  was  operated 
upon  for  chronic  appendicitis,  a chronically  dis- 
eased appendix  being  removed.  A careful  exami- 
nation when  the  patient  was  first  seen  one  year 
previously  and  again  one  week  prior  to  the  opera- 
tion, revealed  no  evidence  of  disease  except  in  the' 
appendix.  After  the  operation  convalescence  pro- 
gressed uneventfully  until  the  sixteenth  day  when 
the  patient  suddenly  felt  pain  in  the  left  lower  chest 
anteriorly  and  in  the  left  shoulder.  Soon  she  com- 
plained of  a sensation  of  weight  on  the  chest,  and 
of  shortness  of  breath.  The  heart  rate  was  120  per 
minute,  and  the  sounds  were  distant.  Within  four 
hours  the  blood  pressure,  previously  within  the  nor- 
mal range,  had  dropped  to  106  systolic  and  60 
diastolic.  The  patient  had  an  ashen  appearance, 
and  she  was  greatly  prostrated.  Twelve  hours  later 
a rather  loud  friction  rub  was  heard  over  the  apex 
of  the  heart.  It  disappeared  in  six  or  eight  hours. 
Fine  rales  were  heard  in  the  bases  of  both  lungs, 
though  they  seemed  to  be  more  numerous  in  the  left 
base. 


For  a week  the  patient  continued  to  have  a sen- 
sation of  tightness  in  the  chest,  the  temperature 
fluctuated  from  one  to  two  degrees  above  the  nor- 
mal, and  the  pulse  rate  was  moderately  accelerated. 
On  the  twenty-fifth  day  after  the  operation  swelling 
of  the  leg  with  tenderness  in  the  groin  pointed  to 
thrombo-phlebitis.  The  swelling  gradually  sub- 
sided, the  mental  state  improved,  the  temperature 
and  the  pulse  rate  returned  to  the  normal,  and  the 
patient  left  the  hospital  in  good  condition  eleven 
weeks  after  the  operation. 

Comment:  Prior  to  the  time  when  the  leg  be- 
came swollen  and  tender  we  thought  the  patient  had 
coronary  thrombosis.  The  character  of  the  attack, 
the  appearance  of  the  patient,  the  fall  in  the  blood 
pressure,  the  increased  heart  rate,  and  the  friction 
rub  seemed  convincing.  On  the  other  hand,  upon 
hearing  about  the  illness  without  an  opportunity  to 
see  the  patient,  one  might  well  argue  for  pulmonary 
embolism.  The  sjTnptoms  and  course  of  events  dur- 
ing the  illness  were  topically  characteristic  of 
thrombo-phlebitis  with  pulmonary  embolism.  The 
diagnosis  of  pulmonary  embolism  would  have  been 
made  in  the  beginning  had  it  not  been  for  the  fric- 
tion rub  over  the  apex  of  the  heart.  After  seeing 
the  case  the  question  arose,  does  the  presence  of  a 
friction  rub  which  is  heard  over  the  apex  of  the 
heart  or  along  the  left  border  of  cardiac  dullness 
make  it  necessary  to  abandon  the  diagnosis  of  pul- 
monary embolism  with  infarction  when  other  signs 
and  symptoms  are  typical  of  the  condition?  We 
revolved  this  question  frequently  in  mind  until  the 
observation  of  a somewhat  similar  case  two  years 
later  convinced  us  that  a pleuro-pericardial  friction 
may  occur  with  infarction  of  the  lower  lobe  of  the 
lung  under  circumstances  in  which  the  possibility 
of  the  occurrence  of  coronary  occlusion  is  more  re- 
mote, if  not  indeed  beyond  reasonable  expectation. 
The  main  facts  about  the  second  case  are  as  fol- 
lows. 

Case  3.  \ man,  48  years  of  age,  had  suffered 

for  two  years  from  recurring  attacks  of  severe  pain 
in  the  upper  abdomen  which  were  diagnosed  as 
gall-stone  colic.  Under  conserv’ative  treatment  there 
was  no  improvement;  in  fact  the  attacks  came  on 
more  frequently.  The  patient  was  a large-sized, 
though  not  obese  man,  in  good  physical  condition. 
Two  and  one-half  weeks  after  the  removal  of  the 
gall-bladder,  which  contained  stones,  he  suddenly 
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felt  pain  near  the  heart  and  in  the  left  shoulder. 
The  pain  became  more  intense,  and  it  was  accom- 
panied by  a sensation  of  tightness  in  the  chest.  The 
temperature,  which  had  been  normal  for  five  days, 
arose  to  101°,  the  pulse  rate  to  120.  The  patient 
soon  became  cyanotic.  The  heart  sounds'  were  dis- 
tant, the  blood  pressure  one  hour  after  the  onset  of 
pain  was  110  systolic  and  60  diastolic.  The  next 
day  a loud  friction  rub  w'as  heard  over  the  apex 
of  the  heart.  On  the  second  day  the  friction  rub 
could  be  easily  heard  over  the  precordium  and  in 
the  axilla.  Later  in  the  day  we  elicited  signs  of 
consolidation  in  the  lower  lobe  of  the  lung.  In  the 
meantime  the  patient  had  coughed  rather  frequently 
and  had  expectorated  blood  several  times.  The 
diagnosis  of  pulmonary  embolism  followed  by  pneu- 
monia was  clear. 

Four  days  after  the  onset  of  pain  the  friction  rub 
disappeared.  From  that  time  the  jmtient  steadily 
improved.  Soon  after  he  began  walking  he  noticed 
swelling  in  the  calf  of  the  left  leg,  which,  however, 
was  easily  controlled  by  a pressure  bandage.  One 
year  later  he  was,  according  to  his  statement,  entirely 
well.  He  had  been  active  and  had  had  no  symp- 
toms suggestive  of  heart  disease.  On  examination 
the  heart  was  found  to  be  normal.  An  electro- 
cardiogram, like  those  made  while  he  was  in  the 
hospital,  showed  no  abnormality. 

Comment;  In  both  of  these  cases  the  intensity  of 
the  pleuro-pericardial  friction  rub  and  the  large  area 
over  which  it  was  heard  would  seem  to  have  been 
sufficient  to  differentiate  it  from  the  pericardial  fric- 
tion due  to  coronary  thrombosis.  When  a pericardial 
' friction  rub  is  heard  over  an  infarcted  area  of  heart 
muscle,  it  is  faint,  often  heard  with  difficulty,  well 
localized,  and  disappears  in  a few  hours. 

Although  pulmonary  embolism  occurs  more  often 
in  the  smaller  branches  of  the  pulmonary  artery, 
still  in  some  instances  a large  embolus  lodges  either 
in  the  trunk  of  the  artery  or  in  one  of  its  main 
branches,  causing  a high  degree  of  occlusion. 

Case  4.  On  May  23,  1935,  we  were  asked  to  see 
a man,  56  years  of  age,  who  was  thought  to  be  hav- 
ing a “heart  attack.”  He  had  been  in  the  hospital 
recuperating  from  fractures  of  the  right  clavicle, 
humerus,  and  six  ribs,  the  result  of  an  injury  re- 
ceived on  April  4.  Convalescence  had  progressed 
uneventfully  until  the  forty-ninth  day  when  he  sud- 
denly felt  fainty  while  walking  down  the  corridor. 


/ / 

He  was  immediately  put  to  bed.  When  we  saw  him 
a few  minutes  later  he  complained  of  a griping  pain 
beneath  the  upper  half  of  the  sternum  and  a feeling 
of  suffocation.  The  examination  revealed  frequent 
and  shallow  respirations,  marked  pallor  of  the  skin, 
cyanosis  of  the  finger-nails,  cold  hands  and  feet,  a 
small,  thready  pulse,  a heart  rate  of  150,  distant 
sounds,  and  blood  pressure  120  systolic  and  80 
diastolic.  The  brachial  arteries  were  not  specially 
sclerotic.  Obviously  the  man  was  quite  sick. 

One-fourth  grain  of  morphine  given  twice  during 
two  hours  partially  relieved  the  pain  and  enabled 
him  to  breathe  more  easily.  Three  hours  after  the 
onset  the  heart  rate  still  was  150,  the  quality  of  the 
sounds  was  fairly  good,  the  pulmonic  second  sound 
was  moderately  accentuated,  the  blood  pressure  was 
90  systolic  and  70  diastolic.  The  lungs  were  clear 
except  for  fine  rales  in  the  bases.  By  the  middle  of 
the  afternoon  the  patient’s  color  had  improved.  The 
temperature  had  risen  to  99.6°  F.,  and  the  leuco- 
cytes to  18,800.  The  electrocardiogram  made  at  this 
time  showed  a sino-auricular  rate  of  150,  a promi- 
nent S wave,  and  a slightly  low  origin  of  the  ST 
interval  in  Lead  III.  At  7 P.  M.,  ten  hours  after 
the  onset,  the  patient  was  comfortable,  the  heart  rate 
was  130,  the  quality  of  the  sounds  was  fairly  good, 
the  rhythm  was  regular,  the  blood  pressure  was  90 
systolic  and  74  diastolic.  Thirty  minutes  later  the 
patient  died.  Permission  for  an  autopsy  was  re- 
fused. 

Comment;  The  symptoms  and  signs  observed  in 
this  case  were  at  first  attributed  to  coronary  throm- 
bosis. Such  a diagnosis  would  seem  justified  in  view 
of  the  sudden  onset,  the  character  and  location  of 
the  pain,  the  falling  blood  pressure,  the  increased 
heart  rate  and  distant  sounds.  On  the  other  hand, 
there  is  the  history  of  an  injury  resulting  in  the 
fracture  of  several  bones  forty-nine  days  before  the 
occurrence  of  the  symptoms  and  signs  described,  and 
certain  electrocardiographic  changes,  which,  upon 
close  inspection,  were  found  to  be  different  from 
those  usually  associated  with  occlusion  of  a coronary 
artery.  These  changes  were  practically  identical 
with  those  described  recently  by  Paul  D.  ^\■hite^•  ^ 
in  the  electrocardiograms  of  his  patients  with  acute 
cor  pulmonale  or  dilatation  of  the  pulmonar}'  artery 
and  the  right  side  of  the  heart  with  or  without  fail- 
ure, resulting  from  great  obstruction  to  the  pul- 
monary circulation,  and  be.st  exemplified  by  mas- 
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sive  pulmonary  embolism.  We  believe  our  patient 
had  a massive  embolus  in  the  trunk  of  the  pul- 
monary arter}'  or  in  one  or  both  of  its  main  branches, 
causing  great  obstruction  to  the  pulmonary  circula- 
tion and  failure  of  the  right  side  of  the  heart. 

III.  C.^RDL^c  Thrombi 

Case  5.  On  March  6,  1934,  we  were  asked  to 
see  a colored  woman,  42  years  of  age,  who  was  suf- 
fering severe  pain  in  the  chest.  She  was  suddenly 
seized  with  substernal  pain  and  a sensation  of  con- 
striction in  the  chest  thirty  minutes  before  my  ex- 
amination twenty-three  days  after  the  reception  of 
first,  second,  and  third  degree  burns  on  the  left 
arm  and  hand,  and  on  both  lower  extremities.  The 
examination  revealed  a normal  blood  pressure,  a 
heart  rate  of  130,  distant  sounds,  gallop  rhythm, 
and  a moderate  degree  of  shock.  Morphine  given 
several  times  during  the  day  partially  relieved  the 
pain.  On  the  following  day  the  patient  still  had 
pain  and  difficulty  in  breathing.  Except  for  a low 
blood  pressure,  90  systolic  and  60  diastolic,  the 
physical  findings  were  the  same.  Forty  hours  after 
the  onset,  the  pain  became  agonizing,  and  death  oc- 
curred thirty  minutes  later. 

The  autopsy  revealed  a normal-size  heart  that 
had  stopped  in  systole.  The  right  auricle,  however, 
was  distended.  In  the  inferior  vena  cava  a dense, 
well-organized  thrombus  was  found,  beginning  about 
one  inch  from  the  entrance  of  the  vena  cava  into 
the  auricle.  The  thrombus  extended  through  the 
auricle  and  the  auriculo-ventricular  orifice,  almost 
completely  occluding  the  latter. 

Comment : Coronary  thrombosis  seemed  to  be  the 
only  reasonable  clinical  diagnosis  in  this  case.  On 
the  other  hand,  the  history  of  burns  followed  in 
twenty-three  days  by  pain  in  the  chest  should  have 
made  us  think  of  the  possibility  of  the  occurrence  of 
a massive  embolus  either  in  the  heart  or  in  the  large 
pulmonary  vessels. 

I\’.  Spontaneous  Pneumothor.ax 

S{x>ntaneous  pneumothorax  may  cause  symptoms 
resembling  closely  those  of  coronar)-  thrombosis  when 
the  opening  in  the  alveoli  and  in  the  visceral  pleura 
occurs  near  the  heart. 

Case  6.  During  the  night  of  June  10,  1929,  we 
were  called  to  see  a man,  47  years  of  age,  who  was 
suddenly  seized  with  pain  in  the  region  of  the  heart 
a few  minutes  after  retiring.  The  pain,  according 


to  his  description,  was  tearing  in  character  and  ac- 
companied with  difficulty  in  breathing,  and  a cough. 
Later  he  gave  the  history  of  being  easily  fatigued 
for  several  months,  of  palpitation  and  dyspnea  on 
e.xertion,  of  frequent  vertical  and  occipital  head- 
aches, and  of  susceptibility  to  colds. 

The  examination  revealed  a well-nourished  mid- 
dle-aged, apprehensive  man,  breathing  with  diffi- 
culty, cyanotic,  and  coughing  rather  frequently.  The 
pulse  was  rapid  and  feeble,  the  skin  cold  and 
clammy,  the  heart  sounds  were  distant,  the  rate  136, 
the  blood  pressure  was  110  systolic  and  70  diastolic. 
Obviously  the  patient  was  in  a state  of  shock.  One- 
fourth  grain  of  morphine  gave  partial  relief,  and 
still  further  relief  was  obtained  from  a si.xth  of  a 
grain  given  an  hour  later.  Two  hours  after  the 
onset  of  pain  the  heart  rate  was  120,  the  sounds 
were  distant,  the  blood  pressure  100  systolic  and 
60  diastolic,  the  respiratory  sounds  were  diminished 
in  intensity — in  fact,  almost  inaudible  in  the  lower 
lobe  of  the  left  lung — and  slightly  increased  in  the 
third  and  fourth  interspaces.  The  percussion  note 
was  tympanitic  over  the  left  lower  half  of  the  chest. 

Subsequent  Course:  The  patient  continued  to 
have  pain  under  the  sternum  and  in  the  precordium 
for  four  days,  although  after  recovering  from  shock 
he  had  little  difficulty  in  breathing.  Twenty  hours 
after  the  onset  of  pain  we  heard  a friction  rub 
somewhat  crunching  in  character  in  the  fourth  and 
fifth  interspaces  along  the  left  border  of  cardiac 
dullness.  The  temperature  was  100.2°  F.,  respira- 
tions 28,  and  the  pulse  115.  The  friction  rub  dis- 
appeared in  a few  hours,  .\lmost  as  soon  as  the 
pain  subsided  entirely  the  patient  stated  that  he 
felt  well.  While  the  pulse  rate  continued  to  be  j 

moderately  increased,’  yet  the  quality  of  the  sounds  | 

indicated  a good  muscle  element  of  the  first  heart 
sound.  In  a week  the  lower  lobe  of  the  lung  was 
aerating  well.  The  intensity  of  the  breath  sounds 
in  the  second  and  third  left  interspaces  was  increased. 
Three  weeks  after  the  occurrence  of  pain  a roentgen- 
ray  examination  of  the  chest  showed  evidences  of 
tuberculosis  in  the  second,  third,  and  fourth  inter- 
spaces. The  cardiac  shadow  was  normal  in  size. 

Comment:  In  this  case  the  manner  of  onset,  the 
character  of  the  pain,  the  distant  heart  sounds,  and 
shock  suggested  the  possibility  of  coronary  throm- 
bosis. Within  a few  hours  the  sj'mptoms  and  signs  ! 
indicated  pneumothorax,  although  the  friction  rub 
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still  caused  some  confusion,  especially  as  it  was  of 
short  duration  and  was  faintly  heard  in  the  area  in 
which  pericardial  friction  due  to  myocardial  infarc- 
tion is  usually  heard.  The  subsequent  clinical 
course  and  findings  indicated  that  the  patient  had 
tuberculosis  with  spontaneous  pneumothorax. 

V.  Pericarditis 

Severe  pain  beginning  suddenly  lieneath  the  up- 
j per  half  of  the  sternum  and  radiating  to  the  neck 
and  shoulder,  or  a dull  aching  pain  localized  be- 
neath the  lower  end  of  the  sternum  and  in  the  epi- 
gastrium, may  be  the  first  symptom  of  pericarditis. 
As  in  coronary  thrombosis,  the  pain  may  be  fol- 
lowed soon  by  fever,  leucocytosis,  difficulty  in 
breathing,  heart  sounds  of  poor  quality,  cyanosis, 
and  evidences  of  congestive  failure.  When  peri- 
carditis develops  suddenly  in  a person  of  middle 
age  or  older  it  may  be  easily  confused  with  coro- 
nary thrombosis. 

Case  7 . A medium-size  colored  man,  42  years 
of  age,  was  admitted  to  the  hospital  complaining 
of  pain  over  the  heart  and  beneath  the  upper  part 
of  the  sternum.  He  stated  that  the  pain,  which  was 
. tearing  in  character,  began  several  hours  earlier  while 
he  was  working  on  the  street.  He  obtained  some 
relief  by  lying  down  but  in  an  hour  or  two  it  be- 
came more  severe  and  radiated  to  the  neck  and 
shoulder.  His  past  histor}-  was  negative  except  for 
^ frequent  but  mild  attacks  of  sore  throat,  and  for 
pains  and  soreness  in  the  muscles  and  joints  of  short 
duration  several  times  in  the  preceding  fifteen  years. 
He  had  worked  as  a laborer  most  of  the  time  with- 
out having  any  symptoms  referable  to  the  heart. 

The  examination  revealed  infected  tonsils,  en- 
/ larged  glands  under  the  angles  of  the  jaws,  slight 
increase  in  the  transverse  diameter  of  the  heart,  a 
moderately  increased  heart  rate  with  an  occasional 
extrasystole,  distant  sounds,  accentuation  of  the  pul- 
monic second  sound,  a soft  systolic  murmur  at  the 
apex,  blood  pressure  110  systolic  and  60  diastolic, 
and  slight  tenderness  along  the  left  costal  margin. 
The  temperature  was  100.2°  F.,  the  respirations 
.10,  and  the  leucocytes  17,800. 

Course  in  the  Hospital : On  the  day  following 
his  admission  to  the  hospital  a moderately  loud  to 
and  fro  friction  rub  was  heard  in  the  third  and 
fourth  interspaces  to  the  left  of  the  sternum,  fading 
out  towards  the  apex.  The  pain  and  difficulty  in 
breathing  continued  almost  unabated  for  about 


thirty  hours,  after  which  the  patient  became  fairly 
comfortable.  The  friction  rub  disappeared  soon 
after  the  pain  diminished  in  intensity.  Almost  co- 
incident with  the  disappearance  of  the  friction  rub, 
the  heart  sounds  became  more  distant,  a galloj) 
rhythm  was  heard,  pulmonary  congestion  increased, 
and  fluid  accumulated  in  the  pleural  cavity.  Thora- 
centesis on  the  sixth  day  in  the  hospital  yielded 
,150  c.c.  of  turbid,  yellow  fluid.  The  patient  gradu- 
ally grew  worse  and  died  twelve  days  after  the  be- 
ginning of  his  illness. 

The  autopsy  showed  rheumatic  pericarditis,  about 
50  c.c.  of  turbid  fluid  in  the  pericardial  sac,  moder- 
ate hypertrophy  of  the  heart,  a few  small  vegeta- 
tions on  the  mitral  valves,  and  passive  congestion 
of  both  lungs  and  of  the  abdominal  viscera. 

Case  8.  A white  man,  55  years  of  age,  came  to 
the  office  complaining  of  shortness  of  breath.  He 
stated  that  although  he  had  not  felt  strong  for  sev- 
eral weeks,  he  had  continued  working.  Three  nights 
before  coming  to  the  office  he  returned  home  from 
a strenuous  trip,  and  an  hour  later  he  was  seized 
with  a dull,  aching  pain  under  the  lower  part  of 
the  sternum  and  in  the  epigastrium.  Soon  he  sent 
for  his  physician,  who,  according  to  his  statement, 
gave  him  two  hypodermics  of  morphine  within  two 
hours.  He  continued  to  have  some  pain  for  about 
ten  hours  when  it  subsided  entirely.  Thinking  he 
was  well  soon  after  the  pain  ceased,  he  went  to  his 
store,  but  in  a short  time  he  felt  very  weak  and 
began  having  shortness  of  breath.  This  s>Tnptom 
gradually  became  more  pronounced. 

He  gave  a history  also  of  having  had  a mild  sore 
throat  of  three  days’  duration  two  weeks  previously 
and  of  pneumonia  in  the  left  lung  one  year  previ- 
ously. 

The  examination  revealed  an  obese  man,  breath- 
ing with  difficulty,  infected  tonsils,  moist  rales  in 
the  bases  of  both  lungs,  moderate  enlargement  of 
the  heart,  a rate  of  95,  very  distant  sounds,  accen- 
tuation of  the  basal  second  sounds  particularly  the 
pulmonic,  gallop  rhythm,  blood  pressure  138  sys- 
tolic and  86  diastolic,  moderate  enlargement  of  the 
liver,  and  hypertrophy  of  the  prostate  gland.  The 
electrocardiogram  showed  changes  similar  to  those 
that  occur  in  coronary  thrombosis. 

Course  in  the  Hospital : The  patient  was  im- 
mediately hospitalized  and  the  treatment  for  cardiac 
decompensation  instituted.  On  the  second  day  the 
area  of  cardiac  dullness  was  found  to  have  increa.sed, 
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the  transverse  diameter  measuring  18  cm.  to  the 
left  and  6 cm.  to  the  right  of  the  midline,  the  heart 
sounds  were  almost  inaudible;  the  blood  pressure 
was  106  systolic  and  70  diastolic.  Dullness  and 
marked  diminution  of  the  intensity  of  the  breath 
sounds  were  found  over  the  left  lobe  of  the  lung.  The 
roentgen-ray  examination  showed  a marked  en- 
largement of  the  heart,  the  appearance  of  the  shadow 
resembling  that  of  pericardial  effusion.  It  also 
showed  evidences  of  a small  amount  of  fluid  in  the 
left  pleural  cavity.  The  blood  urea  was  48  mgs. 
])er  100  c.c.  of  blood;  the  urinalysis  showed  a low’ 
specific  gravity,  albumin,  and  a few  hyaline  casts; 
the  leucocytes  numbered  15,600,  and  the  tempera- 
ture was  99.4°  F. 

Pericardicentesis  from  four  different  points  on  the 
fourth  day  failed  to  yield  fluid.  Thoracentesis 
yielded  about  200  c.c.  of  yellow  fluid.  Despite  all 
efforts  to  make  the  patient  comfortable,  he  became 
more  uncomfortable,  respirations  became  more  diffi- 
cult, and  he  died  on  the  seventh  day. 

The  anatomical  diagnosis  was  thickened  peri- 
cardium, pericarditis  with  sero-fibrinous  effusion- — 
about  60  C.C., — hypertrophied  heart,  a slight  degree 
of  sclerosis  of  the  coronary  arteries,  no  infarcts  or 
scars  in  the  myocardium,  left  pleural  effusion,  and 
passive  congestion  of  the  lungs  and  of  the  abdominal 
viscera. 

Comment : The  manner  of  onset  and  the  char- 
acter of  the  joain  in  both  cases  were  t\’pical  of  pain 
due  to  occlusion  of  a coronary  artery.  In  the  first 
case  it  became  apparent  on  the  second  and  third 
days  that  the  patient  had  pericarditis,  which,  in 
view  of  his  past  histor}’,  w’as  considered  to  be  rheu- 
matic in  origin.  In  the  second  case,  however,  the 
pain  seemed  much  more  likely  to  be  due  to  coro- 
nary thrombosis,  although  certain  signs  such  as  the 
very  distant  heart  sounds,  the  perceptible  increase  in 
the  area  of  cardiac  dullness  soon  after  the  patient 
came  under  observation,  and  the  silhouette  of  the 
heart  suggested  the  occurrence  of  pericarditis  with 
effusion.  \\'ithout  an  autopsy  it  would  have  been 
impossible  to  say  definitely  whether  the  patient  had 
pericarditis  with  effusion  or  coronary  thrombosis. 

\T.  Rupture  of  the  Aorta 

Several  instances  of  rupture  of  the  aorta  with 
the  formation  of  a dissecting  aneurism  have  been 
reported  in  recent  years,  and  in  the  majority  of 


cases  a diagnosis  of  coronary  thrombosis  was  made 
prior  to  death. 

Case  9.  A white  laborer,  63  years  of  age,  was 
seen  at  home  complaining  of  substernal  pain  which 
began  eighteen  hours  earlier  while  he  was  at  work. 
He  continued  w’orking  for  a short  time  when  the 
pain  because  so  tearing  in  character  that  he  was 
forced  to  rest.  Then  he  was  taken  home  and  put 
to  bed.  After  resting  for  a while  he  became  more 
comfortable,  the  pain  became  dull  aching  in  char- 
acter and  it  was  accompanied  with  a sensation  of 
tightness  in  the  chest.  This  was  not  sufficient,  how- 
ever, to  prevent  him  from  sleeping  at  short  inter- 
vals. The  next  morning  he  was  more  comfortable 
when  lying  still,  though  slight  exer+ion  such  as  mov- 
ing in  bed  increased  the  pain.  He  stated  that  he 
had  had  some  shortness  of  breath  and  momentary 
sensations  of  pressure  in  the  chest  following  much 
exertion  during  the  preceding  year. 

The  examination  revealed  a large-size  man  mod- 
erately cyanosed,  numerous  fine  rales  in  the  lower 
lobe  of  each  lung,  a moderate  increase  in  the  trans- 
verse diameter  of  the  heart  and  in  the  area  of 
supracardiac  dullness,  a heart  rate  of  90,  distant 
sounds,  an  occasional  extra  systole,  a soft  systolic 
murmur  at  the  apex,  accentuation  of  the  aortic 
second  sound,  moderate  arteriosclerosis  of  the  {peri- 
pheral arteries,  blood  pressure  180  systolic  and  96 
diastolic,  and  a slight  enlargement  of  the  liver. 

Subsequent  Course:  For  several  days  the  patient 
continued  to  have  the  sensation  of  tightness  and  the 
dull  aching  pain  which  at  frequent  intervals  became 
severe,  requiring  morphine.  He  was  given  digitalis 
and  kept  quiet 'in  bed.  After  a week  the  pain  had 
ceased,  the  symptoms, of  congestive  failure  had  im- 
proved, and  the  blood  pressure  had  dropped  to  150 
systolic  and  90  diastolic.  This  was  the  lowest  blood 
pressure  reading. 

Two  weeks  after  the  onset  of  the  jiain  the  pa- 
tient had  a recurrence  which  not  only  was  more 
severe  but  it  was  felt  over  the  eritire  jprecordium. 
One-half  a grain  of  morphine  given  at  once  and 
smaller  doses  repeated  at  frequent  intervals  par-  j 
tially  relieved  the  {lain.  The  heart  sounds,  which  j 
in  the  beginning  of  this  attack  could  be  heard  dis-  I 
tinctly,  became  more  and  more  indistinct,  the  rate  I 
increased,  the  rhythm  became  more  and  more  irreg-  |( 
ular,  the  aortic  second  sound  became  more  accen- 
tuated, the  blood  pressure  was  186  systolic  and  100 
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diastolic,  and  numerous  fine  rales  again  were  heard 
in  the  lower  lobes  of  the  lungs.  The  symptoms  and 
signs  of  congestive  failure  rapidly  increased,  and 
respirations  ceased  in  about  twenty-four  hours. 

The  autopsy  revealed  an  enlarged  heart,  moderate 
thickening  of  the  coronary  arteries,  dissecting 
aneurism  of  the  aorta  with  rupture  into  the  peri- 
cardium, hemopericardium,  and  congestion  of  the 
lungs  and  of  the  abdominal  viscera. 

Comment:  A tentative  diagnosis  of  myocardial 
insufficiency  secondary  to  coronary  thrombosis  was 
made  on  the  first  visit.  The  blood  pressure,  which 
continued  to  be  high  for  nearly  a week,  seemed  not 
to  be  in  keeping  with  the  diagnosis  of  thrombosis, 
for  in  this  condition  the  pressure  usually  drops 
within  a few  hours.  The  pressure  may  not  drop, 
however,  for  a day  or  two.  We  have  observed  two 
patients  whose  blood  pressures  remained  practically 
unchanged  for  two  days  after  the  occurrence  of  typ- 
ical attacks  of  coronary  thrombosis.  On  the  third 
day  it  was  found  to  be  below  the  normal  range  in 
both  patients.  It  is  interesting  to  note  in  the  case 
of  ruptured  aorta  that  no  reduction  in  the  pressure 
was  observed  until  the  symptoms  of  congestive  fail- 
ure had  improved.  Even  then  the  reading  was  in 
the  upper  limit  of  the  normal  range.  The  variation 
in  the  blood  pressure  in  this  instance,  as  in  the 
case  of  ruptured  aorta  discussed  by  Hamman,®  was 
like  that  often  observed  in  treating  patients  with 
myocardial  insufficiency.  Although  in  many  cases 
of  decompensation  the  pressure  is  higher  in  the  be- 
ginning, it  drops  as  compensation  is  re-established, 
whereas  in  coronary  thrombosis  the  pressure  usually 
drops  early  and  rises  later  as  the  functional  integrity 
of  the  myocardium  improves.  This  may  be  a help- 
ful point  as  Hamman  suggested  in  differentiating  rup- 
ture of  the  aorta  from  coronary  thrombosis  if  the  pa- 
tient does  not  succumb  immediately  to  the  accident. 

Conclusions 

After  listening  to  descriptions  of  these  episodes 
it  will  not  seem  far-fetched  to  say  they  resembled 
the  manifestations  of  coronary  thrombosis.  In  fact, 
the  resemblance  was  so  striking  that  our  first  thought 
was  occlusion  of  a coronary  artery.  Further  obser- 
vation led  us  to  change  the  tentative  diagnosis  in 
five  cases,  while  in  three  cases  the  diagnosis  was 
uncertain  until  autopsy  revealed  the  real  condition. 
In  the  other  case  the  changes  in  the  electrocardio- 


gram suggested  a disturbance  in  the  conduction  of 
the  impulse  for  contraction  more  like  that  due  to 
dysfunction  of  the  right  side  of  the  heart,  as  de- 
scribed by  White,  than  of  a disturbance  due  to  in- 
farction of  the  myocardium. 

Although  the  diagnosis  of  coronary  thrombosis  is 
easy  to  make  in  the  average  case,  still  as  other  dis- 
eases of  the  heart  and  also  diseases  of  the  lungs 
and  abdominal  viscera  may  cause  similar  symptoms 
and  signs,  much  difficulty  may  sometimes  be  en- 
countered in  differentiating  them.  In  these  diseases 
certain  leads  that  may  be  obtained  from  the  history 
and  certain  signs  that  may  develop  later  will  aid 
us  in  arriving  at  a diagnosis.  Unless  the  clinician 
bears  them  in  mind  coronary  thrombosis  ■will  some- 
times be  erroneously  diagnosed. 
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Discussion 

Dr.  J.  Edwin  Wood,  Jr.,  University:  Dr.  Seward’s 
choice  of  subject  is  timely.  Following  Herrick’s  popu- 
larization of  the  now  well-known  clinical  syndrome  of 
coronary  thrombosis,  many  hastened  to  discuss  this  strik- 
ing picture.  Too  few  have  commented  upon  the  fact 
that  other  conditions  may  reproduce  much  of  the  clini- 
cal picture  of  coronary  occlusion. 

Some  of  these  diseases  may  be  correctly  diagnosed  in 
time,  but  such  confusing  pictures  as  the  differential 
diagnosis  between  coronary  closure  and  ruptured  peptic 
ulcer  or  acute  gall-bladder  disease  require  immediate 
action  in  the  first  instance  and  conservative  judgment  in 
the  second.  The  fact  that  coronary  occlusion  may  closely 
simulate  either  of  the  last  named  abdominal  conditions 
is  generally  known.  That  pleurisy,  pulmonary  infarc- 
tion or  embolism  and  fibrinous  pericarditis  may  be  con- 
fused with  thrombosis  of  a coronary  vessel  is  less  well 
understood.  On  several  occasions  lately  we  have  been 
interested  to  note  electrocardiographic  changes  in  the 
rheumatic  pericarditis  of  young  people  strikingly  simi- 
lar to  those  found  in  coronary  occlusion.  This  is,  of 
course,  also  frequently  true  of  pericarditis  with  effusion. 
It  is  also  true  that  electrocardiographic  changes  not 
infrequently  prove  to  be  confusing  and  may  suggest 
coronary  occlusion  which  is  not  present. 

Dr.  Paul  D.  Camp,  Richmond:  I should  like  just  to 
make  a remark  on  quite  a rare  thing  which  I think  might 
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be  considered  in  the  differentiation  of  coronary  throm- 
bosis. When  I was  up  with  Paul  White  a few  years 
ago,  we  went  over  all  the  records  of  the  Massachusetts 
General  Hospital.  They  had  no  record  of  any  such 
cases  at  that  time.  A general  practitioner  sent  us  his 
records  of  one  case  and  the  other  three  cases  were 
private  patients  of  Dr.  White.  That  is  status  anginosus 
induced  bj'  paroxysmal  auricular  fibrillation  or  par- 
oxysmal tachycardia.  As  I said,  it  is  rare,  but  I think 
it  should  be  distinguished  from  other  attacks  of  pain, 
particularly  coronary  thrombosis.  The  points  in  favor 
of  the  diagnosis  are:  The  previous  history  of  angina 
pectoris,  of  previous  paroxysmal  tachycardia,  or  previous 
paroxysmal  fibrillation,  and  of  their  association;  the 
finding  of  a very  rapid  heart  rate  on  physical  examina- 
tion at  the  time  of  the  pain;  and  the  demonstration  of 
auricular  fibrillation,  auricular  flutter,  or  paroxysmal 
tachycardia  bj-  electrocardiogram  in  patients  during  the 
attack  of  substernal  oppression;  and  finally,  the  absence 
of  any  evidence  of  coronary  thrombosis  after  subsidence 
of  the  paroxysm  of  rapid  heart  action.  Of  course,  the 
course  of  the  illness  settled  the  diagnosis;  but  in  the 
study  of  these  cases  we  were  very  much  in  doubt  as  to 
what  was  going  on  and  did  not  really  know  until  the 
heart  had  returned  to  its  normal  rhythm.  In  these  cases 
nitroglycerin  is  ineffective.  Quinidine  sulphate  will 
sometimes  stop  an  attack.  The  prognosis  in  these  cases 
is  essentially  the  same  as  in  coronary  thrombosis,  be- 
cause obviously,  if  the  coronary  arteries  are  so  poor 
that  the  heart  cannot  go  that  fast  without  causing  severe 
pain,  the  outlook  for  life  is  not  very  good. 

Dr.  Richard  Masok,  The  Plains:  I have  listened  with 
a great  deal  of  interest  to  Dr.  Seward’s  paper  on  coro- 
nary thrombosis  and  to  the  discussion  of  it,  particularlv 
Dr.  Wood’s  discussion  of  it  as  being  simulated  by  some 
other  conditions.  I just  want  to  mention  a case  that  we 
had  a few  years  ago  that  illustrates  very  well  that  we 
might  make  a mistake  by  making  a hasty  diagnosis  and 
thereby  do  the  patient  great  injustice.  The  case  was  a 


man  who  died  suddenly  in  the  hunting  field.  We  have 
a great  fox-hunting  country  up  there.  This  man  was 
thrown  from  his  horse  and  was  dead,  apparently,  when 
he  hit  the  ground ; at  least  the  people  who  saw  the 
accident  thought  so.  They  called  me  out  there  and  I 
learned,  after  getting  there,  that  he  was  not  dead  when 
he  hit  the  ground.  Several  people  got  to  him  while 
he  was  still  breathing  and  his  pulse  still  going.  Twenty 
minutes  later,  when  I got  there,  he  was  dead.  The 
psychology  up  in  that  country  is  that  it  is  treason  to 
suggest  that  a man  ever  gets  seriously  hurt,  much  less 
killed,  in  the  fox-hunting  field.  That  is  the  chief  busi- 
ness up  there,  and  they  do  not  like  to  think  that  their 
sport  is  a dangerous  sport.  Two  or  three  of  the  ladies 
had  gotten  there  before  I did.  They  were  wringing  their 
hands  and  saying:  “Oh,  it  must  have  been  his  heart, 
Doctor;  don’t  you  think  it  was  his  heart?”  etc.  I did 
not  commit  myself,  because  I suspected  he  might  have 
accident  insurance  of  some  sort.  I went  back  and  found 
that  he  had  a large  life  insurance  policy  on  which  there 
was  a double  indemnity.  To  make  a long  story  short, 
when  the  family  claimed  the  double  indemnity,  the  life 
insurance  companj'  demanded  an  autopsy — two  weeks,  I 
think,  after  his  death  it  was.  I called  up  Dr.  O.  B. 
Hunter,  of  Washington,  to  represent  the  family  with  me, 
and  also  Dr.  M.  B.  Hiden,  our  surgeon.  The  company 
sent  up  their  man,  and  we  had  the  autopsy.  Autopsy 
on  the  heart  did  not  reveal  anything.  Naturally,  we 
thought  of  coronary  thrombosis,  but  there  was  no  in- 
dication that  there  was  any  coronary  thrombosis  or  any 
other  disease  of  the  heart.  Dr.  Hunter  finally  discovered 
that  he  had  a petechial  hemorrhage  into  the  cervical 
portion  of  the  spinal  cord,  and  his  diagnosis  was  that  the 
patient  died  of  respiratorj'  failure  caused  by  the  injury 
to  the  cervical  portion  of  the  spinal  cord  and  not  of 
heart  failure.  Now,  had  we  jumped  at  conclusions,  this 
man’s  family  might  have  lost  the  large  indemnity  on  his 
life.  The  moral  is  not  to  jump  at  the  conclusion,  in 
people  dying  suddenly,  that  they  died  of  coronary 
thrombosis  or  any  other  heart  disease.  They  might  die 
of  accident,  just  as  Dr.  Wood’s  case  did  on  the  train. 


CAESAREAN  SECTION  IN  RICHMOND,  VIRGINIA.* 


H.  Hudx.all  W.are,  Jr.,  M.  D.,  F.  A.  C.  S., 

Richmond,  Va. 


A study  of  all  Caesarean  sections  in  Richmond, 
during  five  years  (1927-1928-1929-1930  and  1931) 
showed  a total  of  127  operations  performed  in  seven 
hospitals.  Acknowledgment  is  hereby  made  of  the 
courtesy  extended  to  me  by  these  hospitals  in  per- 
mitting a study  of  their  case  records  and  a report 
of  same. 

•From  the  Department  of  Obstetrics,  Medical  College 
of  Virginia. 


Richmond  has  a population  of  approximately 
180,000  people.  About  50  p)er  cent  of  all  patients 
in  our  hospitals  are  non-residents  of  the  city.  They 
are  sent  in  from  the  rural  districts. 

The  indications  for  operation  are  shown  in  Table 
I.  Previous  Caesarean  section  is  given  as  the  pri- 
mary indication  in  only  five  cases,  but  nineteen 
(14.96  per  cent)  of  the  patients  had  previous  preg- 
nancies terminated  by  this  operation. 
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The  appendix  was  removed  at  the  time  of  Caesa- 
rean section  in  nine  cases.  No  deaths  occurred  in 
this  group,  but  seven  of  the  patients  were  septic 
after  operation  and  their  convalescence  was  pro- 
longed. Hysterectomy  was  performed  four  times, 
and  myomectomy  once.  Thirty-six  patients  were 
sterilized  by  some  type  of  operation  on  the  fallopian 
tubes. 


Table  I 

Indications  for  Caesarean  Section 

Cases 

Generally  contracted  pelvis  38 

Contracted  pelvis  13 

Funnel  pelvis  11 

Flat  rachitic  pelvis  9 

Generally  contracted  flat  pelvis 7 

Flat  pelvis  6 

Toxemia  of  pregnancy  6 

Eclampsia  5 

Former  Caesarean  section 5 

Placenta  previa  4 

Uterine  fibroids  3 

Uterine  inertia  3 

Cardiac  disease  2 

Ovarian  cyst  2 

Kyphosis  and  scoliosis  2 

Premature  separation  of  placenta  2 

Rigid  cervix  1 

Stenosis  of  cervix  following  amputation 1 

Chronic  nephritis  1 

Pyelo  nephritis  1 

Cardiac  disease  and  eclampsia  1 

Bandl’s  ring  1 

Contraction  ring,  twins,  attempted  version 1 

Contracted  pelvis  attempted  forceps  1 

Intestinal  obstruction  following  appendectomy 1 


Sixty-five  or  approximately  two-thirds  of  the  white 
patients  were  residents  of  Richmond,  and  thirty- 
three  or  one-third  of  the  white  patients  were  non- 
residents. 

Nineteen  Negro  patients  were  residents  of  Rich- 
mond, and  ten  Negro  patients  were  non-residents. 

Table  II 

Influence  of  Residence  of  Patient  on  Maternal  Mortality 


Following 

Caesarean 
Per  cent 

Section 

Per  cent 

Number 

Total 

Maternal 

This 

Resident  of 

Patients 

Patients 

Deaths 

Group 

Richmond 

84 

66.1 

4 

4.6 

Non-Resident 

43 

33.8 

4 

9.3 

Table  II  shows  that  one-third  of  the  patients  were 
non-residents,  and  two-thirds  of  all  the  maternal 
deaths  occurred  in  this  group.  By  per  cent  the 
maternal  mortality  rate  for  women  referred  to  Rich- 


mond was  double  the  rate  for  residents  of  the  city. 
This  partially  explains  the  mortality  rate  of  hos- 
pitals and  cities  as  compared  to  that  of  rural  dis- 
tricts. 

Table  III 

Type  of  Operation  in  127  Caesarean  Sections 


1927 

1928 

1929 

1930 

1931 

Total 

Classical 

High 

17 

25 

17 

12 

8 

79 

Classical 

Low 

1 

3 

8 

16 

28 

Low  Two 

Flap 

1 

1 

8 

10 

20 

Total 

Operations 

17 

27 

21 

28 

34 

127 

Four  classical  operations  were  followed  by  supra- 
cervical hysterectomy 

Table  III  shows  the  increase  in  the  low  Caesarean 
section  in  recent  years,  especially  the  low  cervical 
two  flap. 

The  absence  of  extra-peritoneal  and  Porro  op- 
erations is  conspicuous. 

Table  IV 

Influence  of  Race  on  Maternal  and  Fetal  Death  Rate 
Following  Caesarean  Section 


Number 

Patients 

Per  cent  Per  cent 

Total  Maternal  This 
Patients  Deaths  Group 

Still- 

births 

Per  cent 
This 
Group 

White 

98 

77.1 

3 

3.06 

2 

2.4 

Negro 

29 

22.8 

4 

13.77 

7 

24.13 

Total 

127 

100. 

7 

5.5 

9 

7.08 

The  influence  of  race  on  maternal  and  fetal  death 
rates  may  be  seen  in  Table  IV.  The  maternal  death 
rate  for  Negroes  was  greater  than  four  times  the 
rate  for  white  women.  An  important  factor  in  this 
may  be  the  indifference  of  Negro  women  to  pre- 
natal care  and  to  medical  care  at  the  time  of  de- 
livery. The  still-birth  rate  of  24.13  per  cent  for 
Negroes  as  compared  to  2.04  per  cent  for  white 
women  is  undoubtedly  due  to  the  frequency  of 
syphilis  in  Negroes  and  to  the  indifference  of  these 
women  to  physicians  and  hospitals  until  complica- 
tions have  appeared. 

In  several  cases  the  Caesarean  section  was  per- 
formed primarily  in  the  interest  of  the  mother  and 
these  patients  account  for  the  still-birth  rate  of  7.08 
per  cent. 

In  recent  years  the  advantages  of  the  low  two- 
flap  operation  have  been  stressed.  Table  V shows 
no  deaths  in  twenty  operations  of  this  type,  and  no 
deaths  in  twenty-eight  low  classical  Caesarean  sec- 
tions. The  histories  show  that  the  two  flap  opera- 
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tion  was  used  principally  in  those  cases  considered 
poor  risks  for  the  classical  type  of  operation.  Pcrro 
or  extra-peritoneal  operations  probably  should  have 
been  used  in  some  of  the  cases  delivered  by  classical 
Caesarean  section. 


Table  V 

Maternal  Mortality  and  Morbidity  Following  Caesarean 
Section  According  to  Type  of  Operation 


C 
i.  3 
a* 

^ a 

1*  X 

& 

Normal 

Temperature 

U ^ 

Septic 

Temperature 

Oi 

£ c >. 

« CS 

1..2 

i ”■- 

£ 

1..2 

3 C. 

3 o 

O X 

3 OJZ 

3 

il  X 

20 

ZQ 

2 ChH 

2 

a-H 

Classical 

High  79 

7 

8.8 

17  21.5 

62 

78.4 

Classical 

Low  28 

9 32.1 

19 

67.8 

Low 

Two 

Flap 

20 

10  50. 

10 

50. 

Total 

127 

7 

5.5 

36  28.34 

91 

(71.65) 

Any 

patient 

whose  temperature  reached  or 

exceeded 

100.4° 

F.  (38. 

° C.) 

in  two  different  days 

is  classified  as 

septic. 

Four 

patients 

reported  under 

high 

classical 

Caesarean  were  also  reported  under  supra-cervical  hys- 
terectomy. From  the  records  it  seems  probable  two  of 
these  were  actually  Porro  operations.  There  were  no 
deaths  in  this  group. 


Table  VI 

Relation  of  Duration  of  Labor  to  Maternal  Mortality  and 
Morbidity  Following  Caesarean  Section 


Per  cent  Number  Per  cent 
Number  Total  Septic  This 
Patients  Patients  Cases  Group 

Per  cent 
This 

Deaths  Group 

Not  in  labor 
prior  to 
operation 

67 

57.7 

51 

76.1 

1 

1.4 

In  labor  less 
than  12 
hours 

13 

10.2 

8 

61.5 

In  labor  12 
to  24  hours 

15 

11.8 

8 

53.5 

In  labor  24 
to  48  hours 

16 

12.5 

11 

68.7 

2 

12.5 

In  labor  48 
to  72  hours 

8 

6.2 

7 

89.5 

In  labor  72 
to  96  hours 

8 

6.2 

6 

75. 

4 

50. 

Table  VI 

shows 

an 

incidence  of 

1.4 

per  cent 

maternal  deaths  for 

women  not 

in  labor. 

and  3.65 

per  cent  for  women  in  labor  less  than  seventy-two 
hours.  Eight  women  were  in  labor  more  than  sev- 
enty-tw’o  hours  and  four,  or  50  per  cent,  of  these 
died.  The  high  mortality  in  this  group  raised  the 
death  rate  to  ten  per  cent  for  all  women  in  labor 
prior  to  Caesarean  section. 

Rupture  of  membranes  before  operation  is  an  im- 
portant factor  in  increasing  maternal  mortality. 


Table  VII 

Relation  of  Time  of  Rupture  of  Membranes  to  Maternal 
Mortality  and  Morbidity  Following  Caesarean 
Section 


Septic  Temperature  Deaths 
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Membranes 
not  ruptured 
prior  to 

operation  93 

73.1 

64 

69.8 

4 

4.3 

Membranes 
ruptured  less 
than  12 

hours  8 

6.2 

5 

62.5 

Membranes 
ruptured  12 
to  24  hours  5 

3.9 

3 

60. 

1 

20. 

Membranes 
ruptured  24 
to  48  hours  11 

8.6 

9 

81.8 

1 

9. 

Membranes 
ruptured  48 
to  72  hours 

Membranes 
ruptured  72 
to  96  hours  2 

1.5 

1 

50. 

Membranes 
ruptured, 
time  not 
stated  8 

6.2 

Table  YU  shows  a maternal  death  rate  of  4.3  per 
cent  for  women  with  membranes  intact  before  Caesa- 
rean section,  and  8.8  per  cent  for  those  whose  mem- 
branes ruptured  before  operation. 

Table  VIII 
Type  of  Anesthetic 


1927  1928 

1929 

1930 

1931 

Total 

Deaths 

Ether 

3 5 

1 

1 

1 

11 

1 

Nitrous  oxide, 
oxygen 

1 

1 

Nitrous  oxide, 
oxygen, 
ether 

7 14 

5 

2 

2 

30 

3 

Nitrous  oxide, 
oxygen, 
ethylene 

2 

2 

1 

7 

12 

Nitrous  oxide, 
oxygen, 
ethylene, 
ether 

2 3 

8 

6 

3 

22 

1 

Local 

2 2 



1 



5 



Local  and 
nitrous 
oxide, 
oxygen 

1 2 

1 

1 

5 

Spinal 



4 

16 

17 

37 

2 

Spinal, 

nitrous 

oxide, 

oxygen 

1 

3 

4 

Total 

17  27 

21 

28 

34 

127 

7 

The  increasing  popularity 

of 

spinal 

anesthesia 

mav  be  seen 

in  Table  VIII. 

The  number  of 

cases 
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is  too  limited  to  give  any  accurate  report  as  to  the 
relative  safety  of  the  different  anesthetics. 

Table  IX 

Births  in  Richmond  by  Years,  and  Incidence  of 


Caesarean 

Section 

1927 

1928 

1929 

1930 

1931 

Total  births 

4,043 

3,953 

3,810 

3,794 

3,613 

Number 

Caesarean 

sections 

17 

27 

21 

28 

34 

Per  cent 
Caesarean 
sections 
in  total 
deliveries 

0.42 

0.67 

0.55 

0.73 

0.94 

Maternal 

deaths 

following 

Caesarean 

section 

1 

2 

0 

3 

1 

Per  cent  of 
deaths  in 
Caesarean 
sections 

5.88 

7.40 

10.7 

2.9 

Table  IX  gives  the  incidence  of  Caesarean  section 
for  five  years.  Both  live-births  and  still-births  are 
included  under  total  births.  No  correction  has  been 
made  for  multiple  births.  While  the  total  number 
of  births  has  decreased,  the  number  of  Caesarean 
sections  has  increased  from  4.2  per  thousand  births 
in  1927  to  9.4  per  thousand  in  1931.  Approximately 
one-half  of  all  births  in  Richmond  are  hospital  cases. 
This  gives  an  average  incidence  of  Caesarean  sec- 
tion in  two  per  cent  of  the  hospital  deliveries  in 
1931. 

Maternal  Deaths — Abstracts  or  Histories 

1.  W.  R.*W.  Resident  of  Richmond.  Referred, 
white,  age  26  years,  gravida  1,  para  0.  Generally 
contracted  pelvis.  In  labor  36  hours;  membranes 
intact.  No  vaginal  examinations.  One  rectal  ex- 
amination. Classical  Caesarean  section,  general 
anesthesia  (nitrous  oxide,  oxygen  and  ether).  Died 
6th  day  post-operative.  Puerperal  sepsis  and  peri- 
tonitis. Baby  alive. 

2.  G.  C.  S.  Non-resident,  but  had  prenatal 
care  in  Richmond.  White,  age  37  years,  gravida  2, 
para  1,  former  delivery  from  below  after  five  days 
of  labor.  Flat  pelvis.  In  labor  24  hours.  Mem- 
branes intact.  One  vaginal  examination.  Six  rectal 
examinations.  Classical  Caesarean  section.  Spinal. 
Died  6th  day  post-operative.  Peritonitis.  Baby 
alive. 

3.  G.  P.  B.  Non-resident;  but  had  prenatal  care 


in  Richmond.  White,  age  25  years,  gravida  1,  para 
0.  Generally  contracted  rachitic  pelvis.  Not  in 
labor.  Membranes  intact.  One  vaginal  examina- 
tion. Classical  Caesarean  section,  general  anes- 
thesia (ethylene,  nitrous  oxide,  oxygen  and  ether). 
Peritonitis.  Baby  alive. 

4.  L.  A.  Resident,  but  had  no  prenatal  care. 
Negro,  age  21  years.  Gravida  1,  para  0.  Referred 
to  hospital  after  long  labor.  Generally  contracted 
pelvis,  chronic  nephritis.  In  labor  96  hours.  Mem- 
branes ruptured  96  hours.  One  vaginal  examina- 
tion, two  rectal  examinations.  Classical  Caesarean 
section,  general  anesthesia  (ether).  Died  two  hours 
after  operation.  Baby  still-bom. 

5.  E.  M.  Non-resident.  No  prenatal  care. 
Negro,  age  21  years,  gravida  1,  para  0.  Referred 
to  hospital  after  prolonged  labor.  Flat  pelvis, 
toxemia  of  pregnancy,  eclampsia.  In  labor  72  hours. 
Membranes  ruptured  20  hours.  No  vaginal  exami- 
nations, five  rectal  examinations.  Classical  Caesa- 
rean section,  general  anesthesia  (nitrous  oxide, 
oxygen  and  ether).  Peritonitis.  Baby  alive. 

6.  K.  C.  Non-resident,  Negro.  No  prenatal 
care.  Age  15  years.  Gravida  1,  para  0.  Pregnancy 
of  37  weeks  duration.  Referred  to  hospital  after 
profuse  vaginal  hemorrhage  for  20  hours.  Generally 
contracted  pelvis.  Placenta  previa  centralis.  Cer- 
vex  2 cm.  dilated.  Membranes  ruptured.  Examina- 
tions: One  vaginal  at  home,  one  rectal  in  hospital. 
Baby  dead.  Classical  Caesarean  section.  Spinal 
anesthesia.  There  was  a complete  laceration  of  the 
placenta  over  the  internal  os,  and  a rupture  of  one 
of  the  large  vessels  of  the  placenta,  just  lateral  to 
the  umbilical  cord.  Baby  still-born.  Patient  trans- 
fused. Died  4 days  post-operative.  Puerperal  sepsis 
and  pneumonia. 

7.  L.  D.  Non-resident,  negro.  No  prenatal 
care.  Aged  29  years,  gravida  1,  para  0.  Flat  p>el- 
vis.  In  labor  72  hours.  Membranes  ruptured  24 
hours.  Examinations:  Several  vaginals  at  home, 
one  rectal  in  hospital.  Classical  Caesarean  section, 
general  anesthesia  (nitrous  oxide,  oxygen  and  ether). 
Died  4 days  post-operative.  Puerperal  sepsis  and 
paralytic  ileus.  Bab}"  alive. 

Still-Births — Indications  for  Caesarean 
Section 

1.  White.  Mother  in  labor  twenty-three  hours. 
Premature  separation  of  placenta  and  ‘eclampsia. 
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2.  White.  Mother  in  labor  twenty-five  hours. 
Premature  separation  of  placenta. 

3.  Negro.  Mother  in  labor  twenty-four  hours. 
Bandl’s  ring;  attempted  forceps. 

4.  Negro.  Mother  in  labor  ninety-six  hours. 

Generally  contracted  rachitic  pelvis. 

5.  Negro.  Mother  in  labor  sixteen  hours.  Gen- 
erally contracted  pelvis,  pre-eclampsia. 

6.  Negro.  Mother  in  labor  (?)  hours.  Gen- 

erally contracted  pelvis,  eclampsia. 

7.  Negro.  VIother  in  labor  forty-eight  hours. 

Generally  contracted  pelvis.  Tetanic  uterus. 

8.  Negro.  Mother  in  labor  ninety-six  hours. 

Generally  contracted  pelvis,  placenta  previa. 

9.  Negro.  Mother  in  labor  forty-four  hours. 

Generally  contracted  pelvis,  pre-eclampsia,  pyelitis. 

Table  X 

Maternal  Death  Rate  Following  Caesaren  Section  by 
Cities 

Per  cent 

Name  of  City  Maternal  Deaths 


Brooklyn 

1921 

to 

1926 

inclusive 

5.9 

New  Orleans 

1921 

to 

1926 

inclusive 

16.1 

Detroit 

1926 

13. 

Indianapolis 

1926 

11.3 

Richmond,  Va. 

1927 

to 

1931 

inclusive 

5.51 

Houston,  Texas 

1924 

to 

1926 

inclusive 

14.4 

Cleveland  Registration 

Area 

Five 

years 

7.15 

Portland,  Oregon 

1926 

to 

1929 

inclusive 

7.33 

Los  Angeles 

1923 

to 

1928 

inclusive 

4.2 

Philadelphia 

1931 

to 

1933 

inclusive 



New  York 

1930 

to 

1932 

inclusive 

6.1 

Table  X gives  the  maternal  mortality  rate  fol- 
lowing Caesarean  section  in  eleven  cities  in  dif- 
ferent sections  of  the  United  States.  While  we  are 
not  proud  of  an  uncorrected  maternal  mortality  rate 
of  5.51  per  cent  following  Caesarean  section  in 
Richmond,  it  compares  favorably  with  the  maternal 
mortality  rate  of  other  cities.  It  is  high  if  com- 
pared with  the  rate  of  2.6  per  cent  at  the  Chicago 
Lying-In,  reported  by  Greenhill,  the  rate  of  3.14 
per  cent  at  the  New  York  Lying-In,  reported  by 
Sackett,  and  the  rate  of  3.6  per  cent  at  New  York 
Nurser)’  and  Child’s  Hospital,  reported  by  Hawks. 

Summary  and  Conclusions 
The  maternal  mortality  rate  is  greatly  increased 
by  complicated  cases  referred  to  hospitals  for  de- 
livery after  the  onset  of  labor. 

Two-thirds  of  all  the  maternal  deaths  occurred 
in  women  who  were  not  residents  of  Richmond. 


The  duration  of  labor  is  an  important  factor  in 
increasing  maternal  mortality  following  Caesarean 
section. 

Rupture  of  membranes  increases  the  maternal 
mortality  rate  following  Caesarean  section. 

There  were  seven  maternal  deaths  in  seventy-nine 
high  classical  Caesarean  sections,  an  incidence  of 
8.8  per  cent. 

There  were  no  maternal  deaths  in  forty-eight  low 
Caesarean  sections,  at  least  twenty  of  which  were 
done  on  women  potentially  infected  for  whom  the 
classical  type  of  operation  would  have  been  unsafe. 
This  indicates  the  greater  margin  of  safety  in  the 
low'  cervical  two-flap  Caesarean  section. 

The  mortality  rate  was  8.69  per  cent  for  primi- 
parae  and  1.81  per  cent  for  multiparae. 

Six  normal  babies  suiwived  the  seven  mothers  who 
died.  The  type  of  operation  in  some  of  these  cases 
was  poorly  selected. 

There  were  nine  still-births.  In  each  case  the 
Caesarean  section  was  done  primarily  in  the  interest 
of  the  mother. 
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THE  DIAGNOSIS  OF  EARLY  SYPHILIS.* 


E.  E.  Barksdale,  M.  D., 
and 

D.  C.  Smith,  M.  D., 

Charlottesville,  Va. 


'i'he  term  early  syphilis  as  used  in  the  majority 
of  modem  textbooks  includes  both  the  primary  and 
secondary  manifestations.  The  importance  of  mak- 
ing an  early  diagnosis  is  not  recognized  by  all  phy- 
sicians. The  purpose  of  this  paper  is  to  review  the 
methods  available  that  will  aid  the  physician  in  es- 
tablishing such  a diagnosis. 

It  is  true  that  the  modern  methods  employed  in 
diagnosing  early  syphilis  are  mostly  laboratory  pro- 
cedures. This  is  largely  due  to  their  high  percent- 
age of  perfection,  and  to  the  unreliability  of  the 
clinical  appearance  of  early  syphilis.  The  physi- 
cian must  have  a high  “threshold  of  suspicion”  to- 
wards syphilis  and  knowledge  of  its  manifestations, 
to  recognize  the  presenting  signs  and  sjTnptoms  of 
a condition  which  should  require  a complete  search 
for  syphilis.  Once  syphilis  has  been  suspected,  the 
diagnosis  must  be  confirmed  by  the  most  rigid 
laboratory  procedures  before  treatment  is  started. 

Clinically  one  must  remember  that  the  chancre 
may  assume  many  forms,  nor  is  it  very  particular 
in  regard  to  its  location  on  the  human  body,  its  site 
being  that  of  original  contact  which  may  be  any- 
where. The  primary  may  vary  from  a small  area 
of  excoriation  to  large  multiple  areas  of  indurated 
ulceration.  The  final  diagnosis  depends  on  labora- 
tory confirmations.  The  dark  field  examination  is 
by  far  the  procedure  of  choice  in  establishing  the 
diagnosis  of  a chancre.  It  must  also  be  remembered 
that  the  clinical  manifestations  of  secondaries  may 
be  many,  and  the  most  important  laboratory  aid  in 
the  diagnosis  is  a rapid  serological  examination; 
however,  the  dark  field  is  of  much  value  in  such 
cutaneous  lesions  as  condylomata. 

The  handling  of  a case  of  early  syphilis  is  now 
universally  recognized  as  an  emergency.  The  pre- 
vention and  control  of  syphilis  is  sufficient  to  war- 
rant such  an  attitude.  There  is  a state  of  laxity 
and  indifference  among  many  physicians  in  regard 
to  syphilis.  They  often  prefer  not  to  have  these 

•Read  before  the  sixty-sixth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Norfolk,  October  15-17. 
1935. 


cases,  and  consider  the  disease  as  having  been  bred 
from  immorality.  A large  percentage  of  syphilis  is 
acquired  innocently,  either  through  marriage,  child- 
birth, kissing  or  some  other  form  of  contact. 

The  establishment  of  a quick  diagnosis  is  of  con- 
siderable benefit  to  a patient  with  early  syphilis.  If 
one  fails  to  obtain  a positive  dark  field  on  the  sero- 
negative primary,  the  chance  of  the  so-called  “radi- 
cal cure”  has  been  lost.  Moore  states  that  the  chance 
of  cure  is  18  per  cent  better  in  this  stage  than  after 
the  serology  has  become  positive,  and  21  per  cent 
better  than  after  the  secondary  stage  has  been 
reached.  This  data  is  based  on  the  material  of  the 
Cooperative  Clinic  Group,  and  literally  means  that 
even  a few  days  delay  in  the  diagnosis  of  early 
syphilis  may  cause  a decrease  of  IS  to  20  per  cent 
in  the  chances  of  a favorable  outcome  for  the  pa- 
tient. This,  combined  with  the  necessity  for  pre- 
venting the  spread  of  syphilis,  is  sufficient  reason 
for  its  early  diagnosis  and  treatment,  but  not  suffi- 
cient reason  for  treatment  before  the  diagnosis  is 
made.  If  one  commences  treatment,  especially  if 
with  an  intravenous  injection  of  an  arsenical,  before 
making  the  diagnosis,  the  chance  of  ever  establish- 
ing the  correct  diagnosis  may  have  been  lost. 

The  secret  of  being  able  to  make  this  desirable 
early  diagnosis  rests  in  one’s  ability  to  use,  or  have 
available,  the  dark  field  microscope.  It  is  not  un- 
til the  third  week  of  infection  that  the  serological 
tests  approach  the  accuracy  of  the  dark  field  exami- 
nation. According  to  Owen  and  Cope^  the  percent- 
age of  accuracy  of  the  dark  field  in  the  first  week 
of  the  primary  is  92.S,  whereas  the  blood  tests 
(Kolmer  and  Kahn)  are  only  26.5;  during  the  sec- 
ond week  the  dark  field  had  an  accuracy  of  87.3 
per  cent,  and  the  blood  tests  had  increased  to  51.1 
per  cent;  in  the  third  week  the  dark  field  was  75  per 
cent,  and  the  blood  test  approximately  the  same, 
namely  71.1  per  cent;  whereas  in  the  fourth  week 
the  dark  field  was  only  52.2  per  cent,  and  the  blood 
tests  had  reached  an  accuracy  of  89.1  per  cent.  Thus 
it  can  be  readily  seen  that  unless  the  dark  field  ex- 
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amination  is  used  as  the  one  of  choice  in  the  diag- 
nosis of  primary  s}'philis,  at  least  three  to  four  weeks 
may  be  lost  before  such  a diagnosis  can  be  estab- 
lished by  the  use  of  blood  tests. 

In  regard  to  the  use  of  the  dark  field,  undoubtedly 
the  best  is  the  one  in  which  the  patient  comes  to 
the  physician’s  office,  the  lesion  then  examined  physi- 
cally, its  characteristics  noted,  and  the  serum  ob- 
tained from  the  prospective  chancre  or  l}’mph  gland 
in  drainage  area,  placed  on  a slide  and  a search  made 
for  the  Treponema  pallida  under  a dark  field  mi- 
croscope. Although  this  sounds  relatively  simple,  it 
does,  however,  necessitate  experience  in  being  able 
to  differentiate  the  Treponema  pallida  from  other 
forms  of  spirochetes,  and  also  one  must  be  familiar 
with  the  technique  of  collecting  and  examining  the 
serum.  The  majority  of  physicians  are  unable  to 
make  satisfactor}-  dark  field  examinations  either  be- 
cause of  lack  of  experience  with  this  procedure  or 
because  they  do  not  have  sufficient  number  of  pa- 
tients requiring  this  to  warrant  their  purchasing  ex- 
pensive equipment.  The  result  of  this  is  that  many 
patients  unable  to  reach  a sj’philologist  do  not  have 
a diagnosis  made  until  the  serology  becomes  positive. 

In  obtaining  the  serum  for  a dark  field  one  must 
first  cleanse  the  lesion  with  normal  salt  solution.  A 
small  amount  of  the  serum  is  then  obtained  with  as 
little  blood  as  possible.  The  drop  of  serum  is  then 
placed  on  a thin  slide,  covered  with  a thin  cover- 
slip  and  examined  with  a dark  field  microscope.  The 
use  of  any  kind  of  chemical  on  the  lesion  before 
the  serum  is  obtained  decreases  the  chances  of  a 
positive  dark  field.  Because  of  this  it  is  never  ad-' 
visable  for  one  to  treat  a prospective  chancre  locally 
until  the  diagnosis  has  been  made. 

Not  sufficient  attention  is  paid  to  indolent  extra- 
genital lesions.  Routine  dark  field  examination  of 
these  often  gives  surprising  results.  Extragenital 
lesions  explain  a number  of  cases  of  unsuspected 
late  sj'philis  without  a history  of  venereal  infection. 

One  properly  employing  the  use  of  these  lalx)ra- 
tory  procedures  in  the  diagnosis  of  early  syphilis 
must  give  his  patient  a thorough  follow-up  before 
such  a diagnosis  has  been  ruled  out.  A single  nega- 
tive dark  field  will  not  do  this.  If  one  fails  to  find 
Treponema  pallida  after  the  examination  of  two  or 
three  slides  on  the  first  visit  this  must  be  repeated 
at  short  intervals:  for  several  days.  If  these  are  still 


negative  one  must  continue  with  a serologic  follow- 
up— that  is,  monthly  tests  for  six  months. 

Serum  obtained  from  a lesion  of  the  mucous  mem- 
branes of  the  mouth  often  contains  organisms  difficult 
to  differentiate  from  Treponema  pallida.  Because 
of  this  it  is  not  advisable  to  rely  on  the  dark  field 
alone  in  diagnosing  syphilitic  lesions  of  the  mouth. 

Those  interested  in  the  control  of  syphilis  have 
for  years  recognized  the  need  of  some  method 
whereby  any  physician  and  every  patient,  even  in 
the  remotest  section  of  any  state,  might  have  the 
benefit  of  an  efficient  dark  field  examination.  Reihl,^ 
in  1919,  by  a series  of  experiments  in  which  he  col- 
lected serum  from  a known  chancre  into  capillary 
tubes,  was  the  first  to  suggest  that  the  morphology 
of  the  Treponema  pallida  could  be  recognized  for 
days  after  the  specimen  had  been  obtained.  Stokes 
and  Ewing, ^ in  1926,  devised  a method  whereby  a 
physician  could  collect  the  serum  from  a possible 
chancre  into  capillary  pipettes,  take  it  to  a central 
laboratory  and  within  a short  time  could  have  the 
report  of  a dark  field  examination.  When  they  pub- 
lished this  work  they  suggested  that  it  might  be  pos- 
sible to  collect  the  serum,  place  it  in  a container, 
and  send  it  a longer  distance  through  the  mails. 
Again,  in  1930,  Mahoney  and  Bryant^  found  that 
by  collecting  the  serum  from  a prospective  chancre 
into  capillary  tubes,  sealing  their  ends  in  wax,  plac- 
ing them  in  a container  and  sending  it  through  the 
mails,  the  Treponema  pallida,  although  showing 
some  decrease  in  motility,  could  be  definitely  recog- 
nized under  the  dark  field  microscope  seven  to  thir- 
teen days  later.  McNabb,  Matthews,  and  McClure,® 
in  1933,  by  the  use  of  a similar  method  were  able  to 
make  a diagnosis  after  their  specimens  had  been 
mailed  from  150  to  ROOO  miles.  Again,  in  1934, 
McDaniel®  described  a similar  method. 

At  the  present  time  the  New  York  State  Health 
Department  is  using  the  dark  field  examination  of 
mailed  specimens  as  an  aid  to  the  physicians  of  that 
state  in  making  a quick  diagnosis  of  early  syphilis. 
The  serum  is  collected  into  several  small  capillary 
tubes,  both  ends  of  each  tube  are  then  sealed  with 
wax,  a small  amount  of  this  being  supplied  in  each 
set;  these  are  then  placed  in  a test  tube,  and  packed 
in  a container  for  mailing  similar  to  that  used  in 
this  state  for  Wassermanns  (Figure  1). 

By  using  this  method,  we  have  been  able  to  de- 
monstrate Treponema  pallida  six  days  after  the 
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specimen  had  been  collected,  kept  at  room  tempera- 
ture and,  as  other  workers  have  reported,  noticed 
that  the  only  difference  from  that  of  the  direct  dark 
field  was  some  decrease  in  the  motility  of  the  or- 
ganism. 

If  in  some  way  it  would  be  possible  to  begin 
using  a similar  method,  every  physician  in  any  part 
of  the  state  could  collect  his  specimen,  mail  it  to  a 
laboratory  and,  within  a short  time,  would  have  the 
report  either  by  mail,  telegraph  or  telephone.  Un- 
less it  is  possible  to  establish  stations  for  accurate 
direct  dark  field  examinations  in  every  locality,  such 
a method  must  be  used  if  we  hope  to  properly  con- 
trol syphilis.  Some  physicians  hesitate  to  refer  pa- 


Fig.  1. — Photograph  of  capillary  tubes,  stoppered  test  tube  to  hold 
these  and  attached  vial  of  wax  for  sealing  the  end  of  capillary 
tubes  (courtesy  N Y.  State  Dept,  of  Health). 

tients  to  another,  and  some  patients  with  genital 
lesions  will  not  go  to  a laboratory.  This  would  be 
unnecessary  when  the  indirect  dark  field  is  avail- 
able. 

The  diagnosis  of  secondary  syphilis  presents  a 
somewhat  different  problem.  As  far  as  the  patient’s 
welfare  is  concerned,  the  advisability  of  beginning 
treatment  immediately  is  not  as  urgent  as  in  the 
primary,  but  the  need  of  haste  from  the  viewpoint 
of  preventive  medicine  is  still  present.  ’ The  serologi- 
cal examinations  are  the  procedures  of  choice  during 
this  stage,  and  most  of  them  are  extremely  accurate. 
Occasionally  one  will  see  a suspicious  case  having 
negative  serology.  In  these  a serologic  follow-up 
should  be  done  after  the  causes  of  false  negatives. 


such  as  the  ingestion  of  alcohol,  have  been  elimi- 
nated. When  open  lesions  present  themselves  the 
dark  field  can  also  be  used.  There  are  several  quick 
laboratory  procedures  that  will  enable  the  physician 
to  confirm  his  clinical  diagnosis  while  the  patient 
is  still  in  the  office.  The  Kline  precipitation  test, 
using  a cholesterinized  antigen,  which  can  now  be 
purchased  on  the  open  market,  is  probably  the  most 
widely  used  one,  and  is  relatively  simple.  It  is 
entirely  possible  for  a physician  with  some  labora- 
tory experience  to  use  this  in  his  office,  not  only  as 
an  aid  in  the  quick  diagnosis  of  syphilis,  but  akso 
in  his  routine  medical  examinations.  The  Eagle 
flocculation  test  is  another  similar  to  the  Kline  in 
that  it  can  be  performed  very  rapidly.  These,  how- 
ever, are  subject  to  some  personal  error  of  technique. 
Other  modifications  of  tests  have  been  recommended. 

When  there  is  delay  either  in  waiting  for  a labora- 
tory report  or  when  examination  has  to  be  repeated 
the  patient  should  be  instructed  as  to  how  to  pro- 
tect others  with  whom  he  comes  in  contact.  The 
patient  should  be  especially  warned  in  regard  to 
sexual  intercourse,  kissing  and  other  forms  of  per- 
sonal contact  because  it  is  by  such  means  that  early 
syphilis  is  more  readily  spread. 

There  are  several  other  methods  that  have  been 
used  either  separately  or  as  an  adjunct  to  some  of 
the  above  procedures  in  establishing  the  diagnosis 
of  early  syphilis.  Any  capable  pathologist  should 
be  able  by  a microscopic  examination  of  a section 
from  an  early  syphilitic  lesion  to  confirm  the  diag- 
nosis in  a few  hours,  but  such  a method  could  not 
possibly  be  available  except  in  medical  centers.  The 
staining  of  slides  in  an  attempt  to  demonstrate  Tre- 
ponema pallida  has  not  proven  entirely  satisfactory. 
Animal  inoculation,  although  possible,  requires  too 
long  a time  before  the  spirochetes  can  be  demon- 
strated to  be  of  any  benefit  in  making  such  a diag- 
nosis during  the  early  stages  of  the  disease.  Local 
Wassermann  or  precipitation  tests,  which  have  been 
used,  are  not  always  reliable. 

Any  procedures  which  have  as  their  purpose  the 
rapid  and  efficient  diagnosis  of  early  syphilis  so  that 
treatment  can  be  begun  immediately,  must  have  as 
their  ultimate  aim,  in  addition  to  curing  the  pa- 
tient, the  control  and  the  prevention  of  the  spread 
of  this  disease.  There  is  another  method  that  is  of 
definite  benefit  in  the  prevention  of  syphilis  and 
often  aids  the  physician  in  arriving  at  a diagnosis. 
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namely,  the  follow-up  and  follow-back  of  source 
cases  and  exposed  contacts  of  suspected  syphilitics. 
The  exposed  contact  of  an  infected  syphilitic  would 
certainly  increase  one’s  threshold  of  suspicion  in  re- 
gard to  making  a diagnosis  in  that  patient.  The 
physician's  duty  has  not  ended  with  the  diagnosis 
and  subsequent  commencement  of  treatment  of  his 
original  infectious  s^-philitic  individual.  For  every 
case  of  syphilis  there  is  another  one  somewhere  from 
whom  he  has  contracted  it,  and  possibly  more  that 
he  has  infected.  With  very  little  trouble  and  time, 
one  can  persuade  the  patient  to  give  the  names 
and  addresses  of  his  contacts.  Either  by  means  of 
a letter  to  the  contact,  or  a letter  to  the  contact’s 
physician,  or  by  a message  through  the  patient,  or 
by  legal  means,  if  necessarj',  one  can  get  many  other 
possible  infectious  sj'philitics  in  for  diagnosis  and 
treatment  if  indicated. 

Smith  and  Brumfield^  showed  that  it  was  prac- 
tical to  trace  the  source  of  infection  in  syphilis  and 
that  a large  number  of  cases  could  be  gotten  in  for 
earlier  diagnosis,  thereby  reducing  the  period  of 
infectiousness  of  these  individuals.  Since  this  work 
was  first  begun,  a total  of  207  infected  syphilitics 
named  511  sex  partners.  From  this  number  171  w^ere 
gotten  in  for  examination,  and  it  was  found  that 
73.7  per  cent  of  these  had  syphilis. 

SUXIMARY 

Dark  field  examination  is  the  procedure  of  choice 
in  the  diagnosis  of  the  chancre.  When  direct  dark 
field  is  not  available  or  desirable,  indirect  dark  field 
is  almost  as  efficient.  Serological  examinations  are 
of  more  benefit  in  the  secondar}’  stage,  but  should 
be  repeated  when  negative  in  suspicious  cases.  It 
is  helpful  in  the  diagnosis  and  cure  of  early  syphilis 
to  investigate  the  source  case  and  exposed  contacts 
of  a patient.  This  investigation  is  essential  in  the 
prevention  of  the  spread  of  this  infection. 
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Discussiox 

Dr.  L.  T.  Price,  Richmond:  I wish  to  emphasize  the 
points  brought  out  bj'  Dr.  Barksdale  about  the  importance 
of  diagnosis.  I may  be  wrong,  but  personally  I consider 
that  syphilis  is  one  of  the  greatest  menaces  to  mankind, 
next  to  cancer.  I include  every  disease  that  I know  of. 
I feel  that  cancer  is  possibly  more  serious,  and  I put 
syphilis  next — even  ahead  of  tuberculosis. 

I want  to  emphasize  the  importance  of  diagnosis,  first, 
before  any  treatment  is  instituted.  It  is  absolutely  inex- 
cusable for  a doctor  who  does  not  establish  the  diag- 
nosis of  syphilis  before  he  institutes  treatment.  In  my 
opinion  he  is  criminal,  because  he  forever  thereafter  dis- 
torts, disturbs,  and  makes  it  impossible  to  establish  a cor- 
rect diagnosis  in  that  particular  individual.  There  is 
absolutely  no  reason  nowadays  why  any  man,  I don’t 
care  where  he  is  located  in  this  section  of  the  country, 
cannot  get  access  to  a laboratory  where  there  is  a 
technician  or  a physician  who  knows  the  methods  of 
diagnosis  of  syphilis  from  the  primary  lesion.  However, 
for  the  convenience  of  the  patient  and  for  the  immedi- 
ate establishment  of  the  diagnosis  from  the  intial  lesion, 
I advise  that  any  physician,  who  wishes  to  refer  his 
patient  for  diagnosis,  advise  no  local  treatment  to  the 
lesion,  meaning  that  an  antiseptic  of  any  kind  destroys 
and  kills  the  spirochete,  so  that  an  examination  made 
by  the  consulting  physician  or  serologist  or  technician 
has  had  the  evidence  destroyed  when  the  patient  is  sub- 
mitted for  examination ; consequently  the  diagnostician 
will  have  to  cause  the  patient  a delay  of  from  one  to 
two  or  three  or  four  days  in  having  him  return  for  an 
examination.  In  other  words,  advdse  the  patient  under 
no  circumstances  to  use  any  antiseptic  of  any  kind,  mean- 
ing mercurochrome,  bichloride,  any  preparation  of  any 
kind,  wet  or  dry,  other  than  keeping  the  lesion  clean 
with  either  plain  water  or  a saline  solution,  bathing  it 
two  or  three  times  a day.  Gentlemen,  it  is  criminal  for 
anyone  to  institute  treatment  for  syphilis  until  a con- 
firmatory diagnosis  has  been  established  by  laboratory 
procedures.  Clinical  symptoms  should  not  be  accepted 
as  final,  irrespective  of  how  clear  and  distinct  they  are. 
Of  course,  the  Wassermann  is  your  next  means  of  estab- 
lishing a diagnosis  in  the  absence  of  having  made  an 
examination  of  the  lesion  itself. 

I want  to  congratulate  Drs.  Barksdale  and  Smith  for 
this  most  excellent  work  they  are  doing  in  the  State  of 
Virginia  in  regard  to  the  follow-up  system.  Any  of  you 
who  were  at  the  American  Medical  Association  at 
Atlantic  City  probably  observed  their  exhibit,  which  I 
think  was  most  creditable  and  an  excellent  system. 
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THYROID  CONTROL  IN  CARDIAC  THERAPY. 

Claud  Smink,  M.  D., 

Baltimore,  Md. 


I am  sure  that  everyone  here  has  one  or  more 
cases  of  chronic  heart  disease  that  are  permanently 
invalided  and  hopeless  so  far  as  self-support  or  use- 
ful life  is  concerned,  and  who  may  be  expected  to 
live  a considerable  time  if  they  stay  in  bed  and 
avoid  all  exercise,  and,  in  short,  remain  invalids. 
This  does  not  mean  that  they  will  be  comfortable, 
free  from  anginal  attacks,  or  dyspnea  and  edema,  but 
that  they  may  merely  exist  if  they  live  down  to  their 
capacity.  It  is  for  this  class  of  unfortunate  in- 
dividuals that  a small  ray  of  sunshine  is  breaking 
through  the  clouds  of  utter  hopelessness,  in  the  com- 
paratively new  operation  of  total  ablation  of  the 
thyroid  gland.  It  is  impossible  to  determine  at  this 
time  whether  the  procedure  will  endure  as  a thera- 
peutic measure,  since  sufficient  time  has  not  yet 
elapsed  to  judge  the  permanency  of  the  results,  but 
certainly,  in  the  cases  followed,  it  has  made  life 
more  comfortable  and  less  painful,  and  somewhat 
more  useful,  even  though  we  cannot  definitely  state 
that  it  has  prolonged  life. 

Numerous  reports  have  appeared  in  the  medical 
press  concerning  this  therapy,  some  slightly  confus- 
ing, but  Blumgart,  of  Boston,  has  been  doing'  it 
successfully  since  1932,  and  numerous  others  also, 
and  the  results  are  more  than  encouraging,  especi- 
ally in  the  angina  cases,  and  not  discouraging  in 
the  congestive  heart  failure  cases.  Therefore,  I 
felt  that  it  might  deserve  our  consideration  and  time. 

It  seems  that  the  operation  was  suggested  by  a 
rather  accidental  occurrence.  A patient  with  ad- 
vanced congestive  heart  failure,  who  responded  to 
rest,  digitalis,  and  diet,  only  to  decompensate  and 
fibrillate  again  on  the  slightest  exertion,  was  oper- 
ated on  for  thyroid  because  it  was  suspected  that 
he  might  be  thyro-toxic.  After  operation  the 
pathologist  reported  normal  thyroid  tissue  had  been 
removed.  Strange  to  say,  the  patient  improved  most 
amazingly.  This  started  a train  of  thought. 

We  know  that  the  thyroid  controls  the  basal 
metabolic  rate,  and  that  the  higher  the  basal  meta- 
bolic rate  the  greater  need  for  oxygen,  and  the  lower 
the  basal  metabolic  rate  the  less  need  for  oxygen. 

*Recently  read  before  the  “Confrere  Club”  and  the 
“Baltimore  County  Medical  Society.” 


If,  therefore,  we  produce  an  artificial  myxedema 
and  so  lower  the  basal  metabolic  rate  by  doing  a 
partial  thyroidectomy,  we  should  have  a patient  who 
needs  less  oxygen.  If  he  needs  less  oxygen,  his  cir- 
culation need  not  be  so  fast  and  his  heart  is  re- 
lieved as  it  has  less  work  to  do.  If,  therefore,  we 
have  a heart,  badly  damaged  and  unable  to  main- 
tain a circulation  of  sufficient  velocity  to  supply 
the  oxygen  demanded  by  a normal  basal  metabolic 
rate,  w'hy  not  reduce  the  basal  metabolic  rate  b}' 
thyroidectomy?  The  damaged  heart  is  then  able 
to  supply  the  reduced  amount  of  oxygen  required  by 
a lower  basal  metabolic  rate,  and  so  the  strain  is 
relieved  and  the  symptoms  abated. 

Another  point  in  favor  of  this  was  the  fact  that 
patients  with  the  awful  hearts  of  severe  thyroid 
toxemia  miraculously  recovered  and  their  hearts  car- 
ried on  beautifully  after  thyroidectomy.  This  every- 
one knows,  as  it  is  one  of  the  so-called  miracles  of 
surgery. 

•\gain,  experiments  show  that  the  normal  velocity 
time  of  the  blood  flow  from  the  elbow  to  the 
tongue  is  eighteen  seconds.  However,  in  cases  of 
hypothyroidism  it  is  twenty-five  to  thirty  seconds, 
and  still  the  tissues  remain  well  nourished.  So,  why 
not  produce  hypothyroidism  and  slow  the  velocity 
of  the  blood  flow  and  thus  relieve  the  heart  of  part 
of  its  burden?  Still,  again,  it  is  our  definite  knowl- 
edge, sometimes  to  our  sorrow,  that  administration 
of  thyroid  extract  to  myxedematous  patients  will 
sometimes  induce  an  attack  of  angina,  if  the  an- 
ginal state  has  been  masked  by  the  myxedema. 

Therefore,  men  who  had  been  toying  with  the 
idea  of  Coffey  and  Brown  that  cervical  sympathetic 
removal  relieved  anginal  pain,  and  other  men  who 
could  remember  Jonnesco’s  operation  for  removal 
of  the  cervical  ganglion  for  angina,  way  back  in 
1916,  began  to  remove  thyroids  for  various  H'pes  of 
hopeless  heart  disease.  It  was  found,  however,  that 
if  the  thyroid  was  partially  removed,  the  symptoms 
were  relieved  but  not  for  long.  The  thyroid  tissue 
remaining  hypertrophied  and  soon  restored  the  meta- 
bolism to  the  normal,  and  so  a second  operation  was 
necessary.  This  was  hard  to  do  because  of  ad- 
hesions and  other  surgical  difficulties.  Then,  in 
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19.S2,  Blumgart,  of  Boston,  began  doing  a total 
remo\al  of  the  thyroid  instead  of  a sub-total,  and 
his  results  are  striking. 

Now  a total  thyroidectomy  is  said  to  be  three 
times  as  hard  to  do  as  a sub-total  one,  because  in 
the  latter  you  stay  in  the  capsule  and  avoid  the  re- 
current laryngeal  nerve  and  also  the  para-thyroids. 
.\s  you  know,  injury  or  section  of  the  recurrent  laryn- 
geal nerve  causes  paralysis  of  the  vocal  cord,  and 
removal  of  the  para-thyroids  upsets  the  calcium 
metabolism  and  produces  tetany.  However,  the 
technic  is  being  perfected  as  to  local  anesthesia  and 
e.xamination  of  the  cords  when  the  operation  is  half 
completed,  and  the  mortality  is  falling  all  the  time. 

The  proper  selection  of  the  cases  is  also  improv- 
ing the  operative  risk,  so  that  today  Blumgart  re- 
ports cure  in  35  j)er  cent  of  his  anginal  cases  and 
relief  in  50  per  cent.  This  makes  a total  of  85  per 
cent  good  results,  with  an  operative  mortality  of 
about  one  in  twelve  cases  or  thereabout. 

The  important  thing  is  to  determine  which  case 
should  and  which  case  should  not  be  operated  on. 
.\llen  gives  the  following  indications  for  operation; 

1.  .Advanced  chronic  myocardial  insufficiency, 
as  evidenced  by  angina  pectoris  or  congestive  heart 
failure  with  edema,  ascites  and  respiratory  em- 
barrassment. 

2.  Failure  of  medical  treatment  to  keep  the  pa- 
tient from  being  invalided. 

3.  Slow  advancement  of  the  disease,  for,  as  you 
can  readily  see,  a rapidly  advancing  cardiac  case 
would  not  tolerate  the  operation. 

4.  Long  observation  by  a competent  cardiologist 
to  rule  out  unnecessary  and  hopeless  cases. 

5.  .A  reduced  tolerance  to  exercise. 

6.  A circulation  time  of  less  than  one  minute 
from  the  elbow  to  the  tongue. 

7.  .Ability  to  live  through  the  operation. 

8.  Considerable  cardiac  reserve. 

The  contra-indications  given  by  Allen  are  as 
follows : 

1.  Adequate  response  to  well-established  forms 
of  medical  treatment. 

2.  Rapidly  progressing  heart  failure. 

3.  Dyspnea  due  to  an  inadequate  respiratory 
system,  such  as  cases  of  emphysema,  bronchial- 
asthma,  bronchiectasis,  etc. 

4.  Absence  of  cardiac  reserve. 

5.  Vital  capacity  equal  only  to  tidal  air. 

To  these  contra-indications  I might  add  some 


others,  such  as  recent  coronary  thrombosis,  pul- 
monary embolism,  cases  which  continue  down  hill 
and  in  whom  the  edema  increases  despite  rest  in 
bed,  digitalis,  and  adequate  medical  treatment,  cases 
of  recent  cerebral  accident  and  syphilitic  cardiacs. 

This  is  a condition  in  which  the  surgeon  and  the 
internist  must  cooperate  most  completely.  A care- 
ful history  is  essential.  I shall  list  only  a few 
necessary  features  of  the  histor}-.  One  must  obtain 
the  duration  of  the  illness,  the  rate  of  progression, 
the  response  to  rest  and  medication,  the  severity  of 
the  cardiac  condition,  the  kidney  and  gastrointesti- 
nal condition,  the  mental  status  of  the  patient  as 
to  emotionalism,  excitability,  mental  clarity,  and 
ability  to  understand,  appreciate,  and  profit  by  ad- 
vice, the  signs  or  lack  of  signs  of  thyroid  intoxica- 
tion, such  as  unstable  skin  circulation,  intolerance 
to  cold,  increase  in  reflexes,  enlarged  thyroid,  fast 
heart,  nervous  excitability,  basal  metabolic  rate,  eye 
signs,  weakness,  and  so  on. 

The  physical  examination  should  be  most  com- 
plete, with  special  attention  to  the  cardio-vascular 
and  respiratory  systems.  Look  for  edema,  dyspnea, 
increase  in  the  area  of  cardiac  dullness,  changes  in 
the  heart  sound,  changes  in  the  electrocardiograph, 
blood  pressure,  exercise  tolerance,  pulse  rate,  rhythm, 
velocity  of  blood  flow,  and  many  other  things  too 
numerous  to  mention. 

It  is  necessary  to  determine  that  the  dyspnea  is 
due  to  the  heart  condition  and  not  to  an  accompany- 
ing respira.tory  abnormality,  and  the  edema  must  be 
cardiac  and  not  nephritic. 

As  I mentioned  before,  a local  anesthetic,  pos- 
sibly supplemented  with  gas,  so  that  the  patient  may 
be  awakened  at  any  time  and  made  to  talk  to  test 
the  vocal  cords  is  best. 

It  is  best,  also,  that  the  patient  be  given  hos- 
pitalization previous  to  operation,  and  a careful 
study  as  to  idiosyncrasies  regarding  drugs  and  other 
peculiarities  be  instigated.  As  little  sedation  as  pos- 
sible following  operation  is  desirable,  since  abolition 
of  the  cough  reflex  is  undesirable. 

The  after-treatment  is  probably  as  important  as 
anything.  It  is  necessary  that  these  patients  acquire 
a basal  metabolic  rate  of  20  per  cent  below. the  pre- 
operative level  and  that  this  rate  be  maintained. 
Any  rate  of  minus  30  requires  administration  of 
thyroid  extract.  You  can  readily  see  that  it  re- 
quires expert  manipulation  to  administer  a dose  of 
thyroid  extract  to  these  patients  suflicient  to  main- 
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tain  a basal  metabolic  rate  which  prevents  serious 
symptoms  of  myxedema  and  at  the  same  time  does 
not  raise  the  rate  above  the  level  at  which  they  are 
free  from  cardiac  symptoms.  This  shows  the  im- 
possibility of  operating  on  patients  who  have  a pre- 
operative basal  metabolic  rate  which  is  below  minus 
15. 

There  is  a definite  response  and  improvement  im- 
mediately following  operation  and  before  the  basal 
metabolic  rate  has  fallen  the  required  20  per  cent, 
but  this  improvement  does  not  last.  It  takes  from 
four  to  six  weeks  for  the  20  per  cent  fall  to  occur, 
and  therefore  it  is  essential  that  one  maintain  bed 
rest  and  also  mental  quietude  to  prevent  a return 
of  symptoms  before  the  reduction  in  the  basal  meta- 
bolic rate  has  been  accomplished.  Many  other  fea- 
tures of  the  medical  treatment  must  be  borne  in 
mind,  but  time  does  not  permit  their  discussion. 

Occasional  cases  of  post-operative  tetany  will  de- 
velop if  the  para-thyroids  have  been  injured  and 
these  are  controlled  by  one  intravenous  injection  of 
calcium  chloride  and  the  oral  administration  of  cal- 
cium thereafter.  If  the  operator  finds  that  he  has 
removed  para-thyroid  tissue,  he  implants  it  in  the 
sterno-mastoid  muscle. 

All  the  foregoing  discussion  has  been  preliminary 
to  a thought  which  I want  to  bring  to  you.  It  is 
more  than  a thought.  I hope  to  make  it  a sugges- 
tion. 

It  may  be  possible  for  you  and  me  to  improve  the 
condition  of  some  of  our  apparently  hopeless 
cardiacs  by  measures  tending  to  lessen  the  basal 
metabolic  rate,  even  though  all  of  these  measures 
be  not  necessarily  surgical.  By  way  of  illustration 
I shall  mention  a few  cases,  and  hope  that  they  may 
induce  discussion. 

E.  K.,  female,  age  35,  bedridden,  with  a rheu- 
matic heart  which  was  fibrillating.  Her  physician 
had  been  able  to  keep  her  out  of  bed  only  for  short 
periods  for  the  last  eighteen  months,  although  treat- 
ment was  adequate.  Her  basal  metabolic  rate  was 
plus  10.  Eight  weeks  after  a sub-total  thyroidec- 
tomy, she  was  able  to  walk  slowly  to  the  street  car 
and  come  to  my  office  and  is  now  doing  part  of 
her  housework  and  is  comfortable. 

E.  D.,  female,  age  52,  was  told  by  a cardiologist 
that  her  rheumatic  heart  was  beyond  repair  and  that 
she  must  resign  herself  to  the  bed  and  a wheel  chair 
for  the  rest  of  her  life.  Her  basal  metabolic  rate 


was  plus  18  and  she  had  a nodular  thyroid.  X-ray 
treatment  by  Dr.  Pierson  over  the  thyroid  gland  has 
so  improved  her  that  she  has  been  able  to  take  a 
trip  to  Europe  and  now  spends  most  of  her  time 
looking  after  her  grandchild,  which  necessitates 
activity. 

K.  L.,  female,  nurse,  age  32,  history  of  tonsillitis, 
rheumatism,  chorea,  and  a recent  cardiac  decompen- 
sation, with  a basal  metabolic  rate  of  plus  15,  had 
a thyroidectomy,  although  there  were  no  signs  of 
thyroid  to.xemia.  She  was  able  to  resume  nursing 
in  three  months,  although  an  arrhythmia  persists. 

M.  F.,  female,  40  years  old,  school  teacher,  par- 
tially incapacitated  by  rheumatic  heart  disease  for 
the  past  four  years,  finally  reached  the  stage  where, 
even  with  rest  in  bed,  she  had  four  or  five  attacks 
of  angina  each  day  and  had  to  take  much  nitro- 
glycerin, metaphyllin,  and  averaged  one-half  grain 
of  morphia  per  day.  Her  surgeon.  Dr.  Hayward, 
felt  that  she  would  not  stand  a thyroidectomy  and 
her  basal  metabolic  rate  was  normal.  She  was  given 
X-ray  treatments  over  the  thyroid  by  Dr.  Pierson 
and  has  been  entirely  free  from  angina,  is  taking 
no  sedatives,  and  has  been  teaching  school  continu- 
ously for  the  past  year. 

I am  going  to  mention  one  other  case  which  raises 
a point  that  is  perplexing  me.  A man  whom  Dr. 
Pinto  sent  to  me  with  signs  of  congestive  heart  fail- 
ure and  also  continual  anginal  pain,  had  repeated 
negative  Wassermanns,  both  spinal  and  blood,  and 
a normal  basal  metabolic  rate.  Six  months’  treat- 
ment in  the  hospital  and  at  home  in  bed  failed  to 
help  him  until  I put  him  on  iodide  of  potash.  In 
six  weeks  he  resumed  his  duties  as  executive  in  a 
large  insurance  company  and  works  every  day  with- 
out pain  or  discomfort.  If  he  stops  the  iodide,  his 
condition  recurs.  Did  the  iodide  correct  a thyroid 
dyscrasia  ? 
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VASCULAR  SURGERY  NECESSITATED  BY  TRAUMA.=^ 


JuLi.AN  L.  Rawls,  M.  D.,  F.  A.  C.  S., 
Norfolk,  Va. 


Dr.  Murphy  once  made  the  statement  that  you 
could  not  make  a surgeon  of  a man  until  he  had  lost 
his  fear  of  hemorrhage.  Meaning,  I take  it,  that  un- 
til an  operator  had  acquired,  both  in  the  experi- 
mental laboratory’  and  by  actual  experience,  such 
skill  in  vascular  surgery  that  he  felt  capable  of 
coping  with  any  hemorrhage  he  might  meet  he 
should  not  consider  himself  a surgeon.  This,  of 
course,  does  not  mean  the  mere  ability  of  ligating 
a bleeding  vessel  before  death  might  supervene  from 
hemorrhage.  It  means  a reconstruction  of  vessels 
when  necessary  to  preserve  life  and  function  un- 
impaired. 

In  the  older  days  when  surgeons  were  trained 
through  many  years  of  apprenticeship  under  the 
guiding  hand  and  watchful  eye  of  master  surgeons 
it  was  not  unusual  to  find  hospitals  with  such  trained 
men  always  in  attendance.  This  is  still  true  of  the 
larger  teaching  hospitals  today.  However,  quite  a 
large  part  of  our  surgery  at  this  time  is  being  done 
in  smaller  hospitals  or  in  hospitals  which  have 
sprung  up  over  night  in  the  highways  and  by  ways 
of  country  lanes,  by  men  who  sometimes  find  them- 
selves rather  hard  put  to  repair  damage  to  tissue 
that  their  failure  to  realize  anatomical  relationships 
might  have  caused.  This  is  not  intended  at  all  as 
a criticism  either  of  these  hospitals  or  of  the  sur- 
geons who  run  them.  It  is  generally  realized  that 
the  rural  communities  have  demanded  better  hos- 
pital facilities  than  they  did  formerly;  that  people 
do  not  care  to  travel  long  distances  from  home  for 
hospitalization  and  that  the  rapid  increase  in  motor 
travel  is  frequently  causing  accidents,  the  victims  of 
which  require  immediate  hospital  attention  at  the 
nearest  available  hospital.  The  purpose  of  this  pa- 
per is  a plea  that  these  hospitals  be  equipped  and 
that  these  surgeons  train  themselves  to  care  for  ac- 

*Read  before  the  sixty-sixth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Norfolk,  October  15-17, 
1935. 


cidents  that  occur  to  the  vascular  system  as  well  as 
they  have  done  to  the  skeletal  structures. 

We  recall  that  at  one  time  our  vascular  suture 
material  consisted  of  very  fine  silk  which  was 
threaded  on  small  needles  run  through  vaseline,  then 
through  towels  and  autoclaved.  It  was  almost  im- 
possible to  keep  this  type  of  suture  in  reserve.  It 
had  to  be  prepared  a short  time  before  it  was  in- 
tended for  use.  This,  of  course,  precluded  its  being 
on  hand  for  emergencies  that  were  rushed  in  the 
hospital  or  for  accidents  that  might  unexpectedly 
occur  in  the  course  of  an  operation,  .^t  the  present 
time,  however,  the  makers  of  suture  material  have 
provided  for  this  in  that  they  have  prepared  a vas- 
cular suture  consisting  of  very  fine  silk  attached  to 
an  atraumatic  needle  and  put  up  in  oil.  All  operat- 
ing rooms  should  carry  this  in  stock.  It  is  sterilized 
in  oil  and  is  ready  for  immediate  use. 

Accidents  occurring  at  the  time  of  operation  are 
of  course  unexpected  things  and  have  to  be  attended 
to  on  the  spot.  Walters  has  reported  a case  in  which 
in  removing  a malignancy  of  the  kidney  he  found 
that  the  growth  had  extended  along  the  renal  vein 
and  was  protruding  in  the  vena  cava  and  it  was 
necessary  to  resect  and  repair  a portion  of  the  vena 
cava.  Cases  in  which  the  portal  vein  has  been  in- 
jured in  operations  on  the  gall-bladder  or  ducts  have 
been  reported.  It  has  been  my  misfortune  to  twice 
injure  the  axillary  vein  in  breast  resections,  once 
with  a radio-knife.  The  veins  were  immediately 
repaired  by  longitudinal  suture  and  the  patients  had 
no  edema  of  their  arm  and  no  disturbance  of  any 
kind  from  the  acciedent. 

May  I take  a little  of  your  time  to  describe  the 
repair  of  arteries  which  are  of  sufficient  caliber  to 
allow  suturing?  When  a large  vessel  is  injured  in 
an  operation  instinctively  either  the  surgeon  or  his 
assistant  makes  a grab  for  it  with  the  first  available 
clamp.  If  he  is  successful  in  catching  it  he  prob- 
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ably  does  irreparable  damage  to  it  and  finds  himself 
forced  to  ligate  it.  The  bleeding  should  be  con- 
trolled either  by  finger  pressure  or  a piece  of  moist 
gauze.  The  vessel  should  be  isolated  and  lifted 
from  its  bed,  either  with  rubber  catheters,  penrose 
drains  or  Allis  clamps,  .\lmost  any  hemorrhage  can 
be  controlled  with  any  of  these  methods.  The  ex- 
tent of  damage  to  the  vessel  is  determined  and  the 
best  method  of  repair  decided  upon.  Some  three  or 
fours  yars  ago  there  appeared  a short  article  on  “.A. 
Method  of  Repair  of  Longitudinal  Slits  in  Blood 
Vessels.”  I cannot  recall  now  who  was  the  author. 
The  suture  was  very  simple.  With  fine  silk  on  an 
atraumatic  needle  a stitch  was  taken  through  the 
upper  end  of  the  rent  and  tied  so  that  there  was  a 
small  eversion  of  the  endothelial  lining.  Then  a 
running  mattress  stitch  everting  a small  cuff  was 
taken  through  all  the  coats  of  the  vessel  to  the  lower 
end  of  the  rent  where  it  was  also  fixed.  The  thread 
was  then  run  back  up  over  the  cuff  external  to  the 
mattress  stitch  and  tied  at  the  upper  end. 

Of  course  you  are  all  familiar  with  the  trans- 
verse resection  and  repair  of  an  artery  by  applying 
three  sutures  at  opposite  sides  of  the  arterial  lumen 
in  such  a way  that  there  is  a slight  eversion  of  the 
endothelium.  Then,  by  putting  any  two  of  these 
sutures  on  a stretch,  a straight  line  with  everted 
edges  is  obtained  for  suture.  These  sutures  are 
picked  up  in  turn  until  all  three  sides  of  the  artery 
have  been  repaired.  When  they  are  released  the 
circular  lumen  of  the  artery  is  restored.  Whether 
a longitudinal  slit  is  repaired  or  a circular  repair 
by  resection  the  blood  stream  should  be  returned  to 
the  arterial  lumen  in  full  force.  In  other  words, 
first  the  distal  and  then  the  proximal  ligature  should 
be  released.  If  for  any  reason  the  stream  is  slowed 
at  the  suture  line  a clot  will  form.  For  a few  sec- 
onds there  will  be  some  oozing  through  the  suture 
line.  This  usually  stops  very  promptly  and  there 
should  be  no  further  bleeding. 

It  would  be  presumption  on  my  part  to  take  up 
your  time  with  the  treatment  of  arterio-venous  or 
other  forms  of  traumatic  aneury.sms.  This  type  of 
surgery  has  been  so  thoroughly  described  by  Matas, 
Reid  and  others  and  their  writings  are  so  complete 
that  any  one  interested  may  have  the  literature  always 
available.  We  are,  of  course,  all  familiar  with  the 
fact  that  arterio-venous  aneurysms,  even  in  small 
vessels,  may  play  havoc  with  a person’s  cardio- 
vascular system,  and  that  when  the  abnormal  open- 


ing is  closed  there  is  an  almost  immediate  improve- 
ment in  the  patient’s  circulatory  disturbances. 

We  know  too  of  the  observations  of  Branham, 
that  when  sufficient  pressure  is  made  on  the  artery 
proximal  to  the  fistulous  opening  there  is  a slowing 
of  pulse  rate  and  a rise  in  both  the  systolic  and  dias- 
tolic reading,  most  marked  in  the  diastolic. 

If  the  artery  is  accessible  the  introduction  of  a 
dye  with  proper  technique  in  the  blood  stream  a 
short  distance  above  the  fistula  will  demonstrate  its 
exact  location. 

I think  w'e  are  all  inclined  to  attempt  to  repair 
these  fistulate  without  waiting  sufficiently  long  for  col- 
lateral circulation  to  be  set  up.  If  the  patient’s  cir- 
culatory disturbances '■are  not  too  marked  or  are  not 
progressing  too  rapidly,  from  four  to  six  months, 
according  to  Reid,  should  pass  before  the  operation 
should  be  attempted.  This  allows  for  any  inflam- 
mation to  subside  and  for  sufficient  collateral  cir- 
culation to  be  developed  to  take  care  of  the  tissues 
distal  to  the  fistula  should  it  become  necessary  for 
a double  ligation  of  all  the  vessels  involved.  In  a 
few  instances,  during  the  waiting  period,  the  fistula 
may  close  spontaneously. 

I wish  to  report  the  following  cases  w'hich  have 
come  under  my  care: 

R.  T.,  white,  male,  married,  age  41  years,  was 
in  an  automobile  accident  on  March  16,  1931,  in 
which  he  was  cut  on  the  right  side  of  the  neck  with 
flying  glass.  At  that  time  he  was  under  my  care  and 
it  w’as  found  necessary  to  ligate  the  external  jugular 
vein.  He  had  some  little  infection  in  his  neck  but 
made  practically  an  uneventful  convalescence. 

He  was  re-admitted  to  the  hospital  on  May  12th 
with  the  statement  that  about  tv/o  weeks  before  ad- 
mission his  neck  began  to  swell  and  he  had  a roar- 
ing that  he  could  hear  in  his  head.  He  stated  that 
he  had  a one-cylinder  engine  in  his  head.  He  was 
having  a slight  headache  and  insomnia.  The  noise 
in  his  head  was  much  worse  when  he  was  lying 
down  and  he  was  more  comfortable  when  standing 
or  sitting  up.  There  was  no  definite  tumor  mass  but 
a thrill  could  be  felt  and  a bruit  could  be  heard 
all  over  the  right  side  of  his  neck.  Pressure  on  the 
carotid  did  not  affect  the  bruit.  His  blood  pressure 
was  125/70;  heart  normal. 

He  was  operated  on  May  13,  1931.  It  was  found 
there  was  a direct  communication  between  the  in- 
ternal jugular  and  the  common  carotid  on  the  right 
side.  The  external  jugular  had  been  ligated  two 
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months  before.  The  internal  jugular  was  doubly 
ligated  and  the  opening  in  the  common  carotid  ar- 
ter}’  repaired.  When  he  was  returned  to  bed  he 
had  a good  temporal  pulse  and  when  he  awakened 
he  stated  that  the  noise  in  his  head  had  entirely 
disappeared.  He  left  the  hospital  on  his  tenth  post- 
operative day  with  no  evidence  of  any  disturbance 
in  his  neck.  He  has  not  developed  any  subsequent 
trouble. 

B.  P.,  female,  colored,  single,  age  20  years,  was 
admitted  to  the  hospital  on  the  morning  of  June  20, 
1934,  having  been  shot  with  a pistol  in  the  right 
forearm,  the  right  chest  and  the  left  upper  chest. 

The  report  of  the  X-ray  taken  the  following  day 
states,  “Gunshot  fracture  involving  the  inferior  as- 
pect of  the  left  clavicle  at  approximately  the  middle 
of  the  shaft.  The  bullet  lies  below  and  outside  the 
chest  cavity.  The  lung  fields  do  not  appear  re- 
markable. 

“There  is  an  extensive  irregular  comminuted  gun- 
shot fracture  of  the  upper  extremity  of  the  right 
ulna  just  below  the  elbow  joint.  The  position  of 
the  fragments  is  good  considering  the  type  of  the 
injur}’.  There  are  multiple  fragments  of  lead  about 
the  site  of  the  injury.” 

The  wound  in  the  right  chest  wall  was  super- 
ficial. She  had  no  left  radial  pulse  and  a blood 
pressure  reading  could  not  be  obtained  in  the  left 
arm.  However,  there  was  no  edema  of  her  hand  or 
arm,  she  could  move  her  hand  and  forearm  without 
difficulty,  and  apparently  it  was  as  warm  as  the 
other  side.  Her  temperature  rarely  went  above  100 
but  her  pulse  rate  frequently  was  above  120. 

On  July  3rd  the  chart  states,  “She  is  complain-  • 
ing  of  throbbing  in  the  left  shoulder  at  the  site  of 
the  wound.  Examination  discloses  marked  edema 
about  the  wound  with  an  increase  in  local  heat. 
There  is  definite  tumor  mass  with  pulsation  and  a 
bruit.” 

We  were  under  the  impression  that  we  were  deal- 
ing with  an  infected  traumatic  aneurysm  and  that 
in  spite  of  the  tremendous  risk  it  should  be  explored. 
This  was  done  on  July  5th,  fifteen  days  after  the 
original  injur}’.  The  clavicle  was  lifted  out  of  the 
way  and  an  aneuix’sm  about  the  size  of  a lemon 
found.  Guarded  clamps  proximal  and  distal  to  the 
mass  were  applied  and  the  mass  opened.  It  proved 
to  consist  of  a large  organized  clot  with  an  injur}- 
of  the  first  portion  of  the  axillary  artery.  We  were 
unable  to  control  the  hemorrhage  and  the  anesthe- 


tizer  reported  that  the  patient  was  in  very  bad  con- 
dition: that  the  pulse  was  uncountable.  Six  clamps 
were  applied  to  bleeding  points  and  the  wound 
packed  w;ith  two  pieces  of  iodoform  gauze.  This 
controlled  the  hemorrhage  but  the  patient’s  condi- 
tion was  such  that  we  did  not  feel  justified  in  mak- 
ing any  further  attempt  to  repair  the  artery  at  this 
time.  She  was  put  back  to  bed  in  ven-  poor  con- 
dition but  reacted  under  infusions  and  a transfusion. 

On  July  11th  all  of  the  clamps  were  loosened  one 
notch.  On  July  13th  part  of  the  clamps  were  en- 
tirely loosened  and  on  the  14th  three  of  them  were 
removed.  On  July  15th  all  clamps  were  out  and 
by  July  16th  all  the  packing  had  been  removed.  The 
wound  healed  slowly  and  she  was  discharged  on 
July  31,  1934. 

It  might  be  of  interest  to  note  that  when  she  left 
the  operating  room  she  was  ordered  an  intravenous 
infusion,  and  an  interne,  who  apparently  knew  noth- 
ing of  her  history  although  she  had  been  in  the  hos- 
pital three  weeks,  was  called  in  to  give  it.  Seeing 
the  right  arm  in  a splint  he  gave  it  in  the  left  median 
vein  and  had  no  difficulty  at  all.  Apparently  the 
axillar}’  vein  was  not  involved  in  the  accident. 

She  was  last  seen  four  days  ago.  At  that  time  she 
had  perfect  use  of  her  arm  and  shoulder.  Her  blood 
pressure  in  her  right  arm  was  130/80.  X^o  blood 
pressure  reading  was  obtained  on  the  left  side  but 
the  needle  began  fluctuating  at  100.  No  satisfactory 
radial  or  ulnar  pulsation  could  be  felt  at  the  left 
wrist.  Dr.  Eugene  Lowenberg  ver}’  kindly  checked 
up  the  two  e.xtremities  for  me,  and  he  reported  that 
the  oscillometric  index  in  the  right  upper  arm  was 
4,  in  the  left  upper  arm  2.  The  temperature  read- 
ing of  the  right  thumb  was  29.5  C.  and  the  left 
thumb  28.  In  other  words,  there  has  been  a return 
of  about  50  per  cent  of  the  blood  supply  to  that 
arm  through  collateral  circulation. 

H.  G.,  colored,  married,  age  27  years,  was  ad- 
mitted to  the  hospital  through  the  Emergency  Room 
at  5 A.  M.,  June  30,  1935.  There  was  a stab 
wound  in  the  left  third  interspace  about  5 cm.  from 
the  mid-sternal  line.  The  entrance  record  states 
that  the  man  was  semi-conscious,  had  a pulse  rate 
of  56  and  a respiratory  rate  of  25.  He  was  cold 
and  clammy.  The  breath  sounds  on  the  left  side 
were  distant  and  the  heart  sounds  were  muffled  and 
could  scarcely  be  heard.  He  was  taken  immediately 
to  the  Operating  Room  and  an  incision  through  the 
third,  fourth  and  fifth  costal  cartilages  was  made. 
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A lateral  incision  was  made  from  each  end  of  this 
longitudinal  one  towards  the  left.  The  ribs  and  the 
chest  wall  were  then  turned  back  like  a trap-door. 
The  pleura  had  been  opened,  the  left  lung  was  col- 
lapsed and  there  was  about  500  c.c.  of  blood  in  the 
left  pleural  cavity.  The  pericardium  had  a stab 
w'ound  about  2 cm.  long  in  the  upper  portion.  It 
was  filled  with  blood,  very  tense  and  no  pulsation 
could  be  felt.  The  pericardium  was  incised  and  the 
blood  evacuated.  The  heart  was  apparently  in  a 
flutter.  Four  sutures  of  number  0 atraumatic 
chromic  catgut  were  taken  in  the  heart  muscle,  clos- 
ing the  wound  and  entirely  controlling  the  hemor- 
rhage. The  pericardium  was  emptied  of  all  blood 
and  closed  with  interrupted  catgut  sutures  without 
drainage.  The  pleural  cavity  was  emptied  of  blood 
by  suction  and  the  chest  wall  closed  without  drain- 
age. The  cut  ends  of  the  costal  cartilages  were 
sewed  together  with  number  2 chromic  catgut.  M- 
ter  the  chest  wall  had  been  made  air-tight  an  at- 
tempt was  made  to  expand  the  lung  by  forcing  car- 
bon dioxide. 

This  method  of  closure  did  not  prove  to  be  sat- 
isfactory, since,  in  spite  of  the  catgut  suture,  there 
was  an  overlapping  of  the  cut  edges  of  the  costal 
cartilages  with  each  respiratory  play,  which  proved 
quite  discomforting  to  the  patient.  Should  another 
occasion  arise,  I think  I would  be  inclined  to  re- 
move the  costal  cartilages  entirely  or  else  to  cut  them 
in  a V-shape  to  allow  for  a more  satisfactory  clo- 
sure. His  first  temperature  record  following  the 
operation  was  103,  with  a pulse  rate  of  120.  It 
fluctuated  between  99  and  104,  usually  being  mod- 
erately elevated.  His  pulse  rate  ran  from  100  to 
140  and  his  respiratory  rate  from  20  to  45.  .Almost 
from  the  first  he  was  irrational.  This  has  been  re- 
ported by  other  observers  following  heart  injuries 
and  is  thought  to  be  due  to  cerebral  anemia  during 
the  period  of  tamponade.  He  accumulated  fluid  in 
his  chest  and  on  July  5th  300  c.c.  of  bloody  serum 
was  withdrawn.  On  July  6th  his  chest  was  X-rayed 
and  the  X-ray  report  states,  “The  findings  are  in- 
dicative of  a fairly  large  collection  of  fluid  in  the 
left  pleural  cavity.  There  is  apparently  no  ap- 
preciable amount  of  fluid  in  the  pericardium.”  He 
was  re-aspirated  and  300  c.c.  of  sero-purulent  fluid 
withdrawn.  This  showed  a staphylococcus  on  cul- 
ture. Incidentally,  his  blood  Wassermann  was  four 
plus.  The  entire  incision  in  his  chest  wall  became 


infected  and  he  was  sucking  air  through  numerous 
openings  along  the  incision.  We  attempted  to  Dak- 
inize  the  pleura  and  the  incision  without  benefit. 
He  died  on  July  11,  1935,  eleven  days  after  his 
injury. 

The  autopsy  showed  that  the  wound  in  the  heart 
and  pericardium  had  healed.  There  was  about  30  c.c. 
of  serum  in  the  pericardium.  The  anterior  surface  of 
the  heart  was  adherent  to  the  suture  line  in  the 
pericardium.  The  entire  left  pleura  and  incision 
was  badly  infected  and  oozing  pus.  This  case  is 
reported  because  we  consider  it  a successful  closure 
of  a stab  wound  of  the  heart.  The  fact  that  the  man 
died  of  an  empyema  and  an  infection  of  his  chest 
wall  apparently  we  could  not  prevent. 

A.  F.  O.,  white,  male,  married,  age  38  years,  ad- 
mitted to  the  Norfolk  Protestant  Hospital  January 
23,  1933,  with  the  following  histor}';  Twenty-seven 
years  ago  the  patient  was  struck  on  the  inner  side 
of  the  right  ankle  with  a piece  of  metal  cap  from 
an  exploding  shell.  He  had  no  great  difficulty  at 
this  time  but  noted  several  months  later  that  he  could 
feel  a thrill  to  the  touch  over  the  inner  side  of  his 
right  ankle.  He  had  no  . further  trouble  with  it  ex- 
cept that  occasionally  he  would  have  aching  over 
this  area. 

About  three  or  four  weeks  ago  the  buzzing  became 
more  severe  and  the  aching  feeling  more  frequent. 
Occasionally  his  ankle  would  swell.  The  swelling 
would  remain  for  about  a week  and  then  disappear 
for  a time.  About  two  years  ago  he  noticed  a red 
spot  on  the  inner  surface  of  his  ankle.  This  gradu- 
ally broke  down  and  about  four  days  ago  began  to 
bleed.  The  patient’s  general  health  has  been  good. 
His  physical  examination  is  negative  except  for  a 
marked  thrill  to  palpation  from  the  upper  half  of 
his  foot  to  the  lower  third  of  the  leg.  A definite 
bruit  can  be  heard  over  this  area,  there  is  no  swell- 
ing of  the  ankle.  His  blood  pressure  is  134/72  and 
his  heart  is  normal. 

Under  tourniquet  control  the  aneurysm  was  ex- 
posed. The  piece  of  shell  cap  was  removed,  the 
dorsalis  pedis  was  ligated  and  several  small  arteries 
and  veins  coming  into  the  sac  tied  and  the  sac  re- 
moved. The  wound  was  closed  without  drainage. 
On  January  29th  a progress  note  states,  “The  wound 
is  clean  and  healed.  There  is  still  a distinct  bruit 
to  be  heard  at  one  point  on  his  foot  but  the  thrill  has 
disappeared.”  He  was  discharged  on  this  day.  c 


98 


Virginia  Medical  Monthly 


[May, 


He  was  re-admitted  to  the  hospital  on  July  7, 
1935.  Chief  complaint  was  pain  and  swelling  in 
right  leg  and  foot.  He  had  gradually  had  a return 
of  both  bruit  and  thrills  over  the  inner  side  of  his 
foot  and  he  has  experienced  attacks  of  palpitation 
of  the  heart  following  exertion.  His  circulatory  ex- 
amination was  negative  except  for  a blood  jiressure 
reading  of  115/65.  The  rest  of  his  examination 
was  negative  except  that  the  right  leg  showed  numer- 
ous small  varicosities.  Just  below  the  inner  malleo- 
lus there  was  considerable  pulsation  and,  over  an 
area  the  size  of  a silver  dollar,  a continuous  thrill 
could  be  felt  and  a definite  bruit  heard.  This  could 
be  made  to  disajipear  by  pressure  above  the  jmlsa- 
tion. 

At  this  operation  all  communicating  vessels  were 
removed  down  to  the  ligaments.  His  wound  healed 
promptly  and  on  his  last  examination  there  had 
been  no  return  of  the  bruit.  However,  the  sensory 
nerve  supply  of  the  inner  side  of  his  foot  had  been 
cut  and  he  was  complaining  rather  severely  of  numb- 
ness. This  probably  is  an  arterio-venous  aneurysm 
of  the  sircoid  type. 

H.  B.,  colored,  married,  age  43  years,  was  ad- 
mitted to  St.  Vincent’s  Emergency  Room  May  12, 
1935,  having  been  shot  with  a pistol  in  the  right 
thigh  and  leg  just  below  the  knee.  He  walked  in. 
His  wounds  were  dressed  and  he  went  out.  Later 
on  during  the  night  he  was  re-admitted.  He  ran  an 
irregular  temperature  which  went  as  high  as  104. 
On  May  16th  a bullet  was  removed  from  the  muscle 
of  the  right  leg  about  six  inches  below  the  knee 
under  a local  anesthetic.  On  May  21st  the  chart 
states,  “There  is  considerable  pulsation  around  the 
wound  in  the  lower  leg  and  a definite  bruit  heard 
on  auscultation.”  His  temperature  was  normal.  There 
was  no  reason  to  suppose  he  had  any  bone  injury 
since  he  had  walked  in  the  hospital  on  his  first  ad- 
mission and,  judging  from  the  tract  of  the  bullet, 
the  anterior  tibial  artery  was  the  one  involved,  so 
we  felt  perfectly  safe  in  cutting  down  on  the  aneu- 
rysm and  ligating  this  comparatively  small  vessel. 
W’e  saw  no  reason  for  waiting  the  usual  length  of 
time  for  the  establishment  of  collateral  circulation 
from  traumatic  aneurysms. 

At  operation,  much  to  our  surprise,  we  found  that 
the  bullet  had  passed  through  the  posterior  surface 
of  the  tibia  and  that  several  small  fragments  of  bone 
had  been  driven  into  the  tissue,  severing  the  posterior 


tibial  arter)’.  It  was  impossible  to  repair  it  and, 
with  a good  deal  of  concern  as  to  the  outcome,  it 
was  double  ligated.  Several  small  pieces  of  bone 
were  removed  and  the  wound  closed.  He  ran  some 
little  temperature  following  his  operation  but  was 
discharged  from  the  hospital  on  June  12,  1935. 

R.  W.,  colored,  male,  age  20  years,  was  admitted 
to  the  Emergency  Room  with  a stab  wound  of  the 
left  arm  just  above  the  elbow  with  very  severe  hemor- 
rhage. The  wound  was  packed,  a tight  dressing 
applied  and  he  was  told  to  return  to  the  Out-Patient 
Department  for  subsequent  dressings.  Two  or  three 
days  later  he  came  in  the  dressing  room  and  the 
packing  was  removed.  He  bled  so  badly  that  it  had 
to  be  repacked  and  he  was  admitted  to  the  hospital 
on  April  22,  1931,  and  hot  moist  dressings  were 
applied  to  his  arm.  On  ^lay  2nd  the  chart  states, 
“The  arm  remains  markedly  swollen  and  hard;  no 
pulsation  felt  over  the  swollen  area  but  there  is  a 
distinct  bruit  all  over  it.  The  patient  says  his  hand 
feels  numb;  no  radial  pulse  can  be  felt.  Impres- 
sion, a dissecting  aneurysm  of  the  brachial  artery 
with  a large  hematoma.” 

On  May  6th  this  hematoma  was  e.xplored.  A long 
slit  was  found  in  the  brachial  vein  which  was  re- 
paired. The  brachial  artery  apparently  was  not  in- 
jured. .A.11  bleeding  points  were  ligated,  the  wound 
closed  with  a drain  and  he  was  returned  to  bed. 
There  was  an  almost  immediate  return  of  his  radial 
pulse.  He  made  an  uninterrupted  recovery  and  left 
the  hospital  on  May  19th. 

Medical  Arts  Building. 

Discussion 

Dr.  I.  A.  Bigger,  Richmond:  I was  very  much  in- 
terested in  Dr.  Ravvl’s  paper.  He  has  presented  an  ex- 
tiemely  interesting  group  of  cases  and  I was  especially 
interested  in  the  vascular  'cases.  It  seems  to  me  that 
what  he  said  in  regard  to  the  importance  of  equipping 
hospitals  to  take  care  of  vascular  injuries  was  very  ap- 
propriate. It  is  also  essential  that  surgeons  obtain  ex- 
perience in  vascular  work,  and  this  can  best  be  done 
in  the  experimental  laboratory. 

There  are  one  or  two  points  I would  like  to  make  in 
regard  to  wounds  of  the  heart  and  intrapericardial  por- 
tion of  the  great  vessels.  The  real  difficulty  in  handling 
such  wounds  seems  to  be  in  making  the  correct  diagno- 
sis, which  is  more  difficult  and  just  as  important  as  the 
treatment. 

Dr.  Rawls  pointed  out  one  thing  in  regard  to  his  case 
which  I think  is  very  significant  and  with  which  I have 
recently  been  impressed.  He  stated  that  when  the  peri- 
cardium was  exposed,  it  was  so  tense  that  pulsation  could 
not  be  seen.  We  have  found  that  in  questionable  cases, 
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where  a wound  of  the  heart  is  suspected,  a great  deal 
of  valuable  information  can  be  gained  by  fluoroscopic 
examination.  An  almost  complete  absence  of  pulsation 
of  the  cardiac  shadow  is  a very  important  diagnostic 
point.  The  heart  may  appear  quite  immobile.  It  is 
my  impression  that  many  of  these  cases  are  operated 
upon  too  hurriedly,  some  without  proper  examination. 
Certain  ones  are  great  emergencies  and  have  to  be  oper- 
ated upon  immediately,  especially  those  with  free  bleed- 
ing from  the  pericardium.  My  experience  has  been  that 
most  of  the  others  are  not  great  emergencies,  but  opera- 
tion should,  of  course,  not  be  unduly  delayed.  They 
can  be  tided  along  by  intravenous  fluids  and  frequently 


repeated  small  doses  of  adrenalin  until  a proper  exami- 
nation has  been  made,  and  the  operating  room  set  up 
with  sterile  precautions. 

I enjoyed  Dr.  Rawls’s  paper  very  much. 

Dr.  Rawls,  closing  the  discussion;  I only  want  to  re- 
port a case  of  Dr.  Willcox  Ruffin’s.  This  man  was  ad- 
mitted to  the  emergency  room  eleven  days  ago  with  a 
stab  wound  of  the  heart.  It  was  repaired  by  Dr.  Ruffin 
and  he  has  made  an  uneventful  recovery  and  is  now 
sitting  up.  I asked  Dr.  Ruffin  to  report  it  but  he  de- 
clined to  do  so.  He  offered  to  allow  me  to  exhibit  the 
man  at  this  meeting  but  I did  not  like  to  take  that  much 
risk  with  his  patient. 


ACUTE  SMALL  BOWEL  OBSTRUCTION--A  STUDY 
OF  100  CASES.* 


Harry  J.  Warthen,  M.  D., 
Richmond,  Va. 


Despite  the  advances  made  by  surgery  during  the 
past  fifty  years,  the  mortality  from  intestinal  ob- 
struction has  been  lowered  but  little  and  it  now 
ranks  as  the  most  fatal  of  the  more  common  sur- 
gical conditions. 

In  1888,  Reginald  Fitz^  reviewed  146  operative 
cases  of  intestinal  obstruction.  The  mortality  was 
70  per  cent.  In  1929,  Miller,^  in  a study  of  343 
surgical  cases  of  intestinal  obstruction  in  the  Charity 
Hospital  and  Touro  Infirmary,  of  New  Orleans,  re- 
ported a mortality  of  60  per  cent.  Christopher  and 
Jermings,^  in  1934,  collected  2,345  cases  from  widely 
scattered  American  clinics  with  a mortality  of  46.5 
per  cent. 

Intestinal  obstruction,  or  ileus,  is  usually  divided 
into  three  groups.  Mechanical  ileus,  the  most  fre- 
quent type,  results  from  a stoppage  of  the  fecal  cur- 
rent by  any  obstruction  to  the  lumen  of  the  bowel. 
Adynamic,  or  paralytic  ileus,  results  from  nervous 
or  toxic  influences  and  occurs  most  often  from  peri- 
tonitis, operative  trauma  or  from  reflex  causes,  as 
a stone  in  the  urinary  tract.  Dynamic  or  spastic 
ileus  follows  certain  poisons,  as  lead  colic,  or  ner- 
vous system  lesions  as  tabes.  Dynamic  and  ady- 
namic ileus  have  no  surgical  significance  other  than 
the  occasional  problem  of  differentiation  from  me- 
chanical ileus. 

*From  the  Department  of  Surgery,  Medical  College 
of  Virginia. 

Read  before  the  sixty-sixth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Norfolk,  October  15- 
17,  1935. 


Mechanical  obstructions  may  be  acute  or  chronic 
depending  upon  whether  the  obstruction  is  complete 
or  incomplete.  The  majority  of  obstructions  in  the 
small  bowel  are  extrinsic  in  origin  or  due  to  pres- 
sure from  without.  The  active  peristalsis  in  the 
small  intestine  usually  results  in  an  incomplete  ob- 
struction rapidly  becoming  complete  so  that  the  ma- 
jority of  obstructions  in  the  small  bowel  are  acute. 
The  majority  of  obstructions  in  the  large  bowel 
are  intrinsic  in  origin,  or  due  to  blockage  within 
the  lumen.  The  more  sluggish  peristalsis  in  the 
colon  permits  an  incomplete  obstruction  to  persist  for 
considerable  periods  of  time,  so  that  the  majority 
of  chronic  obstructions  are  found  in  the  colon. 

Mechanical  obstructions  may  also  be  divided  into 
simple  obstructions,  due  to  pressure  without  im- 
mediate circulatory  changes,  and  complicated  ob- 
structions in  which  vascular  changes  occur  early 
as  a result  of  pressure  on  the  mesenteric  vessels. 

The  traditional  signs  and  symptoms  of  an  acute 
mechanical  obstruction  are:  pain,  vomiting,  disten- 
tion and  constipation.  Pain  in  small  bowel  lesions 
is  usually  abrupt  in  onset,  paroxysmal  in  character, 
and  localizes  about  the  center  of  the  abdomen.  In 
large  bowel  obstructions,  the  onset  is  slower,  the 
pain  recurs  at  longer  intervals  and  the  point  of 
localization  is  more  variable.  Vomiting  occurs  early 
in  small  bowel  lesions.  The  first  emesis  is  reflex 
in  nature  and  usually  consists  of  gastric  contents. 
This  is  followed  by  a latent  period  of  varying  time 
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which  is  thought  to  be  an  index  of  the  distance  of 
the  obstruction  from  the  pylorus.  Regurgitant  vom- 
iting of  bile  and  intestinal  contents  then  begins  and 
this  continues  until  terminated  by  operative  inter- 
ference or  death.  Reflex  vomiting  is  frequently  ab- 
sent, and  regurgitant  vomiting  is  usually  late  in 
large  bowel  lesions,  and  sometimes  does  not  occur. 
The  offensive,  brownish  vomitus  often  noted  in  late 
obstructions  of  the  lower  ileum  is  noticeably  absent 
in  obstruction  of  the  colon. 

Distention  of  the  abdomen  varies  considerably,  de- 
pending on  the  location  and  duration  of  the  ob- 
struction. Lesions  in  the  upper  jejunum  may  cause 
little  or  no  distention,  due  to  the  long  collapsed 
distal  loop  of  bowel  more  than  compensating  for 
the  short  loop  of  dilated  jejunum  proximal  to  the 
obstruction.  In  ver}’  high  obstructions  the  abdomen 
may  be  scaphoid.  Obstructions  in  the  lower  ileum, 
are  characterized  by  marked  distention.  Constipa- 
tion is  absolute  in  all  complete  obstructions  if  the 
passage  of  intestinal  contents  distal  to  the  block  at 
the  onset  of  the  ileus  is  disregarded.  The  passage 
of  gas  and  feces  shortly  after  the  beginning  of  an 
obstruction  is  often  confusing  and  frequently  leads 
to  the  belief  that  an  incomplete  obstruction  is  present 
with  resulting  loss  of  valuable  time  before  the  true 
nature  of  the  lesion  is  recognized. 

In  recent  years  two  additional  aids  in  the  diag- 
nosis of  intestinal  obstruction  have  been  utilized. 
A flat  plate  of  the  abdomen  following  an  enema  to 
evacuate  the  lower  bowel  will  show  a parallel  ladder- 
like arrangement  of  gas  and  liquid  levels  in  small 
bowel  lesions,  or  large  accumulations  of  gas  in  ob- 
structions of  the  colon. 

Auscultation  of  the  abdomen  has  been  largely 
neglected  in  intestinal  obstruction.  The  orderly 
intermittent  low-pitched  peristaltic  sounds  normally 
heard  over  the  abdomen  are  usually  replaced  by 
tumultuous  prolonged  high-pitched  gurglings  sj-n- 
chronous  with  the  colicky  pain  of  an  obstruction. 
The  location  of  a block  can  frequently  be  determined 
by  the  point  of  maximum  intensity,  and  the  quality 
of  the  sounds  may  be  of  value  in  differentiating 
simple  mechanical  obstructions  from  obstructions  as- 
sociated with  strangulation.  Peristaltic  sounds  are 
notably  absent  in  parahiic  ileus. 

Intestinal  patterns  and  visible  peristalsis,  tliough 
frequently  seen  in  thin  individuals,  are  inconstant 
and  sometimes  misleading  signs,  as  they  may  oc- 


casionally be  present  in  normal  subjects  with  re- 
laxed abdominal  walls. 

The  cause  of  death  in  this  condition  has  been 
studied  by  many  investigators.  Death  in  simple 
acute  obstructions  has  been  variously  ascribed  to 
starvation;  dehydration;  loss  of  electroh’tes,  espe- 
cially chlorides;  to  toxins  formed  from  protein  de- 
composition within  the  obstructed  bowel  or  from 
toxins  arising  in  the  wall  of  the  damaged  intestine. 
The  importance  of  large  intravenous  injections  of 
saline  is  now  generally  recognized,  but  the  opera- 
tive procedures  recommended  in  intestinal  obstruc- 
tion are  far  from  uniform  and  vary*  from  simple 
jejunostomies  to  generous  resections  of  the  involved 
intestine.  The  results,  at  best,  are  unsatisfactory 
and  a review  of  the  literature  ser\’es  chiefly  to  em- 
phasize the  importance  of  early  operation  and  to 
bear  out  the  truth  of  Miller ’s^  observation  that  the 
mortality  increases  approximately  one  per  cent  with 
each  hour  of  procrastination. 

Analysis  of  Cases 

A study  has  been  made  of  one  hundred  consecu- 
tive obstructions  of  the  small  bowel  operated  upon 
in  the  ^ledical  College  of  Virginia  hospitals  during 
the  past  five  years.  This  period  was  chosen  as  it 
coincides  with  the  present  system  of  diagnosing  and 
filing  histories  used  in  these  hospitals.  This  study 
is  confined  to  acute  mechanical  obstructions  of  the 
small  intestine.  Intussusceptions  in  infants  and  ob- 
structions associated  with  incarcerated  or  strangu- 
lated external  herniae  are  not  included  in  this  series. 
The  latter  conditions  are  usually  diagnosed  with 
■ greater  ease  and  the  treatment  is  more  standardized 
than  in  the  group  now  under  consideration. 

Age  Incidence 

The  majority  of  small  bowel  obstructions  oc- 
curred in  the  second,  third  and  fourth  decades.  The 
average  age  for  the  entire  series  was  33.6  years.  The 
voungest  patient  was  fifteen  months  old  and  the 
oldest  was  eighty  years  of  age.  Both  of  these  ob- 
structions, strangely  enough,  resulted  from  a vol- 
vulus about  a congential  band  extending  from  a 
Meckel’s  diverticulum  to  the  umbilicus. 

Race  and  Sex 

The  incidence  of  obstructions  for  race  and  sex 
was:  white  males,  22;  white  females,  19;  Negro 
males,  21;  Negro  females,  38.  Fifty-nine  were 
colored  and  forty-one  were  white.  Fifty-seven  were 
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females  and  forty-three  were  males.  The  high  in- 
cidence of  this  condition  in  Negro  females  was  due 
largely  to  post-operative  adhesions  or  inflammatory 
bands  following  pelvic  inflammatory  disease. 

Previous  Operations 

Sixty-five  of  these  patients  had  previous  abdom- 
inal operations.  These  laparotomies  were  for  the 
following  conditions:  Pelvic  inflammatory  disease, 
27;  acute  ruptured  appendicitis,  20;  pelvic  tumors, 
5;  gun-shot  wounds  of  the  abdomen,  4;  intestinal 
obstruction,  4;  miscellaneous,  13. 

The  interval  which  elapsed  between  the  previous 
operation  and  the  onset  of  the  ileus  varied  from  a 
few  days  to  many  years.  Seventeen  of  these  patients 
developed  intestinal  obstructions  in  the  hospital  fol- 
lowing laparotomies. 

Type  or  Obstruction 

The  obstructions  were  caused  by  the  following 
conditions:  Adhesive  bands  with  kinking  of  the 
bowel,  72;  volvulus,  11;  Meckel’s  diverticulum,  4; 
internal  herniae,  3 ; polyps  of  the  small  intestine 
with  intussusception,  3;  pelvic  abscesses,  2;  mis- 
cellaneous, 5. 

Operative  Procedures 

The  following  operative  procedures  were  per- 
formed in  order  to  relieve  the  obstruction:  release 
of  obstruction  by  division  of  adhesive  bands,  37; 
release  of  obstruction  with  enterostomy,  24;  early 
enterostomy,  18;  resection,  6;  resection  with  en- 
terostomy, 6;  late  enterostomy,  9. 

The  mortality  associated  with  the  operative  pro- 
cedures was  as  follows : release  of  obstruction  by 
division  of  adhesive  bands,  14  per  cent;  release  of 
obstruction  with  enterostomy,  33  per  cent;  early  en- 
terostomy, 22  per  cent;  resection,  50  per  cent;  resec- 
tion with  enterostomy,  50  per  cent;  late  enterostomy, 
89  per  cent. 

Duration  and  Mortality 

The  duration  of  the  obstruction  and  the  mortality 
were  so  closely  associated  that  they  shall  be  con- 
sidered together.  The  duration  of  the  symptoms 
varied  from  four  hours  to  seventeen  days.  The 
average  duration  of  the  obstruction  and  mortality 
for  race  and  sex  was:  white  females,  duration  2.1 
days,  mortality  10.5  per  cent;  white  males,  duration 
2.5  days,  mortality  27  per  cent;  Negro  males,  dura- 
tion 3.9,  mortality  38.1  per  cent;  Negro  females. 


duration  4.0  days,  mortality  44.7  per  cent.  These 
patients  were  operated  upon  by  the  same  surgeons. 
The  average  duration  of  symptoms  in  the  non-fatal 
cases  was  2.5  days,  and  in  the  fatal  cases  4.9  days. 
The  mortality  for  the  entire  series  was  34  per  cent. 

Present  Treatment 

Patients  who  are  admitted  to  the  Medical  College 
of  Virginia  hospitals  shortly  after  the  onset  of  symp- 
toms and  who  are  in  good  general  condition  are 
operated  upon  immediately.  If  the  patient  is  not 
seen  until  a number  of  hours  after  the  onset,  vom- 
iting has  usually  been  a prominent  symptom  and 
the  resulting  loss  of  blood  chlorides  must  be  cor- 
rected before  operation  can  be  attempted.  The 
stomach  is  washed  and  one  or  two  liters  of  normal 
saline  is  slowly  injected  intravenously.  If  the  stom- 
ach contains  a large  amount  of  material  a nasal  tube 
is  inserted  and  kept  in  place  during  operation.  A 
gastric  lavage  relieves  the  distention  of  the  upper 
abdomen  and  prevents  vomiting  during  the  operation. 
This  not  only  facilitates  the  operation  but  also  avoids 
the  danger  of  the  patient  aspirating  the  vomitus. 

Spinal  anesthesia  is  the  anesthetic  of  choice  in  in- 
testinal obstruction.  The  relaxation  of  the  abdom- 
inal muscles  obtained  by  150  mg.  of  novocain  permits 
a careful  exploration  of  the  peritoneal  cavity.  The 
contraction  of  the  intestinal  wall  and  mesentery  w’hich 
follows  a spinal  anesthetic  lessens  the  intra-abdom- 
inal pressure,  prevents  the  e.xtrusion  of  viscera,  and 
permits  the  operator  to  handle  loops  of  obstructed 
bowel  with  less  danger  of  traumatizing  the  distended 
intestine.  If  the  general  condition  of  the  patient 
contra-indicates  spinal  anesthesia  a local  anesthetic 
is  used.  This  is  satisfactory  in  strangulated  herniae 
or  in  simple  procedures  as  enterostomies  or  the  divi- 
sion of  obstructing  bands.  The  limited  exposure 
usually  obtained  with  local  anesthesia  increases  the 
operative  hazard  in  long-standing  obstructions  with 
markedly  distended  loops.  General  inhalation  anes- 
thesia is  unsatisfactor>'  and  frequently  dangerous  in 
intestinal  obstruction,  and  when  used  it  should  be 
confined  to  very  early  cases  without  distention. 

A right  rectus  or  a para-median  incision  will 
usually  give  adequate  exposure  in  small  bowel  ob- 
structions. The  site  of  the  obstruction  is  speedily 
located  by  tracing  the  collapsed  bowel  upward.  The 
exploring  hand  whenever  possible  is  guided  by  di- 
rect vision.  The  adjacent  intestines  are  well  pro- 
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tected  by  warm  saline  sheets  before  the  obstruction  is 
released.  Whenever  possible,  single  narrow  adherent 
bands  are  divided  on  both  sides  of  the  obstructed 
bowel;  otherwise  the  wall  of  the  intestine  may  be 
tom  at  the  point  of  contact.  After  release  of  the 
adhesions  the  bowel  distal  to  this  point  is  examined 
in  order  to  eliminate  potential  obstructions  below 
the  level  of  the  original  block.  Following  the  release 
of  the  obstruction  the  question  arises  as  to  the  neces- 
sity for  an  enterostomy.  This  is  indicated  in  all 
cases  of  late  obstruction  and  whenever  there  is  a 
possibility  that  the  circulation  may  be  inadequate. 
When  in  doubt  it  is  safer  to  do  an  enterostomy.  A 
size  18  P'rench  catheter,  inserted  by  the  Witzel  tech- 
nique, and  passed  through  adjacent  omentum  is 
brought  out  through  a stab  wound  lateral  to  the 
incision. 

An  enterostomy  just  proximal  to  a mottled  seg- 
ment of  bowel  with  embarrassed  circulation  will  fre- 
quently permit  a traumatized  loop  of  intestine  to 
regain  its  tone,  and  a resection  will  be  avoided.  If 
the  vascular  changes  have  advanced  beyond  the  point 
of  probable  viability,  the  bowel  will  have  to  be 
e.xtra-peritonealized  or  resected.  Exteriorizing  the 
bowel  is  a useful  procedure  if  the  intestine  proximal 
to  the  obstruction  is  too  distended  to  permit  resec- 
tion, but  the  method  should  be  used  with  caution 
when  the  obstruction  is  in  jejunum.  If  the  bowel 
becomes  gangrenous  a fistula  will  result  and  closure 
will  be  difficult  if  not  impossible.  Frank  necrosis 
of  the  obstructed  loop  necessitates  resection.  If  the 
proximal  intestine  is  greatly  distended  an  enteros- 
tomy above  the  anastomoses  will  protect  the  suture 
line  and  leakage  wdll  be  prevented. 

Following  operation,  the  patient  receives  nothing 
by  mouth  for  several  days.  Frequent  intravenous 
injections  of  normal  saline  containing  5 per  cent 
dextrose  are  given  and  daily  determinations  of  the 
blood  chemistry  are  made.  If  the  abdomen  becomes 
distended  a nasal  tube  is  inserted  and  permitted  to 
remain  until  normal  peristalsis  returns.  The  patient 
is  placed  on  a low  backrest  and  turned  frequently. 
Occasional  small  enemas  may  be  given  if  peritonitis 
is  not  present.  The  enterostomy  tube  is  clamped  off 
after  four  or  five  days  and  if  this  is  well  tolerated 
for  twenty-four  hours  the  catheter  is  removed. 

A simple  enterostomy  is  of  value  in  two  types  of 
mechanical  ileus. 

Early  obstructions  which  develop  a few  days  after 


operation  are  usually  due  to  an  exudate  upon  the 
surface  of  the  bowel  which  binds  the  adjacent  loops 
of  intestine  together.  If  the  intestinal  flow  is  di- 
verted from  the  dilated  loop  for  a short  time  the 
obstruction  usually  disappears.  In  high  obstruc- 
tions this  can  frequently  be  accomplished  by  syphon- 
ing the  fluid  from  the  upper  jejunum  through  an 
indwelling  duodenal  tube.  If  the  obstruction  is  in 
the  ileum  a simple  enterostomy  through  a small  in- 
cision will  relieve  the  pressure  in  the  dilated  bowel 
and  permit  the  restoration  of  the  intestinal  flow. 

In  late  obstructions  dehydration  and  toxemia  are 
present  and  changes  in  the  blood  chemistry  have 
occurred.  Despite  large  intravenous  injections  of 
sodium  chloride  solution  some  of  these  patients  are 
unable  to  withstand  a major  operation.  In  this  type 
of  case  a simple  enterostomy  under  local  anesthesia 
may  be  a life-saving  procedure.  If  the  peritoneal 
cavity  contains  bloody  fluid,  vascular  changes  have 
occurred  and  the  involved  bowel  must  be  brought  out 
on  the  abdomen.  If  the  peritoneal  fluid  is  clear, 
a simple  obstruction  is  present.  An  enterostomy 
will  give  temporary  relief,  and  many  obstructions 
will  disappear  after  the  release  of  pressure.  If  the 
obstruction  is  not  relieved  a second  operation  may 
be  done  when  the  condition  of  the  patient  has  im- 
proved. 

Summary 

The  signs,  symptoms  and  treatment  of  intestinal 
obstruction  have  been  reviewed.  One  hundred  con- 
secutive cases  of  small  bowel  obstruction  admitted 
to  the  Medical  College  of  Virginia  hospitals  have 
been  studied.  Sixty-five  of  these  patients  had  pre- 
vious abdominal  operations.  The  mortality  in  the 
white  patients  was  19.5  per  cent  and  in  the  colored 
patients  42.3  per  cent.  The  only  difference  in  the 
treatment  received  by  the  two  races  is  found  in  the 
time  which  elapsed  before  operation  was  performed. 
The  colored  patients  were  seen  much  later  and  the 
mortality  was  correspondingly  higher.  The  mor- 
tality for  the  entire  series  was  34  per  cent. 

Only  by  prompt  recognition  and  early  operation 
can  the  high  death  rate  in  intestinal  obstruction  be 
lowered. 
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Discussiok 

Dr.  C.  B.  Morton,  University:  Dr.  Warthen  is  to  be 
congratulated  on  the  presentation  of  a series  of  cases 
which  by  comparison  shows  a mortality  relatively  so 
much  lower  than  that  of  other  series  which  he  quoted. 
Even  this  mortality,  however,  indicates  the  seriousness 
of  the  problem  of  intestinal  obstruction. 

In  regard  to  symptoms  it  is  amazing  how  varied  the 
picture  may  be.  I am  sure  that  everyone  finds  the  same 
condition,  but  I would  like  to  stress  how  atypical  these 
cases  may  be.  Sometimes  the  diagnosis  is  extremely 
difficult  to  make. 

As  to  diagnostic  procedures  which  may  be  employed, 
I would  like  to  mention  the  X-ray  and  auscultation.  An 
X-ray  of  the  abdomen  which  shows  “ladder-like”  fluid 
levels  may  give  presumptive  evidence  of  obstruction, 
yet  we  have  had  several  instances  in  which  the  pro- 
cedure has  not  been  entirely  reliable.  Positive  X-ray 
evidence  does  not  necessarily  mean  that  mechanical  ob- 
struction is  present.  I mention  this  by  way  of  indicating 
that  in  making  a diagnosis  we  must  not  be  guided  too 
entirely  by  any  one  factor. 

I find  auscultation  of  the  abdomen  of  more  and  more 
aid  as  a diagnostic  procedure  and,  from  talking  with 
other  men,  I believe  the  usefulness  of  this  method  of 
examination  is  being  appreciated  more  and  more  widely. 
It  gives  very  valuable  information  in  regard  to  the  con- 
dition, its  character,  location,  degree  and  other  fea- 
tures of  it. 

The  study  of  the  cause  of  the  obstruction  is  also  inter- 
esting. The  high  incidence  of  previous  operations  in 
both  the  early  and  remote  cases-  of  obstruction  sounds 
a word  of  caution  to  us  in  all  our  operative  procedures 
in  the  abdomen,  to  minimize  trauma  of  all  varieties, 
so  that  adhesions  and  the  consequent  danger  of  obstruc- 
tion later  on  may  be  reduced. 

Among  unusual  causes  of  intestinal  obstruction,  I may 
mention  a patient  upon  whom  I operated  recently.  Ob- 
struction was  caused  by  a large  gall-stone  in  the  small 
intestine.  Exploration  was  done  because  of  a persistent 
ileus  and  revealed  the  large  gall-stone,  the  size  of  a 
hen’s  egg,  impacted  in  the  lower  ileum. 

In  regard  to  treatment,  I think  the  figures  illustrate 
very  graphically  the  necessity  of  getting  the  patients 
early  and  doing  operatively  as  little  as  possible  con- 
sistent with  the  actual  relief  of  the  obstruction.  In  this 
connection  the  use  of  the  nasal  tube  is  a measure  I 


would  like  to  emphasize  as  a prophylactic,  pre-operative 
and  post-operative  aid.  We  find  it  extremely  valuable 
and  since  we  began  using  it  the  incidence  of  enterostomy 
and  other  operative  procedures  in  our  cases  of  obstruc- 
tion has  decreased  materially.  A small  caliber  tube  is 
passed  through  the  nose,  down  the  esophagus  and  into 
the  stomach.  The  tube  is  anchored  to  the  face  with 
adhesive  strips  and  can  be  retained  comfortably  by  the 
patient  for  many  hours.  During  this  time  the  stomach 
and  upper  intestines  can  be  kept  empty  and  the  patient 
relieved  of  distention,  nausea  and  vomiting. 

Again  I want  to  congratulate  you.  Dr.  Warthen. 

Dr.  I.  A.  Bigger,  Richmond:  I enjoyed  Dr.  Warthen’s 
paper  very  much.  There  is  one  point  that  Dr.  Warthen 
made  that  I would  like  to  amplify,  that  is,  the  importance 
of  attempting  to  determine  the  type  of  obstruction  with 
which  you  are  dealing. 

At  the  Medical  College  of  Virginia,  we  have  been 
impressed,  for  several  years,  by  the  fact  that  in  ob- 
struction with  strangulation  we  do  not  get  the  rather 
high-pitched,  gurgling  sounds  which  we  find  in  obstruc- 
tion due  to  adhesive  bands.  In  other  words,  in  obstruc- 
tion due  to  adhesive  bands,  without  strangulation,  we 
get  rather  high-pitched  gurgling  sounds  with  each  cramp- 
like pain.  These  sounds  are,  of  course,  heard  best  near 
the  point  of  obstruction.  On  the  other  hand,  in  volvulus, 
intussusception,  and  other  obstructions  with  strangula- 
tion, the  quality  of  the  sounds  is  often  not  changed,  and 
not  infrequently  the  abdomen  is  unusually  silent. 

Dr.  H.  H.  Trout,  Roanoke:  I do  not  want  to  be 
misunderstood,  but  I do  think  it  is  a very  appropriate 
time  to  warn  against  relying  too  much  on  the  duodenal 
tube,  for  at  times  it  hides  sy.mptoms  of  a mechanical 
obstruction,  which  otherwise  would  have  been  relieved 
by  prompt  surgical  interference.  In  other  words,  we 
think  our  patients  are  progressing  nicely  when  in  fact 
a mechanical  obstruction  is  existing.  I know  of  no 
other  post-operative  aid  which  has  been  of  greater  as- 
sistance than  the  indwelling  tube  as  described  by 
Wangensteen,  but,  like  all  other  good  things,  it  has  its 
dangers.  For  this  reason,  every  single  case  should  be 
made  an  individual  study. 

Dr.  Warthen,  closing  the  discussion:  I wish  to  thank 
Drs.  Morton,  Bigger  and  Trout  for  their  discussions.  I 
agree  heartily  with  Dr.  Trout’s  observations  as  to  the 
dangers  of  the  duodenal  tube.  We  feel  that  this  method 
should  be  limited  to  early  and  preferably  high  obstruc- 
tions and  especially  those  which  develop  in  the  hos- 
pital following  laparotomies.  If  the  patient  fails  to  im- 
prove under  this  treatment  in  a relatively  short  time  it 
is  far  safer  to  do  a jejunostomy  or  some  other  opera- 
tive procedure. 
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DERMATOSES  AND  COLD  WEATHER.* 


Raymond  Kimbrough,  D.. 

Norfolk,  Va. 


This  paper  deals  with  those  changes  in  the  skin 
resulting  from  cold  winds,  the  drying  effects  of 
heated  air  of  low  humidity,  the  use  of  soap  and 
hot  water  and  certain  individual  sebaceous,  or  skin 
fat,  deficiencies,  as  in  ichthyosis.  Frost-bite  and 
gangrene  from  exposure  to  severe  cold  usually  re- 
quire surgical  treatment  and  will  not  be  discussed. 

These  effects  of  cold  weather  include  chapping, 
dryness,  roughness,  cracking,  peeling,  redness  and 
varying  degrees  of  dermatitis,  with  burning  and 
itching  sensations.  In  addition  the  majority  of  all 
dermatoses,  or  abnormal  skins,  are  injured  and 
made  worse  by  these  effects.  This  is  notably  true 
of  ichthyosis,  certain  eczemas,  psoriasis,  dermatitis 
venenata,  some  drug  eruptions  and  allergic  reactions. 
.■\cnc  vulgaris  is  one  of  the  few  that  are  benefited 
by  the  effects  of  cold  weather. 

It  may  be  simply  stated  that  these  changes  are 
results  of  a deficiency  of  fat  and  water  in  the  horny, 
or  keratin,  layer  of  the  skin.  The  normal  softness 
and  pliability  of  the  skin  is  maintained  by  the 
presence  in  the  horny  layer  of  the  correct  amount 
of  fat  which  keeps  it  soft  and  prevents  evaporation 
of  water.  A deficiency  thus  produces  the  dr\',  rough, 
sensitive  skin  that  may  progress  to  redness,  in- 
creased desquamation  and  inflammatory  infiltration 
of  the  skin  similar  to  the  condition  usually  defined 
as  eczema,  the  so-called  dishwashers  eczema  of  the 
hands  being  an  example. 

The  amount  of  fat  and  water  in  the  horny  layer 
may  be  deficient  because  of : ( 1 ) excessive  removal 
of  water  and  fat  from  the  skin  surface,  and  (2)  an 
inadequate  supply  from  the  sebaceous  and  sweat 
glands. 

The  excessive  removal  of  fat  and  water  from  the 
skin  in  winter  results  from  the  increased  evapora- 
tion from  excessively  dry,  heated  air  in  the  usual 
heating  equipment,  the  irritant  and  dr}dng  effects 
of  cold  wind  and  the  removal  of  fat  from  the  skin 
with  soap  and  water.  The  remedies  for  these  con- 
ditions include  protection  with  suitable  clothes  and 
humidifying  the  air  in  the  heated  rooms.  We  can- 

*Read before  the  sixty-sixth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Norfolk,  October  15-17, 
1935. 


not  avoid  the  use  of  soap  and  water  and  keep  the 
body  as  clean  as  social  requirements  demand.  How- 
ever, soap  may  have  its  fat  removing  activity  offset 
by  supplying  fat  in  the  form  of  cold  cream  or  suit- 
able fat  mixtures  applied  to  the  skin  immediately 
after  bathing,  i.  e.,  before  evaporation  has  had  its 
damaging  effect. 

The  selection  of  the  best  soap  to  use  is  difficult 
in  view  of  the  high  pressure  advertising  and  the 
advocating  by  detail  workers  of  new  and  improved 
cleansing  agents.  The  newer  developments  include 
the  “super-fatted”  soaps  and  the  “soapless”  soaps 
which  are  sulphonated  alcohols.  The  super-fatted 
soaps  contain  a small  excess  of  saponified  fat  and 
are  apparently  good  soaps,  but  they  are  still  soaps, 
and  in  cleansing  the  skin  they  combine  with  the 
fatty  elements  and  remove  them  from  the  skin.  The 
“soapless”  soaps  advocated  for  shampoo  and  skin 
use  are  neutral,  and  do  not  liberate  alkali  as  do  true 
soaps,  but  they  remove  the  fat  or  oil  from  the  skin 
and  give  the  same  or  more  marked  dr}dng  effects. 
Their  use  may  be  of  greater  value  in  treating  acne 
vulgaris  or  conditions  where  drcmess  is  desired. 

For  cleansing  purposes  the  plain,  white  toilet 
soap  or  the  white  tablets  of  shaving  soaps  are  pre- 
ferred by  the  writer  to  the  more  highly  perfumed 
and  colored  toilet  or  laundry  soaps.  The  important 
thing  to  remember  is  to  apply  the  grease  immediately 
following  the  soap  and  water  and  thereby  prevent 
the  damage  that  soaps  and  water  may  do  to  these 
dry  skins. 

The  inadequate  supply  of  fat  to  the  skin  is  illus- 
trated by  the  histology  of  ichthyosis,  which  often 
shows  an  entire  absence  of  sebaceous  glands  in  some 
skin  areas.  Individuals  vary  considerably  as  to  the 
amount  of  greasiness  of  the  skin  and  in  all  of  us 
there  is  a lessening  activity  of  the  sebaceous  glands 
as  age  advances  after  maturity.  Sebaceous  gland 
activity  appears  to  lessen  especially  during  cold 
weather,  or  to  increase  in  hot  weather.  This  sea- 
sonal variation  may  be  due  to  the  fact  that  more 
fat  is  burned  for  fuel  in  winter  with  less  for  the 
skin  to  excrete,  to  the  increased  cutaneous  circu- 
lation in  summer,  or  to  other  factors  of  fat  metabol- 
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ism.  A diet  rich  in  fats  appears  to  increase  the 
greasiness  of  the  skin  in  most  people,  regardless 
of  the  season. 

In  supplying  grease  to  a skin  that  has  too  little, 
or  has  had  its  supply  removed  by  soap,  it  should 
be  noted  that  a plain  oil,  such  as  olive  oil,  mineral 
oil,  or  vaseline,  may  be  well  rubbed  in  and  the  ex- 
cess wiped  off  with  a soft  cloth,  but  there  is  still 
a disagreeable  shiny  appearance  due  to  the  light-re- 
flecting properties  of  a homogeneous  oil.  This  may 
be  reduced  by  employing  mixtures  of  fats,  as  in  cold 
cream. 

It  is  well  known  that  glycerine  lotions  will  quickly 
and  thoroughly  soften  hard,  rough,  and  chapped 
hands.  The  action  is  a mechanical  closing  of  the 
cracks  by  swelling  the  horny  layer.  This  same 
softening,  through  swelling  the  homy  layer,  may  be 
obtained  by  using  soap.  Soaking  in  water  will  give 
the  same  results,  but  requires  a longer  time.  In  ad- 
dition, glycerine,  because  of  its  hygroscopic  prop- 
erty, takes  moisture  from  the  skin  and  makes  the 
dry  skin  even  drier. 

The  greaseless  creams,  vanishing  creams  and 
many  skin  lotions  belong  in  this  category  and  are 
composed  of  soap  or  glycerine  mixtures.  They  are 
widely  advertised  and  extensively  used.  The  quick 
action,  or  immediate  softening  effect,  of  these  prepa- 
rations has  made  them  immensely  popular.  To  the 
average  person  the  use  of  these  preparations  seems 
the  ideal  way  to  obtain  and  keep  a soft  and  pliable 
skin.  Yet,  knowing  the  effect  of  these  soaps  on  the 
skin,  we  .see  it  depletes  the  fat  supply  of  the  horny 
layer,  the  very  thing  that  should  be  avoided.  The 
use  of  these  preparations  results  in  an  after-effect 
that  makes  their  repeated  use  necessary.  This,  in 
turn,  leads  to  the  dried,  rough,  eczematous  condi- 
tion as  from  excessive  use  of  soap  and  hot  water. 
If  these  greaseless  vanishing  creams  and  lotions  are 
used,  they  should  be  washed  off  with  water  as  you 
would  do  any  soap,  and  where  the  sebaceous  activ- 
ity does  not  keep  pace  with  the  needs,  the  use  of  a 
suitable  fat  or  oil  mixture  should  be  employed — 
before  the  fat-poor  skin  has  cracked  and  roughened 
from  evaporation.  After  apjflying  the  grease,  oil, 
or  cold  cream,  the  skin  areas  may  be  wiped  with  a 
soft  cloth,  for  the  thinnest  possible  covering  of  the 
horny  cells  will  maintain  normal  moisture  and  soft- 
ness. 

The  mild  or  cold  weather  type  of  ichthyosis  may 


be  handled  satisfactorily  with  care  as  to  the  use 
of  soap  and  applying  fat  preparations  to  maintain 
normal  greasiness.  The  severer  cases  require  the 
addition  of  salicylic  acid,  or  other  keratolytics,  along 
with  the  use  of  thyroid  extract. 

Summary  and  Conclusions 

The  irritant  effect  of  cold  weather  on  the  skin  is 
mainly  due  to  loss  of  fat  from  the  skin  surface,  or 
to  a decrease  in  the  fatty  secretions  of  the  skin,  re- 
sulting in  increa.sed  evaporation  and  dr^’ness. 

The  greaseless  creams  and  lotions  contain  soaps 
or  glycerine,  and  give  temporary  softening  of  the 
skin,  followed  by  increased  loss  of  fat  and  water 
from  the  skin,  and  aggravation  of  symptoms. 

Loss  of  fat  and  water  from  the  skin  may  be  largely 
offset  by  the  use  of  a thin  coating  of  cold  cream,  ap- 
plied immediately  after  washing,  before  evaporation 
has  occurred. 

812  Medical  Arts  Building. 

Discussion 

Dr.  D.  C.  Smith,  University:  This  paper  by  Dr.  Kim- 
brough brings  to  our  attention  two  or  three  practical 
subjects.  The  first  is  the  importance  of  this  thin  layer 
of  horn  that  covers  our  body.  Very  few  of  us  stop  to 
think  about  how  important  these  few  millimeters  of  corni- 
fied,  or  hornified,  tissue  is  to  us.  Try  to  imagine  what 
we  would  feel  like  and  what  we  would  look  like  if  our 
bodies  did  not  have  this  epithelial  covering.  If  our 
body  surface  was  made  up  of  ordinary  mucous  mem- 
brane, like  the  inside  of  the  mouth  for  example,  our 
comfort  in  coming  in  contact  with  the  outside  world  and 
our  appearance  would  be  very  different.  This  thin  layer 
of  protecting  substance  that  covers  our  body  develops 
from  a single  layer  of  columnar  cells  that  is  the  basal 
epithelium.  From  these  cells,  going  through  the  process 
of  hardening  and  death,  there  develops  this  flat,  squamous 
epithelium,  which  is  our  main  protection  so  far  as  our 
environment  is  concerned.  In  addition  we  have  the  se- 
cretions from  the  oil  glands  and  sweat  glands,  which  also 
help  in  protecting  us  from  our  environment.  Because  of 
this  very  effective  way  of  protecting  our  body  surface, 
we  forget  sometimes  how  important  it  is  and  how  much 
it  means  to  us.  In  certain  individuals  who  have  con- 
genital anomalies,  like  ichthyosis,  where  the  glands  do 
not  develop  properly  or  are  not  present  in  sufficient  num- 
bers, we  have  conditions  that  can  be  very  uncomfortable. 
The  care  that  this  part  of  our  body  and  its  function 
should  have  is  well  worth  while  being  brought  to  our 
attention. 

In  very  close  connection  with  this  is  the  big  question 
of  cosmetics,  using  that  term  in  a very  general  way,  in- 
cluding cleansing  agents,  soaps,  etc.  The  American  pub- 
lic, and  the  medical  profession  as  well,  has  certainly 
been  put  on  the  sucker  list  so  far  as  this  subject  is  con- 
cerned. We  are  paying  thousands  of  dollars  for  things 
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just  because  we  see  them  advertised  in  the  magazines 
and  daily  papers.  Dr.  Kimbrough’s  paper  brings  to  our 
attention  the  fact  that  physicians,  at  least,  ought  to  ap- 
proach this  subject  from  a basic,  simple  knowledge  hav- 


ing back  of  it  a certain  amount  of  information  in  re- 
gard to  the  physiology  of  this  part  of  our  body  and  the 
chemical  and  biological  action  of  certain  every-day-used 
things  like  soaps,  cold  creams,  and  so  forth. 


A VERY  SATISFACTORY  OPERATION  FOR  PTERYGIUM. 


Neilson  H.  Turner,  M.  D., 

Richmond,  Va. 

Associate  in  Ophthalmology  at  the  Medical  College  of  Virginia. 


This  method  of  operating  for  pterygium,  which 
I have  used  for  several  years  and  which  gives 
prompt  and  gratifying  results,  is,  like  that  of 
McReynolds  and  that  of  Fox,  an  elaboration  of 
Desmarres'  original  operation.  It  differs  from  that 
of  McReynolds  in  that  the  conjunctiva  is  separated 
from  the  upper  border  of  the  growth  from  the  limbus 
toward  the  canthus  for  about  one-fourth  of  an 
inch,  the  greater  portion  of  the  growth  including 
this  free  superior  margin  is  buried  behind  the 


Fi|f.  1. — The  pterygium  has  been  drawn  down  behind  the  bulbar 
conjunctiva  below,  and  the  knot  tied  to  hold  it  in  position. 
The  sutures  to  close  the  conjunctiva  are  in  place  ready  to 
be  tied. 

lower  part  of  the  conjunctiva,  and  the  denuded 
area  is  covered  by  conjunctiva.  It  is  unlike  the 
method  of  Fox  in  that  the  conjunctival  incisions  at 
the  upper  and  the  lower  borders  do  not  extend  for 
the  entire  length  of  the  growth,  and  the  denuded 
area  to  be  covered  by  conjunctiva  is  not  as  exten- 
sive. 

The  procedure  is  as  follows:  Grasp  firmly  and 
completely  the  neck  of  the  growth  with  strong  fixa- 


tion forceps,  then  pass  the  Graefe  knife  between  the 
pterygium  and  the  sclera,  but  close  to  the  latter,  at 
that  point.  If  desired,  the  cutting  edge  of  the  blade 
can  be  turned  toward  the  cornea,  and  every  particle 
of  the  invading  mass  can  be  carefully  shaved  from 
the  cornea;  or,  after  making  the  incision,  the  knife 
can  be  withdrawn  and  the  growth  separated  from 
the  cornea  by  blunt  dissection  by  using  a muscle 
hook.  With  the  fixation  forceps  still  in  position, 
incise  with  the  scissors  the  conjunctiva  at  the  lower 
border  of  the  growth,  from  the  limbus  toward  the 
canthus  for  a distance  of  from  one-fourth  to  one- 
half  of  an  inch,  as  the  case  may  require.  By  blunt 
dissection  the  conjunctiva  below  is  undermined. 


Fig.  2. — The  completed  operation. 


Then,  in  the  same  manner,  separate  the  growth 
from  the  sclera.  Now,  with  the  scissors,  incise  the 
conjunctiva  at  the  superior  border  of  the  gro\vth, 
from  the  limbus  toward  the  canthus  for  from  three- 
sixteenths  to  about  one-fourth  of  an  inch,  care 
being  used  so  as  not  to  include  the  pterygium  in  the 
incision.  The  conjunctiva  above  should  be  freely 
undermined.  A black  silk  thread,  with  a curved 
needle  at  each  end,  is  to  be  carried  through  the  tip 
of  the  growth,  both  needles  being  pushed  through 
from  the  posterior  side  to  appear  on  the  anterior 
surface,  separated  at  an  adequate  distance  to  hold 
firmly.  The  two  needles  should  now  be  carried  down 
behind  the  loosened  conjunctiva  and  brought  out 
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anteriorly  about  one-fourth  of  an  inch  apart  near  the 
fornix  and  approaching  the  ocular  midline.  With 
the  lower  conjunctiva  held  out  of  the  way,  traction 
by  drawing  on  the  first  loop  in  the  knot  will  cause 
the  tip  and  the  adjacent  portion  of  the  growth  to 
come  down  behind  the  conjunctiva.  The  knot  should 
now  be  tied,  leaving  enough  thread  to  allow  for  easy 
removal  of  the  stitch.  The  edges  of  the  undermined 
conjunctiva  above  and  below  are  now  approximated 
and  stitched  together  in  such  a manner  as  will  com- 
pletely cover  the  denuded  space  to  the  corneal  mar- 


gin. Conjunctival  incisions  at  the  limbus,  if  neces- 
sary', can  be  made  to  properly  cover  the  exposed 
sclera.  There  is  no  objection  to  a slight  over-lapping 
of  the  corneal  edge  by  the  conjunctiva.  Usually 
two  stitches  are  necessary.  The  stitches  can  be  re- 
moved in  about  a week,  and,  as  a rule,  healing  is 
complete  in  from  another  seven  to  ten  days.  Quick 
healing  with  a prompt  cosmetic  effect,  and  rapid 
degeneration  of  the  pterygium  are  the  results  to  ex- 
pect. 

200  East  Franklin  Street. 


NEISSERIAN  SMEARS  FROM  THE  PROSTATE  AND  SEMINAL 
VESICLES— FINAL  REPORT. 


W.  M.  Bowman,  M.  D., 

Petersburg,  Va. 


In  the  December,  1934,  issue  of  the  Virginlv 
IMedical  Monthly,  the  writer  published  a pre- 
liminary report  on  the  reliability  of  smears  from  the 
prostate  and  seminal  vesicles  as  a test  of  “cure.” 
This  final  report,  based  on  a total  of  fifty-two  cases, 
bears  out  the  original  conclusions  with  a high  de- 
gree of  accuracy  and  dependability.  The  apparent 
apathetic  attitude  toward  this  prevalent  and  wide- 
spread disease,  which  often  leads  to  untold  misery 
and  damage,  is  beyond  any  sane  comprehension.  The 
diversity  of  methods  and  results  justifies  the  publi- 
cation of  any  additional  “check-rein”  or  so-called 
test  of  “cure.”  It  means  a little  more  work,  per- 
haps, for  the  physician  but  he  will  lie  rewarded  by 
the  fact  that  certainly  a larger  percentage  of  “cured” 
cases  will  be  released.  The  recently  organized  .Ameri- 
can Neisserian  Medical  Society  places  the  gonococ- 
cus on  the  spot,  and  undoubtedly  will  lead  to  a 
more  uniform  investigation  and  treatment.  Hardly 
any  two  physicians  employ  the  same  methods  in  the 
handling  of  these  cases.  .A  method  that  gives  good 
results  in  the  hands  of  one  physician  acts  like  dyna- 
mite when  used  by  another.  Some  cases  get  well  in 
spite  of  treatment,  while  others  do  likewise  with 
no  treatment  at  all.  .Almost  over-night  some  cases 
change  from  a normal  course  to  an  alarming  situa- 
tion and  vice  versa.  The  situation  is  a deplorable 
state  of  affairs  and  demands  a more  serious  united 
attack.  After  all,  we  are  dealing  with  a potentially 
serious  disease,  and  should  handle  the  case  with  this 
in  mind,  instead  of  a mere  snap  of  the  finger,  if  we 


wish  to  curb  the  spread  of  this  particular  social  dis- 
ease. 

In  the  past  several  years  the  writer  has  tried  vari- 
ous and  sundry  methods  of  treatment  and  has  finally 
been  convinced  that  gentle,  simple  methods,  instituted 
at  the  proper  stage  of  the  disease,  gives  just  as  good 
results  as  the  more  comple.x  ones.  Handling  these 
cases  with  the  greatest  of  care  cannot  be  too  strongly 
emphasized.  For  the  past  eighteen  months  office 
treatments  only,  without  the  additional  outside 
treatments,  gave  satisfactory  results  and  decreased 
complications  75  per  cent.  Local  treatment  is  cer- 
tainly the  choice  over  oral  medication  and,  in  gen- 
eral, it  is  safe  to  say  that  there  is  no  reason  to  de- 
lay the  former.  Routine  irrigations  have  been  dis- 
continued and  are  only  used  occasionally  in  a chronic 
or  very  resistant  case.  Local  injections  seem  to  do 
the  work  satisfactorily  with  less  danger  of  producing 
complications.  The  preparations  for  local  use  have 
been  sifted  down  to  neutral  acriflavine  (1:4,000), 
mercurochrome  (1  per  cent),  pyridium  (1:1,600), 
and  rivanol  with  dextrose  (1:1,000)  any  one  of 
which  may  be  used  as  daily  office  injections,  al- 
though the  writer  personally  prefers  the  first  named 
drug.  In  case  it  is  desired  to  use  additional  out- 
side treatments,  the  silver  preparations,  neosilvol 
15  to  10  per  cent)  and  protargol  (Vo  per  cent)  will 
be  found  entirely  reliable.  Neosilvol  should  be  used 
in  the  earlier  stages  of  the  disease,  and  protargol 
in  the  later  part,  especially  when  the  discharge  has 
just  about  ceased  or  apparently  stopped.  The  stimu- 
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lating  effect  produced  by  protargol  on  the  mucous 
membrane  usually  increases  or  brings  back  the  dis- 
charge but  lacking  its  former  yellowish  color.  This 
may  last  from  several  hours  to  a few  days.  If  oral 
medication  is  desired  along  with  local  treatments, 
santal  oil  has  been  found  to  be  about  as  good  as 
anything.  The  alkalies  may  be  used  if  necessary 
for  short  periods  of  time  with  good  results  so  far 
as  decreasing  the  burning.  Sounds  and  bougies  are 
very  important  instruments  only  when  used  at  the 
proper  time  and  with  undue  care.  Vaccines  and  the 
like  have  been  used  in  selected  cases  as  an  adjunct 
only,  but  the  results  have  not  been  definite-  enough 
to  say  that  any  benefits  were  derived.  The  results 
obtained  from  massages  were  closely  studied  and 
have  been  found  to  be  indispensable  from  tlie  treat- 
ment standpoint  and  as  a means  of  test  of  “cure.” 
A properly  fitted  suspensory  bag  is  a good  routine 
to  follow  in  each  case  to  help  decrease  the  chances 
of  complications.  Automobile  trips  have  been  found 
to  be  one  of  the  worst  factors  in  producing  flare-ups 
and  more  or  less  constant  trouble. 

In  the  fift}--two  cases  herein  reported,  additional 
interesting  data  has  been  collected.  A total  of  6,078 
days  of  observation  and  treatment  were  involved  in 
this  series.  The  minimum  period  was  eight  weeks, 
the  ma.xim.um  forty-four  weeks,  and  the  average  117 
days.  The  minimum  time  of  “cure”  was  three  days, 
the  maximum  twenty-six  weeks  four  days,  and  the 
average  seventy-two  days.  The  average  age  was  27 
years.  The  number  admitting  they  were  drinking  at 
the  time  the  disease  was  contracted  was  88  per  cent. 
Seventeen,  or  32.6  per  cent,  were  married  men,  and 
of  this  number  17.5  per  cent  infected  their  wives. 
Those  who  had  previously  received  treatments  from 
pharmacists  numbered  7.6  per  cent,  while  7.6  per 
cent  had  self-treatment,  and  13.4  per  cent  were 
treated  by  other  physicians.  Those  presenting  com- 
plications at  their  initial  visit  amounted  to  11.3  per 
cent.  All  smears  were  examined  by  the  State  Health 
Department.  Initial  smears  were  also  examined  in 
the  writer’s  laboratory.  It  is  interesting  to  note  that 
in  11.7  per  cent  of  the  cases  the  State  laboratories 
did  not  agree  on  the  initial  smears  but  on  later  ones 
did.  In  one  case  four  smears  were  sent  at  intervals 
before  a positive  was  obtained,  and  in  another  case 
thirty  days  elapsed  before  they  found  the  gonococcus. 

total  of  412  smears  were  taken  on  the  fifty-two 
cases,  333  being  from  the  prostate  and  seminal 


vesicles.  As  a reliable  means  of  test  of  “cure”  these 
massages  should  be  made  about  twice  a week.  Re- 
lying on  a single  smear  from  this  source,  the  chances 
are  that  you  are  21  per  cent  wrong.  In  the  case  of 
two  consecutive  negative  smears  the  error  is  11.7 
per  cent.  In  the  case  of  three  and  four  negative  smears 
the  error  is  only  1.9  per  cent.  In  only  one  case  did 
it  occur  that  three  consecutive  negative  smears  were 
obtained  and  the  fourth  showed  positive  gonococci. 
Also,  in  only  one  case  were  four  such  smears  fol- 
lowed by  a fifth  positive.  One  of  these  cases  gave 
a history  of  having  had  a chronic  condition  with 
several  acute  flare-ups,  while  the  other  followed  a 
very  irregular  course  and  became  chronic.  Not  a 
single  case  (initial  attack),  following  a normal 
course  without  complications,  resulted  in  a positive 
smear  after  three  consecutive  negatives  were  obtained. 
In  all  other  cases,  after  five  consecutive  negative 
smears  were  obtained,  not  a single  case  resulted  in 
a positive.  In  the  original  report  the  following  con- 
clusion in  regard  to  the  reliability  of  smears  from  the 
prostate  and  seminal  vesicles,  in  so  far  as  indicating 
the  absence  or  presence  of  the  gonococcus,  remains 
the  same,  namely: 

(a)  In  the  average  acute  case  (initial  infection) 
following  a normal  course,  at  least  three  consecutive 
smears  should  be  obtained.  In  all  other  cases  the 
original  conclusion  has  turned  out  to  be  98.1  per 
cent  accurate.  In  order  to  further  minimize  the 
chance  of  error,  the  second  conclusion  should  read 
as  follow's: 

(b)  In  chronic  cases,  cases  with  a history  of  re- 
peated attacks,  and  those  with  complications,  at  least 
five  consecutive  negative  smears  should  be  obtained. 

An  unusual  amount,  of  labor  and  patience  has  been 
necessary  to  reach  these  simple  conclusions  and, 
while  the  work  may  not  appear  to  be  highly  scien- 
tific, it  is  believed  that  the  procedure  will  prove  to 
be  exceedingly  helpful.  Interest  in  the  results  not 
only  made  an' otherwise  monotonous  work  really  en- 
jovable  but  has  certainly  made  the  writer  feel  more 
satisfied  as  to  releasing  a larger  percentage  of  “cured’’ 
cases.  101  Liberty  Street. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 

The  communicable  disease  report  received  at  the 
office  of  Dr.  G.  F.  McGinnes,  State  Epidemiologist, 
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for  the  month  of  March,  1936,  shows  the  following 
cases  compared  with  the  same  month  in  1935: 

1936  1935 


Typhoid  and  Paratyphoid 12  10 

Diphtheria  57  85 

Scarlet  Fever 232  276 

Measles  649  5,529 

Meningitis 72  25 

Poliomyelitis  1 1 

Rocky  Mountain  Spotted  Fever 0 1 

Typhus  Fever  0 0 

Undulant  Fever  0 6 

Tularaemia  1 2 

Smallpox  0 1 


With  the  advent  of  spring  and  warmer  weather 
our  thoughts  naturally  turn  to  plans  for  the  sum- 
mer vacation.  The  mountains,  the  seashore,  the 
camps  and  resorts  again  beckon  and  invite  us  to  for- 
get the  strains  of  the  past  winter  and  in  bold  terms 
to  “regain  our  health.” 

A few  will  see  further  than  the  sandy  beach  or 
the  cool  lake  and  will  want  to  know  what  measures 
are  taken  here  to  protect  their  health.  Some  will 
consult  their  physicians  regarding  the  safety  of  the 
vacation  at  a particular  place  or  community. 

The  majority,  however,  will  give  no  thought  to 
these  important  precautions.  They  heed  not  the 
fact  that  their  travels  may  carry  them  to  places  much 
below  the  sanitary  status  of  their  home  community, 
that  they  may  drink  polluted  water  and  unsafe  raw 
milk. 

A few  timely  suggestions  and  advice  by  the  family 
physician  may  do  much  to  insure  safer  vacations  for 
the  coming  season.  Mindful  of  the  fact  that  this 
season  is  also  the  one  of  highest  incidence  of  typhoid 
fever,  he  can  indeed  render  a service  by  urging  im- 
munization against  this  disease.  This  simple  and 
safe  procedure  is  of  proven  value  and  cannot  be  too 
strongly  advocated  particularly  for  those  who  travel, 
children  going  to  summer  camps  and  those  living 
in  localities  where  the  disease  is  endemic. 

A little  forethought  can  do  much  to  eliminate  the 
popularized  expression  of  “returning  home  to  con- 
valesce from  a vacation.” 


New  Members 

Since  the  names  listed  in  the  October,  1935,  is- 
sue of  the  Monthly,  the  following  have  been  ad- 
mitted to  membership  in  the  Medical  Society  of  Vir- 
ginia: 


Dr.  Benjamin  Randolph  Allen,  Richmond. 

Dr.  Nathaniel  Talley  Ballou,  Jr.,  Fredericksburg. 
Dr.  Raymond  August  Berger,  Richmond. 

Dr.  William  Bickers,  Richmond. 

Dr.  Rex  Blankinship,  Richmond. 

Dr.  Charles  Atlas  Bland,  Clover. 

Dr.  Claude  J.  Bradshaw,  Carrsville. 

Dr.  Ernest  Perry  Buxton,  Jr.,  Richmond. 

Dr.  Julius  Caplan,  Portsmouth. 

Dr.  Elizabeth  Cocke  Cole,  Norfolk. 

Dr.  Frank  Dunnington  Daniel,  Charlottesville. 
Dr.  William  Edwin  Dickerson,  Danville. 

Dr.  Hunter  McGuire  Doles,  Norfolk. 

Dr.  Sylvester  Amos  Draper,  Roanoke. 

Dr.  Granville  Eastham,  Culpeper. 

Dr.  William  Lloyd  Eastlack,  South  Boston. 

Dr.  Porter  Burks  Echols,  Lynchburg. 

Dr.  Thomas  Bascom  Ely,  Jonesville. 

Dr.  James  Quincy  Gant,  Jr.,  Richmond. 

Dr.  William  Lemuel  Griggs,  Jr.,  St.  Charles. 

Dr.  Bernard  Candler  Grigsby,  Bonny  Blue. 

Dr.  Henry  Hamilton  Hammer,  Chatham. 

Dr.  Edwin  Adams  Harper,  Lynchburg. 

Dr.  Horace  Rowe  Hicks,  Highland  Springs. 

Dr.  Julius  J.  Hulcher,  Richmond. 

Dr.  Mary  Elizabeth  Johnston,  Tazewell. 

Dr.  Orvin  Clarence  Jones,  Newport  News. 

Dr.  Thaddeus  Elmore  Jones,  Portsmouth. 

Dr.  Clarence  Edwin  Keefer,  Lynchburg. 

Dr.  Lawrence  Bernard  Kelleher,  Richmond. 

Dr.  James  Paul  Kent,  Altavista. 

Dr.  Allen  Whedbee  Lane,  Blackstone. 

Dr.  George  Walne  Leavell,  Bristol. 

Dr.  Luther  Burton  Lowe,  Pearisburg. 

Dr.  Francis  Henry  McGovern,  Danville. 

Dr.  John  Braxton  McKee,  Winchester. 

Dr.  Walter  McMann,  Danville. 

Dr.  John  Glen  McNiel,  Pennington  Gap. 

Dr.  Roger  Gregory  Magruder,  Charlottesville. 
Dr.  Edward  Bruce  Mewborne,  Newport  News. 
Dr.  Walter  Lewis  Nalls,  Richmond. 

Dr.  Beverly  Wilkins  Nash,  Timberville. 

Dr.  Edward  Berkeley  Neal,  Emporia. 

Dr.  Joseph  Forrest  Phillips,  Newport  News. 

Dr.  Walter  Albert  Porter,  Hillsville. 

Dr.  W.  I.  Prichard,  Richmond. 

Dr.  Charles  Walton  Purcell,  University. 

Dr.  Samuel  A.  Reynolds,  Callands. 

Dr.  Louis  Benjamin  Sheppard,  Richmond. 

Dr.  Edmond  Lafayette  Sikes,  Pound. 

Dr.  George  W.  Skaggs,  Dublin. 

Dr.  Daniel  C.  Steelsmith,  South  Boston. 

Dr.  Philip  D.  Stout,  Bristol. 

Dr.  Earley  Thomas  Terrell,  Jr.,  Williambsurg. 
Dr.  John  Hansford  Thomas,  Jr.,  Greenville. 

Dr.  James  Gordon  Trant,  Richmond. 

Dr.  William  Lawrence  Weaver,  Richmond. 

Dr.  William  Francis  Wild,  Suffolk. 

Dr.  Herbert  DeGrange  Wolff,  Jr.,  Alexandria. 
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Photostat  of  Letter  from  Pasteur  to  Joseph  Meister. 
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Correspondence 


A LETTER  FROM  PASTEUR  TO  JOSEPH  MEISTER.* 

On  August  20,  1885,  Louis  Pasteur  wrote  to  Joseph  Meister,  then  a . boy  and  the  first  human 
being  to  be  cured  of  rabies  by  the  treatment  which  was  originated  by  Pasteur.  On  the  reverse  of  the 
accompanying  photostat  copy  of  Pasteur’s  letter  appears  Joseph  Meister’s  autographed  statement  of  the 
date  of  his  vaccination,  July  6,  1885,  six  weeks  preceding  the  date  borne  by  this  letter  by  Pasteur. 


Arbois,  (Jura),  le  20  aout,  1885. 

Mon  cher  j)etit  Joseph, 

Je  suis  bien  heureux  des  bonnes  nouvelles  que  tu  me  donnes  de  ta  sante.  File  continuera  a etre 
satisfaisante  et  tu  peux  mettre  un  peu  plus  d’intervalle  entretes  lettres,  si  tu  le  desires.  Ecris-moi  seule- 
ment  tous  les  huit  ou  dix  jours.  Mais  ne  te  relache  pas  des  soins  que  tu  dois  prendre  afin  de  te  bien 
porter  et  que  tu  ne  ])uisses  etre  sujet  a aucune  autre  maladie  que  celle  que  nous  avons  craint  pour  toi. 

Travaille  bien  a I’Ecole  et  sois  tres  obeissant  chez  toi.  II  faut  te  rendre  toujours  digne  de  I’affec- 
tion  de  ton  pere  et  de  ta  mere  et  des  sacrifices  qu’ils  font  pour  t’elever.  Us  t’auraient  moins  aime  que 
peut-etre  ta  mere  ne  t’aurait  pas  amene  a Paris  et  Dieu  sait  ce  rjui  te  serait  arrive. 

Bon  jour  et  bonne  sante 


L.  Pasteur 


Quand  tu  n’auras  plus  d’argent  pour  affranchir  tes  lettres  dis-le  moi.  Je  t’enverrai  une  nouvelle 
provision  L.  P 

Arbois,  Jura,  August  20,  1885. 

My  dear  little  Joseph: 

I am  very  happy  at  the  good  news  which  you  give  me  about  your  health.  It  will  continue  to  be 
satisfactory  and  you  can  allow  somewhat  longer  intervals  between  your  letters  if  you  wish.  Write  to 
me  only  every  eight  or  ten  days.  But  do  not  relax  the  care  which  you  must  take  in  order  to  be  well  and 
to  be  liable  to  no  other  illness  than  the  one  which  we  have  feared  for  you. 

Work  well  at  the  School  and  be  very  obedient  at  home.  You  must  always  prove  worthy  of  the 
affection  of  your  father  and  mother  and  of  the  sacrifices  which  they  are  making  to  bring  you  up.  If 
they  had  loved  you  any  less,  perhaps  your  mother  would  not  have  brought  you  to  Paris  and  God  knows 
what  might  have  happened  to  you. 

Good  day  and  good  health,  L.  Pasteur 

When  you  have  no  more  money  for  postage  tell  me.  I will  send  you  another  supply. 

L.  P 

*Kinclly  sent  the  Virginia  Medical  Monthly  by  Theodore  C.  Merrill,  M.  D.,  Paris. 


Miscellaneous 

Findings  of  the  Mental  Hygiene  Section  of 
the  Conference  of  Social  Work. 

At  its  first  meeting  several  months  ago,  the  Men- 
tal Hygiene  Committee  decided  to  concentrate  on  the 
formation  of  a Mental  Hygiene  Society  to  coordi- 
nate medicine,  social  work,  education,  etc.,  and  hence 
the  Conference  program  was  planned  with  the  idea 
of  stimulating  interest  and  action.  At  our  first  ses- 
sion of  the  Conference  a motion  was  carried  to  the 


effect  that  an  organizing  committee  be  appointed  by 
the  Chairman  of  the  Section  to  draw  up  tentative 
plans  for  the  structure  of  a society.  (Dr.  George 
Stevenson  of  the  National  Committee  of  Mental 
Hygiene  gave  a number  of  suggestions.)  Ulti- 
mately we  hope  to  interest  a group  consisting  of 
representation  from  the  pertinent  fields,  with  lead- 
ership coming  from  the  medical  field,  particularly 
psychiatry.  The  purpose  of  the  Mental  Hygiene 
Society  will  be:  to  work  for  conservation  of  mental 
health;  to  prevent  nervous  and  mental  disorders  and 
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mental  defects;  to  help  raise  standards  of  care  and 
treatment  of  those  suffering  from  disorders  and  de- 
fects; to  secure  and  disseminate  reliable  informa- 
tion; to  cooperate  with  Federal,  State,  and  local 
agencies. 

The  papers  this  year  and  last  have  brought  facts 
to  our  attention,  facts  which  an  adequately  orga- 
nized society  with  a wide  membership  and  a definite 
mobilizing  mechanism  could  bring  to  the  attention 
of  the  public  and  handle  constructively.  Certainly 
right  now  we  are  richly  supplied  with  projects  de- 
manding concerted  activity.  We  are  beginning  with 
the  idea  that  the  success  of  our  society  will  depend 
upon  interest  and  organization  more  than  on  money. 

Certain  of  the  recommendations  made  at  the  Con- 
ference last  year  and  not  included  in  the  findings 
at  the  time  are  being  carried  over  this  year; 
1.  Psychopathic  hospitals  attached  to  the  Medical 
College  and  University  of  Virginia  for  obsen’ation 
and  early  treatment  of  patients,  also  hospitals  in  con- 
junction with  general  hospitals  in  Norfolk  and 
Roanoke;  2.  A parole  system  for  patients  discharged 
from  mental  hospitals;  3.  Recommitment  of  men- 
tally sick  to  private  institutions  rather  than  to  State 
hospitals  when  able  to  pay;  4.  The  State  should 
not  be  allowed  to  operate  private  hospitals  in  com- 
petition with  private  mental  institutions;  5.  It 
should  be  mandatory  upon  a trial  judge  to  order  a 
psychiatric  examination  before  trial  of  all  persons 
indicted  of  felonies. 

This  year’s  papers  and  the  discussions  brought 
out  specific  suggestions  for  our  consideration.  A 
study  of  the  part  played  by  mental  hygiene  in  the 
prevention  of  criminal  conduct  revealed  intellectual 
inadequacies  in  91  per  cent  of  the  men  sent  to  the 
State  penitentiar}-.  Vocational  training  and  psy- 
chiatric treatment  within  the  institution  was  advo- 
cated so  that  upon  discharge  there  can  be  a better 
chance  of  adjusting  to  society.  Probation  was 
recommended  in  those  cases  which  psychiatric  ex- 
aminations show  might  adjust  under  supervision,— 
therefore  need  for  probation  officers  with  case  work 
skill.  When  children,  potential  criminals,  i.  e., 
those  retarded  mentally,  could  be  dealt  with  satis- 
factorily in  schools  equipped  to  offer  special  train- 
ing, early  in  life  they  could  develop  feeling  of 


adequacy  to  seek  and  maintain  social,  economic, 
emotional  security  to  cope  with  life  situations. 

A psychiatric  clinic  in  a ^ledical  College  Dis- 
pensary with  a full-time  professor  as  director,  two 
associate  professors,  and  an  adequate  staff  of  social 
service  was  seen  as  a very  real  need,  and  such  a 
set-up  could  be  developed  out  of  the  situation  ex- 
isting now.  A psychiatric  institute  for  doctors, 
social  workers,  and  medical  students  would  pro- 
vide excellent  training  for  the  handling  of  social 
and  mental  problems. 

The  social  workers  and  psychiatrists  in  an  at- 
tempt to  clarify  their  respective  jobs  in  meeting  men- 
tal health  problems  pointed  out  that  they  have 
much  to  learn  from  one  another.  The  doctors  look 
to  the  social  workers  for  an  explanation  and  inter- 
pretation of  the  social  factors  in  the  lives  of  those 
people  referred  for  specialized  treatment.  The  doc- 
tors wish  for  adequately  trained  social  workers  who 
will  recognize  emotional  disturbances,  refer  them  to 
those  equipped  to  handle  them,  and  be  willing  to 
work  under  direction  without  invading  the  field  of 
psychotherapy. 

For  the  seriously  retarded  child,  adequately 
planned  special  classes  under  well-trained  teachers 
will  help  meet  the  mental  hygiene  needs  of  the  chil- 
dren who  might  without  such  work  feel  frustrated 
by  school  and  unable  to  obtain  security  to  adjust 
in  socially  acceptable  ways ; while  sectional  divisions 
of  grades  into  groups  more  homogeneous  as  to  men- 
tal ability  in  those  localities  where  the  number  of 
pupils  makes  this  feasible,  will  help  prevent  mal- 
adjustment in  the  less  retarded  groups.  The  effec- 
tive handling  of  the  retarded  child  in  rural  areas 
depends  upon  the  teacher’s  early  recognition  of  the 
retardation  and  ability  to  build  an  educational  pro- 
gram to  enable  the  child  to  reach  a maximum  level 
of  efficiency. 

The  mental  hygiene  section  strongly  recommends 
the  establishment  of  a psychopathic  hospital  for 
children  for  early  treatment  of  mental  disease. 

More  adequate  facilities  for  the  care  and  training 
of  the  white  and  colored  feebleminded  is  advocated. 

R.  Finley  G.ayle,  Chairman. 

Donna  Banting  Bemiss,  Secretary. 
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Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Fletcher  J.  Wright,  49  S.  Market  St., 
Petersburg. 

President-Elect — Mrs.  F.  D.  Wilson,  5352  Studley  Ave., 
Norfolk. 

Corresponding  Secretary — Mrs.  Meade  Edmunds,  Wal- 
nut Hill,  Petersburg. 

Recording  Secretary — Mrs.  Harold  W.  Potter,  70  33rd 
St.,  Newport  News. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Ave.,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  James  B.  Stone, 
15  Maxwell  Road,  Richmond. 

“Doctor’s  Day.” 

All  over  Virginia  during  the  week  of  April  12th- 
18th,  Doctor’s  Day  was  observed  in  various  towns, 
cities  and  counties  by  the  members  of  the  Auxiliary 
to  the  Medical  Society  of  Virginia.  Naturally,  this 
body  of  women  could  better  know  the  real  worth  to 
humanity  of  the  doctor,  and  of  the  sacrifices,  the 
generosity  given,  and  problems  solved,  and  the  bur- 
dens carried  by  him,  than  could  any  other  group  or 
individual.  Therefore,  with  no  apologies  for  using 
this  space  to  eulogize  our  doctors  and  the  medical 
profession,  but  with  just  and  sincere  pride,  we  dedi- 
cate our  pages  of  this  issue  to  “The  Doctor.”  We 
preface  our  quotations  with  “Eulogy  of  the  Doctor,” 
by  Robert  Louis  Stevenson: 

“There  are  men  and  classes  of  men  that  stand 
above  the  common  herd;  the  soldier,  the  sailor,  and 
the  shepherd  not  infrequently;  rarelier  still,  the 
clergyman;  the  physician,  almost  as  a rule.  He  is 
the  flower  (such  as  it  is)  of  our  civilization;  and 
when  that  stage  of  man  is  done  with,  and  only  re- 
membered to  be  marveled  at  in  history,  he  will  be 
thought  to  have  shared  as  little  as  any  in  the  de- 
fects of  the  period,  and  most  notably  exhibited  the 
virtues  of  the  race.  Generosity  he  has,  such  as  is 
possible  to  those  who  practice  an  art,  never  to  those 
who  drive  a trade;  discretion  tested  by  a hundred 
secrets;  tact,  tried  in  a thousand  embarrassments; 
and  what  are  more  important,  Herculean  cheerful- 
ness and  courage.  So  it  is  that  he  brings  air  and 
cheer  into  the  sick  room,  and  often  enough,  though 
not  so  often  as  he  wishes,  brings  healing.” 


The  Boston  Transcript  has  given  a “Lay  Estimate 
of  the  Doctor”  which  we  pass  on  to  you: 

“The  doctor  is  altogether  a special  kind  of  a per- 
son. His  illusions  are  few.  His  inside  informa- 
tion is  enormous,  and,  if  now  and  then  he  wears  a 
superior  smile,  forgive  him.  He  probably  just  heard 
some  remark  which  he  knows  to  be  fatuous  or  hypo- 
critical. Again,  his  jokes  are  likely  to  be  a bit  tech- 
nical, and  his  view  of  life  materialistic.  But  if 
he  has  a brand  of  idealism,  you  can  put  your  trust 
in  it,  for  he  has  learned  it  in  a hard  school,  and 
it  is  genuine.  He  has  faced  the  worst,  and  can  still 
believe  in  the  best.  And  if  he  has  religion,  it  will 
be  worth  coming  at,  for  he  has  wrested  it  out  of  the 
actual  battles  of  good  and  evil  in  our  common  life 
seen  at  close  range. 

“The  lawyer  we  take  into  our  confidence  when  we 
get  good  and  ready;  the  clergyman  we  admit  to 
parlor  and  dining  room;  but  the  doctor  goes  into 
the  bedroom  unannounced.  He  goes  in  at  a time 
when  the  house,  temporal  and  spiritual,  has  not  been 
set  to  rights  for  his  reception,  but  if  what  he  sees 
surprises  him,  he  seldom  lets  it  be  known.  In  the 
healing  of  bodies,  he  has  opportunities  for  healing 
souls  which  could  never  come  to  a priest,  and  which 
many  a priest  could  not  heal.  He  is  the  lay  father- 
confessor,  regardless  of  creed.  He  knows  more 
psychology  in  five  minutes  than  a philosopher  in  a 
week,  and  he  is,  withal,  the  least  emotional  of  men. 
To  him  belongs  the  final  reward  of  service,  which  is 
the  increased  opportunity  for  service.” 

Like  the  Church,  Medicine  also  has  her  martyrs; 
and  perhaps  no  finer  nor  more  generous  sentiment 
has  ever  been  expressed  than  that  of  a clergyman: 
“You  will  find  today  the  largest  body  of  disin- 
terested, laborious,  self-sacrificing  men,  looking  for 
no  reward,  and  getting  no  reward,  except  that  which 
comes  from  faithful  service  to  mankind,  in  the  Med- 
ical Profession.” 

The  New  York  Tribune  has  published  “A  Tribute 
to  the  Doctor,”  which  we  give  in  part: 

“The  alleged  rapacity  of  doctors  is  one  of  the 
meanest  of  libels.  It  is  contradicted  by  the  common 
knowledge  and  every-day  experience.  The  phy- 
sician who  thinks  first  of  his  fee  is  a rarity.  The 
young  woman  of  Trenton  who  was  ready  to  sell 
herself  in  marriage  for  $1,000  to  pay  for  an  opera- 
tion on  her  mother,  need  only  have  gone  to  the 
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nearest  hospital,  and  not  a cent  would  have  been 
charged.  Doctors  are,  no  doubt,  lower  than  the 
angels,  but  in  whose  daily  labor  is  there  more  of 
unselfish  service  to  fellow  human  beings?” 

Poets,  too,  have  appreciated,  and  paid  tribute  to 
our  doctors.  Pope  wrote : 

“A  wise  physician  skill’d  our  wounds  to  heal 
Is  more  than  armies  to  the  public  weal.” 

Edgar  A.  Guest  has  given  to  the  world  some 
verses  that  strike  a responsive  cord  in  every  heart 
in  every  walk  of  life; 

“Who  comes  when  we  are  in  distress? 

Who  hears  our  call  and  answers:  ‘Yes’? 

The  Doctor. 

Who  four  and  twenty  hours  a day 
Is  never  sure  of  rest  or  play 
And  cannot  put  his  work  away? 

The  Doctor. 

Who  asks  no  shelter  from  the  rain? 

Who  braves  all  storms  to  comfort  pain? 

The  Doctor. 

Who  in  the  banquet  hall  will  rise 
And  all  its  pleasure  sacrifice 
Because  somewhere  a baby  cries? 

The  Doctor. 

Who  knows  no  bedtime  fixed  and  sure? 

Who  all  our  worries  must  endure? 

The  Doctor. 

Who  must  his  every  nerve  command 
In  times  of  greatest  peril,  and 
Work  with  a calm  and  steady  hand? 

The  Doctor. 

Who  most  deserves  man’s  gratitude? 

Who  is  it  prayers  should  oft  include? 

The  Doctor. 

Who  all  through  life  is  standing  by, 

From  birth,  and  that  first  happy  cry 
Until  the  last,  when  death  is  nigh? 

The  Doctor. 

Dr.  Cary  Gray.son,  of  the  United  States  Navy, 
in  an  address  before  the  Southern  Medical  Associa- 
tion in  1924,  said:  “Many  of  us,  my  friends,  may 
never  reach  the  ‘portals  of  fame’s  proud  temple 
shining  afar.’  We  may  not  wear  the  epaulets  of 
exalted  rank,  nor  stand  in  the  Nation’s  Capitol 
crowned  with  civil  honors.  We  may  not,  like  St. 
Paul,  open  the  Book  of  Truth  to  a heathen  world, 
nor  tread  the  martyr’s  holy  path  to  glory.  But  in 
the  humble  sphere  of  the  good  physician,  we  may 
win  a grand  and  glorious  victory.  It  may  be  ours 


to  do  the  little  things  on  earth,  to  visit  the  sick,  to 
comfort  the  lowly,  to  cheer  the  weak,  to  raise  the 
fallen,  to  minister  even  a cup  of  cold  water  in  His 
name;  and  though  the  world  may  build  for  us  no 
monument  of  marble  and  history’s  page  reflect  no 
brilliant  deeds  of  valor,  yet,  surely  our  reward 
shall  be  a crown  of  rejoicing  pure  and  fadeless  from 
the  pierced  hands  of  the  Prince  of  Peace.” 

In  this  printed  eulogy  of  the  doctor,  w’e  have  let 
others  sing  his  praises,  yet  the  wives  of  our  doctors 
could  tell  many  more  splendid  things  of  them  than 
can  any  poet,  or  editor,  or  orator.  Not  only  on 
“Doctor’s  Day,”  but  always  in  our  hearts  is  built 
that  “monument”  to  medical  science,  and  to  its  prac- 
titioners. 

Doctors  of  Virginia,  your  Auxiliary  to  your  State 
Society  salutes  you! 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharm- 
acy and  Chemistry  of  the  American  Medical  Association: 
Eli  Lilly  and  Company 

Tablets  Amytal,  ^ grain 

Ophthalmic  Ointment  Metycaine  4 per  cent 
National  Drug  Company 

Antipneumococcic  Serum — Felton — Type  I (Refined 
and  Concentrated) 

Antipneumococcic  Serum — Felton — Types  I and  II 
(Refined  and  Concentrated) 

Parke,  Davis  & Co. 

Kapseals  of  Ortal  Sodium  with  Phenacetin 

Accepted  Devices  for  Physical  Therapy 
Inductotherm  (One  Tube). — In  1935  the  Council  on 
Physical  Therapy  accepted  the  General  Electric  Inducto- 
therm (two  tube).  The  General  Electric  X-Ray  Cor- 
poration has  designed  a new  unit  in  which  only  one 
tube  is  employed;  but  it  is  much  larger  and  more 
efficient,  thus  giving  approximately  the  same  power 
with  the  one  tube  that  was  formerly  developed  by  two 
smaller  tubes.  In  order  to  obtain  this  power,  however, 
it  is  necessary  to  be  more  careful  about  the  placement 
of  the  coil  applicator.  The  physical  and  electrical  tests 
showed  that  the  electrical  equipment  was  reliable  and 
met  the  requirements  of  the  Council.  The  mattress  on 
which  the  patient  lies  should  be  non-metallic.  General 
Electric  X-Ray  Corporation,  Chicago. 

Propaganda  for  Reform 

The  Tryparsamide  Patent  and  Trade  Mark. — The 
Council  on  Pharmacy  and  Chemistry  reports  that  try- 
parsamide is  an  arsenical  preparation  originally  pro- 
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posed  for  treatment  of  trypanosomiasis  but  now  used 
as  well  in  certain  cases  of  syphilis  of  the  central  nerv- 
ous system.  The  product  is  at  present  manufactured 
and  marketed  by  Merck  & Co.,  Inc.,  under  U.  S.  patents 
and  trade  mark  registration  by  license  from  the  Rocke- 
feller Institute  for  Medical  Research,  which  owns  both 
the  patents  and  the  trade  mark.  It  was  accepted  by 
the  Council  for  inclusion  in  New  and  Nonofficial  Reme- 
dies in  1925.  The  justification  for  patenting  a worth- 
while medical  preparation  lies  in  the  opportunity  this 
procedure  affords  of  controlling  the  quality  and  purity 
of  the  preparation  involved  for  the  purpose  of  pro- 
tecting the  public  from  the  marketing  of  specious  or  im- 
pure products.  This  is  particularly  true  of  a drug  such 
as  tryparsamide,  which  requires  unusual  care  in  its 
preparation  to  insure  that  degree  of  purity  which  is 
essential  for  proper  use.  The  patent  on  tryparasmide 
expired  September  24,  1935.  On  October  9,  1935,  the 
Secretary  inquired  of  the  Rockefeller  Institute  whether 
it  intended  to  dedicate  the  name  tryparsamide  to  the 
public  as  a nonproprietary  designation  on  the  expira- 
tion of  the  patents.  The  institute  informed  the  Secre- 
tary that  it  not  only  planned  to  dedicate  the  name  to 
the  public  as  a nonproprietary  designation  but  had  al- 
ready taken  steps  to  that  end  both  in  the  United  States 
and  in  numerous  foreign  countries.  The  Council,  there- 
fore, adopted  tryparsamide  as  a nonproprietary  name 
for  the  product  which  has  been  marketed  under  that 
name  as  a proprietary  designation.  (J.  A.  M.  A.,  March 
7,  1936,  p.  781.) 


Book  Announcements 

The  Pharmacopoeia  of  the  United  States  of  America. 
Eleventh  Decennial  Revision.  (U.  S.  P.  XI.).  By 
Authority  of  the  United  States  Pharmacopoeial 
Convention  Held  at  Washington,  D.  C.,  May  13  and 
14,  1930.  Prepared  by  the  Committee  of  Revision 
and  Published  by  the  Board  of  Trustees.  Official 
from  June  1,  1936.  Agent,  Mack  Printing  Com- 
pany. Easton,  Pa.  Octavo  of  lxxx-676  pages.  Cloth. 
Price,  $5.00. 

Several  new  features  have  been  added  to  the 
pharmacopoeia,  among  which  may  be  noted  chap- 
ters on  sterilization  and  hydrogen  ion  concentration. 
Percentage  solutions  are  no  longer  made  by  weight. 
Those  of  liquids  in  liquids  are  made  by  volume, 
while  those  of  solids  in  liquids  are  made  weight-to- 
volume.  The  pharmacopoeia  is  for  the  first  time 
standardizing  the  medicine  dropper.  The  official 
dropper  conforms  to  international  specifications 
and  delivers  20  drops  of  distilled  water,  weighing 
1 Gm.  This  corresponds  to  approximately  75  drops 
of  water  and  150  drops  of  alcoholic  liquids  per  fluid 
drachm.  Unstandardized  droppers  now  in  use  have 
been  found  to  deliver  from  100  to  300  drops  of 
tincture  of  digitalis  per  fluid  drachm. 


In  several  cases  titles  of  official  preparations  have 
been  changed  in  order  to  more  nearly  describe  the 
preparations  concerned.  One  hundred  and  nineteen 
products  which  were  official  in  U.  S.  P.  X have  not 
been  admitted  to  U.  S.  P.  XI.  Fifty-eight  new 
products  have  been  made  official.  In  accordance 
with  the  wish  of  the  Revision  Committee,  the  seven- 
teen physicians  of  the  Committee  on  Scope  were  en- 
abled to  control  additions  and  deletions.  This  com- 
mittee made  its  selection  of  products  to  be  official 
in  U.  S.  P.  XI,  primarily  on  the  basis  of  therapeutic 
usefulness.  Proposed  additions  and  deletions  were 
published  well  in  advance  in  the  medical  and 
pharmaceutical  press  and  criticisms  were  carefully 
considered  before  final  action  was  taken.  Those 
products  which  are  official  have  been  admitted  be- 
cause they  are  considered  necessary  either  in  the 
treatment  of  disease  or  in  the  manufacture  of  other 
products  which  are  official. 

Among  the  deletions  we  find  drastic  cathartics 
such  as  colocynth,  croton  oil,  elaterin,  gamboge, 
jalap  and  compound  cathartic  pills.  Other  products 
have  been  deleted  for  reasons  which  follow:  gambir 
and  krameria,  because  they  have  little  value  as  as- 
tringents; buchu  and  uva  ursi,  because  they  are  lit- 
tle used;  Basham’s  mixture  because  of  its  small 
iron  content;  water,  because  many  sources  of  supply 
are  chemically  treated  and  no  longer  meet  U.  S.  P. 
specifications.  In  the  manufacture  of  preparations 
of  U.  S.  P.  XI,  distilled  water  alone  may  be  used. 
Many  fluidextracts  have  been  deleted  because  they 
are  too  concentrated  for  administration  and  hence 
are  little  used. 

Among  the  additions  we  find : bismuth  and  po- 
tassium tartrate,  admitted  after  much  study  of  bis- 
muth remedies  used  for  syphilis;  chiniofon  for 
amebiasis;  antiseptic  iodine  solution,  highly  bacteri- 
cidal yet  slightly  irritating  to  the  tissues;  activated 
charcoal,  wood  charcoal  specially  treated  and  tested 
to  insure  its  efficiency  as  a gas  adsorbent.  Other 
well-known  products  admitted  are:  acriflavine  and 
its  hydrochloride;  calcium  creosotate;  calcium  glu- 
conate; ethylene;  ethyl  hydrocupreine  hydrochloride; 
ephedrine  and  salts;  erythrityl  tetranitrate  (eryth- 
rol) ; mercuric  succinimide;  merbaphen;  neocincho- 
phen;  sodium  perborate;  theophylline  with  ethylene 
diamine  (aminophylline) , and  tryparsamide. 

Patented  products  such  as  insulin  cannot  be  ad- 
mitted because  of  legal  complications  which  entitle 
the  patent  owner  to  change  standards  at  will,  regard- 
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less  of  the  drug’s  pharmacopoeial  status.  The  pat- 
ent on  tr}-parsamide  is  about  to  expire.  It  is  being 
admitted  under  its  trade  marked  name  by  permission 
of  its  owner,  the  Rockefeller  Institute  for  Medical 
Research. 

The  following  biologicals  are  now  official;  the 
vaccines  of  rabies,  smallpox,  typhoid,  and  the  mix- 
ture of  typhoid  with  paratyphoid  A and  B ; the  anti- 
toxins of  diphtheria,  scarlet  fever  and  tetanus;  the 
antimeningococcic  and  type  one  antipneumococcic 
serums;  the  toxins,  diphtheria  toxoid,  diphtheria 
toxin  for  the  Schick  test,  scarlet  fever  streptococcus 
toxin  for  the  Dick  test,  and  old  tuberculin. 

The  Pharmacopoeia  has  established  a U.  S.  P. 
Vitamin  Advisory  Board,  a U.  S.  P.  Anti-Anemia 
Preparations  Advisory  Board  and  a U.  S.  P.  Ad- 
visory Committee  on  Cardiac  Drugs.  The  members 
of  these  boards  are  of  the  highest  rank  professionally. 
The  Vitamin  Board  works  with  the  corresponding 
international  group  of  the  Health  Organization  of 
the  League  of  Nations.  Extract  of  liver,  solution 
of  liver  and  dried  stomach  in  order  to  meet  the 
specifications  of  U.  S.  P.  XI  must  be  approved  by 
the  U.  S.  P.  Anti-Anemia  Preparations  Advisory 
Board. 

Remedies  of  established  merit  no  longer  have  to 
wait  ten  years  to  gain  admission  to  the  pharmaco- 
poeia. The  Board  of  Trustees  has  authorized  the 
publication  of  interim  revisions,  whereby  new  prod- 
ucts may  be  admitted  or  standards  changed  when- 
ever it  is  found  advisable. 

\V.  G.  Crockett,  M.  S.,  Phar.  D.* 

*Professor  of  Pharmacy,  School  of  Pharmacy,  The 
Medical  College  of  Virginia.  Member  of  the  Revision 
Committee,  U.  S.  P.  XI. 

Diseases  of  Women.  By  HARRY  STURGEON  CROS- 
SEN,  M.  D.,  F.  A.  C.  S.,  Professor  Emeritus  of  Clin- 
ical Gynecology,  Washington  University  School  of 
Medicine;  Gynecologist  to  the  Barnes  Hospital,  St. 
Louis  Maternity  Hospital,  and  St.  Luke’s  Hospital; 
etc.  And  ROBERT  JAMES  CROSSEN,  M.  D.,  In- 
structor in  Clinical  Gynecology  and  Obstetrics, 
Washington  University  School  of  Medicine;  Assis- 
tant Gynecologist  and  Obstetrician  to  the  Barnes 
Hospital  and  The  St.  Louis  Maternity  Hospital; 
etc.  Eighth  Edition,  Entirely  Revised  and  Reset. 
St.  Louis.  The  C.  V.  Moshy  Company.  1935.  Oc- 
tavo of  xiv-999  pages.  With  One  Thousand  Fifty- 
Eight  Engravings,  Including  One  Color  Plate. 
Cloth.  Price,  $10.00. 

The  8th  edition  of  Crossen’s  “Diseases  of 
Women”  brings  the  subject  up  to  date.  In  fact  in 
many  instances  reference  is  made  to  discussions  that 
have  taken  place  in  special  societies  before  the  orig- 


inal articles  have  appeared  in  print.  This  is  espe- 
cially noteworthy  in  case  of  sex  cell  tumors  and  in 
the  treatment  of  gonorrhea  in  infants.  The  dis- 
cussion of  endocrine  relations  is  as  clear  and  as 
authoritative  as  this  difficult  and  rapidly  changing 
subject  can  be  made.  IMenstrual  headache  and  the 
role  played  by  metabolic  craniopathy  is  another 
instance  of  the  care  the  authors  have  taken  to  bring 
the  book  up  to  date. 

The  work  is  beautifully  and  profusely  illustrated, 
not  only  with  cuts  from  the  authors’  own  rich  ex- 
periences but  from  a wide  range  of  other  authorities. 
Reference  is  made  to  the  source  from  which  the 
illustrations  are  taken,  but  in  case  of  journals  such 
as  Arch.  Surg.,  Bull.  Johns  Hopkins  Hospital,  etc., 
the  volume  number  is  unfortunately  omitted. 

The  subjects  are  taken  up  in  the  general  order  in 
which  gynecology  is  presented  to  the  medical  stu- 
dent. This  arrangement  is  convenient  to  the  med- 
ical student,  but  when  used  as  a reference  work, 
it  necessitates  looking  up  the  particular  subject  in 
several  different  places  which  is  as  aggravating  as 
reading  a newspaper. 

The  work  is  so  excellent  in  many  respects  that  it 
is  hard  for  one  to  be  hypocritical.  One  must  take 
exception,  however,  to  the  treatment  recommended 
for  myomata  complicated  with  pregnancy.  The 
authors  say  of  that  numerous  class  where  the  myoma 
becomes  troublesome  after  the  patient  has  been  preg- 
nant three  or  four  months,  two  courses  are  open, 
either  to  remove  the  tumor  and  the  uterus  or  empty 
the  uterus  and  probably  remove  the  tumor  and 
uterus  later.  Of  the  two  courses,  immediate  hys- 
terectomy is  the  safest  plan.  They  make  no  men- 
tion of  myomectomy  under  such  circumstances.  Fre- 
quently this  can  be  done  and  the  pregnancy  go  to 
term  and  a successful  delivery. 

One  more  little  criticism  and  I am  through.  Dr. 
Isidor  C.  Rubin  is  referred  to  as  Dr.  T.  C.  Rubin, 
but  Dr.  Rubin  is  so  well  known  that  such  a typo- 
graphical error  is  not  misleading. 

M.  Pierce  Rucker,  M.  D. 

Hospital  Service  in  the  United  States.  1936.  Fif- 
teenth Presentation  of  Hospital  Statistics  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association.  The  1935  Census 
of  Hospitals.  Hospitals  Registered  by  the  Amer- 
ican Medical  Association.  Reprinted  from  the  Hos- 
pital Number  of  the  Journal  of  the  American  Med- 
ical Association.  March  7,  1936.  Pamphlet.  Price, 
50  cents. 
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Editorial 


Roads,  Farmers  and  R,ural  Practice. 

A recent  editorial  published  in  at  least  two  news- 
papers have  commented  upon  the  rural  practice  of 
medicine  as  affected  by  improved  roads  and  the  ad- 
vent of  the  automobile.  Dr.  P.  St.  L.  Moncure, 
President  of  the  Medical  Society  of  Virginia,  taking 
issue  with  the  points  of  view  expressed  in  these  pub- 
lications, writes: 

“In  the  Loudoun  Times-Mirror  and  The  Southern 
Planter  of  April,  under  the  caption:  ‘Cheap  Tem- 
porary Roads,’  the  following  paragraphs  refer  to  the 
country  doctor:  First,  ‘The  country  doctor,  who  once 
lived  and  practiced  in  the  rural  community,  has  long 
since  fallen  in  with  the  trend  of  the  times  and 
moved  to  town.’  And  second,  ‘For  medical  care  the 
farmer  must  either  take  the  patient  to  town  for  an 
examination,  or  pay  the  almost  prohibitive  fee  of  a 
physician’s  call  in  the  country.’  These  statements 
to  us  seem  unwarranted,  and  unjust. 

“The  automobile  brought  the  hard  surfaced  road. 
The  farmer,  as  well  as  the  country  physician, 
bought  his  automobile;  but  the  hard  surfaced  road 
and  automobile  ran  the  poor  country  physician  into 
town,  or  out  of  his  business  or  profession.  And 
how?  The  farmer  who  had  depended  on  his  neigh- 
bor, his  old  family  doctor,  instead  of  sending  for 
him  as  of  yore,  picked  up  the  patient,  especially  if 
it  was  only  an  office  case,  and  ran  him  into  town 
to  see  some  new  doctor.  It  was  not  long  before  the 


family  physician  found  that  he  would  have  to  go 
to  town,  or  else  go  out  of  business;  for  the  farmer, 
and  all  of  any  trade  or  occupation  who  could  af- 
ford to  go  to  town,  had  left  him.  He  was  left  with 
only  the  desperately  poor — who  could  not  afford  a 
car,  or  afford  to.  go  to  town — and  these  were  not 
able  to  pay  him  anything. 

“In  answer  to  the  second  paragraph:  Reports  and 
statistics  show  that  neither  country  nor  town  doc- 
tors are  paid  any  more  proportionately  for  amount 
of  w'ork  done  than  they  were  in  the  old  days  of 
dirt  roads,  and  slow  travel  by  horse.  And  as  for 
taking  the  patient  to  town  for  an  examination,  the 
farmer  started  it,  not  the  doctor. 

“We  deplore  the  lack  of  facilities  and  equipment 
of  the  country  doctor;  and  organized  medicine  is 
making  every  effort  to  acquaint  him  with  the  most 
approved  and  up-to-date  appliances,  and  methods 
of  diagnosis  and  treatment.  Demonstrators  and  lec- 
turers for  several  years  have  visited  every  section  of 
the  State  bringing  these  new  and  improved  methods 
to  the  country  physicians— -who  haven’t  the  time, 
nor  money,  to  visit  the  large  clinics  and  centres  of 
teaching  as  often  as  they  would  like  to  do. 

“If  the  farmers,  and  others  in  the  country,  would 
stick  to  their  old  tried  and  true  family  doctor,  in- 
stead of  running  to  town  after  new  ones  when  the 
roads  are  good,  they  would  not  have  as  much  cause 
for  complaint  when  a hard  winter  comes,  such  as 
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the  one  just  experienced — where  the  elements  of 
rain  and  snow,  and  zero  weather — over  which  man 
has  no  control — tear  up  and  damage  all  roads.’’ 

The  New  Insulin. 

There  has  recently  been  made  available  through 
an  English  translation  Niels  B.  Krarup’s  mono- 
graph on  Olinical  Investigations  into  the  Action  of 
Protamine  Insulinate.  In  a recent  issue  of  the 
Journal  of  the  American  Medical  Association  there 
appeared  articles  upon  the  same  subject  by  Hage- 
dorn  and  his  collaborators,  and  by  Root  and  his  as- 
sociates. Although  this  new  insulin  is  now  avail- 
able only  for  experimental  purposes  it  appears  ex- 
tremely likely  that  in  the  near  future  it  will  be 
})laced  upon  the  market  for  general  distribution. 
While  questions  such  as  the  stability  of  the  com- 
pound and  the  standardization  of  the  technique  of 
its  administration  are  being  worked  out  it  might  be 
w’ell  to  call  to  mind  some  of  the  interesting  facts 
brought  to  light  by  the  pioneer  w'ork  of  Krarup. 
This  Norwegian  investigator  has  prepared  a com- 
pound of  insulin  and  scombrine  or  salmine  pro- 
tamine with  an  isoelectric  point  similar  to  that  of 
the  blood.  He  summarizes  the  advantages  which 
this  compound  appears  to  have  over  ordinary  in- 
sulin by  saying  that:  “On  the  basis  of  present  ob- 
servations, it  is  considered  probable  that  the  effect 
of  protamine  insulinate  as  a rule  lasts  for  about 
twelve  hours,  or  approximately  twice  as  long  as  that 
of  ordinary  insulin.  The  utilization  of  protamine 
insulinate  is  greater  than  that  of  ordinary  insulin. 
.\11  the  patients  treated  with  protamine  insulinate 
have  been  successfully  relieved  of  s}Tnptoms  due  to 
hyperglycemia  and  acidosis  without  the  administra- 
tion of  more  than  two  injections  a day.  Protamine 
insulinate  has  proved  to  be  less  likely  to  produce 
hypoglycemic  shocks  than  is  ordinary  insulin. 

“The  present  investigation  shows  that  the  effect 
of  protamine  insulinate  is  more  uniform  and  of 
longer  duration  than  that  of  ordinary  insulin  and 
that  this  action  can  be  advantageously  used  to  les- 
sen the  fluctuation  of  blood-sugar  and  the  conse- 
quent indisposition,  the  glycosuria,  and  the  tendency 
to  acidosis,  without  necessitating  an  increase  in  the 
number  of  injections.” 

Narna  Darrell. 

There  have  always  been  doctors  who  have  turned 
to  the  w'orld  of  letters  to  find  some  agreeable  and 
effective  medium  of  self-expression — Thomas  Brown, 


Oliver  Goldsmith,  Tobias  Smollett,  Oliver  Wendell 
Holmes,  Weir  ^litchell.  The  list  might  easily  be 
extended.  It  is  only  natural  that  men  of  education 
with  such  intimate  glimpses  into  human  nature  as 
are  granted  physicians  should  seek  to  capture  on 
paper  personalities,  experiences,  philosophies. 

Our  own  Dr.  Beverley  R.  Tucker  has  now  turned 
novelist.  His  Xarna  Darrell  is  fresh  from  the  press. 
Our  interest  in  novel  and  writer  is  heightened  by 
our  knowledge  that  Dr.  Tucker  was  once  a student 
of  Weir  Mitchell’s,  became  imbued  with  his  spirit 
and  wrote  a sketch  of  his  life.  Weir  Mitchell  was 
a historical  novelist  of  no  mean  worth.  The  tone 
of  his  books  is  said  “to  be  a lesson  and  a tonic  for 
an  age  that  is  sick  and  weak  with  literary  per- 
verts.” 

Narna  Darrell  defies  time  and  space.  In  the 
course  of  some  327  pages  it  takes  us  from  55  B.  C. 
to  1968  A.  D.  It  begins  in  Southern  England  and 
ends  in  Tidewater  Virginia.  It  covers  a good  deal 
of  history,  it  smacks  of  politics,  it  touches  on  re- 
ligion, it  has  a flavor  of  medicine,  it  deals  wdth 
society.  It  is  a narrative  of  perennial,  flaxen-haired 
Nordic  womanhood  with  courage,  compassion,  and 
composure,  impelled  by  a genius  for  freedom,  faith- 
fulness and  fair  play,  and  with  a facility  for  find- 
ing matrimonial  happiness  in  men  of  similar  traits 
and  inheritance.  It  is  moreover  a travelogue i of  the 
manners  and  morals  of  contemporary  Virginia  w'rit- 
ten  by  one  who  on  many  counts  is  qualified  to  ex- 
press himself  in  these  domains. 

It  is  said  that  w'hen  Hogarth’s  prints  were  first 
displayed  in  the  London  sho'ps  great  crowds  of  peo- 
ple gathered  about  them  jostling  one  another  in  ani- 
mated discussion.  An  onlooker  observed  that  their 
interest  centered  not  in  the  genius  of  Hogarth  nor 
in  his  masterly  portrayal  of  the  follies  and  foibles 
of  contemporary  London,  but  in  the  desire  to  dis- 
cover just  what  celebrity  of  the  day  each  figure 
represented.  Since  Dr.  Tucker’s  narrative  is  laid 
at  our  very  doorstep  undoubtedly  some  persons  will 
be  tempted  to  try  to  fit  their  friends  and  acquaint- 
ances into  his  characters. 

Books  are  apt  to  mirror  their  authors.  Few  men 
wTite  without  revealing  themselves.  In  Narna 
Darrell  there  is  a strong  flavor  of  sentiment,  a fond- 
ness for  philosophizing,  and  a frank  admiration  for 
the  Anglo-Saxon  race.  There  is  a desire  for  free- 
dom of  action  and  'of  thought,  a hatred  of  cant  and 
hypocrisy,  a sense  of  social  justice.  There  is  praise 
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for  the  enduring  value  of  tradition,  tempered  by  a 
willingness  to  go  along  with  progress.  There  is 
undisguised  affection  for  the  bulwarks  of  our  na- 
tional and  political  stability,  the  Bible,  Magna 
Charta  and  the  Virginia  Bill  of  Rights.  If  these 
things  be  a revelation  of  the  true  Dr.  Tucker  we 
may  well  be  proud  to  call  him  one  of  us. 

Graduate  Study  for  Colored  Nurses. 

Virginia  is  to  be  congratulated  upon  the  selec- 
tion of  the  Saint  Philip’s  Hospital  in  Richmond  for 
a course  in  Public  Health  Nursing  open  to  Negro 
graduate  nurses  and  leading  to  certificate  in  Public 
Health  Nursing.  The  work  will  be  of  college  grade 
and  will  carry  the  usual  credits.  It  is  sponsored 
by  the  United  States  Public  Health  Service.  In  fact 
it  is  one  of  the  activities  of  this  department  made 
possible  by  the  Social  Security  Act.  The  course  also 
has  the  approval  of  the  National  Organization  of 
Public  Health  Nurses. 

This  is  understood  to  be  the  only  course  of  this 
character  being  now  offered  for  Negro  graduate 
nurses  in  the  United  States.  Most  of  the  students 
have  held  regular  positions  in  the  Department  of 
Public  Health  and  will  return  to  their  respective 
states  after  the  course  is  completed  to  resume  their 


work.  Twenty-seven  students  are  said  to  have  reg- 
istered already,  representing  twelve  states  and  the 
District  of  Columbia.  We  wish  Miss  Lillian  M. 
Bischoff,  director  of  this  course,  every  success. 

The  Next  Move. 

The  great  majority  of  Virginia  doctors  are  gradu- 
ates of  the  Medical  Department  of  the  University  of 
Virginia  or  of  the  Medical  College  of  Virginia,  and 
are  therefore  vitally  interested  in  medical  education 
as  carried  on  in  these  institutions.  They  have  fol- 
lowed with  enthusiasm  and  appreciation  the  rapid 
progress  these  schools  are  obviously  making.  Some 
few  years  ago  at  the  University  of  Virginia  a hos- 
pital was  completed  which  for  the  present  at  least 
places  this  institution  upon  firm  ground  so  far  as 
physical  equipment  is  concerned.  The  teaching  hos- 
pital is  generally  recognized  as  the  center  and  core 
of  all  medical  instruction  and  every  medical  school 
is  inevitably  rated  by  the  quality  of  the  hospital  it 
supports.  In  emphasizing  their  hospital,  those  in 
authority  at  Charlottesville  have  not  only  done  well 
by  themselves  but  have  set  their  sister  institution  a 
high  standard  which  it  is  hoped  she  will  not  be  slow 
to  emulate. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Obstetric  and  Pediatric  Clinics  to  be  Held 

in  Virginia. 

The  Department  of  Clinical  and  Medical  Edu- 
cation is  glad  to  announce  to  the  Society  that  plans 
are  being  completed  to  bring  to  the  State  of  Virginia 
for  an  indefinite  period  two  full-time  clinicians,  one 
an  obstetrician,  and  the  other  a pediatrician,  who 
will  give  lectures  and  conduct  clinics  in  the  several 
communities  throughout  the  State.  While  the  details 
of  the  plan  under  which  the  clinicians  will  be  avail- 
able to  local  medical  societies  have  not  been  com- 
pleted, the  Department  is  of  the  opinion  that  the 
general  plan  under  which  Dr.  Maxwell  E.  Lapham 
conducted  his  lectures  and  demonstrations  will  be 
followed.  It  is  hoped,  however,  that  arrangements 


can  be  made  so  that  more  of  the  specialists’  time  will 
be  available  for  informal  conferences  and  bedside 
consultations  in  the  company  with  physicians  when 
the  latter  invite  these. 

Members  of  the  Society  who  have  suggestions  to 
offer  with  reference  to  the  continuation  of  this  Post- 
graduate Extension  Medical  Education  program  are 
invited  to  send  these  to  the  Chairman  of  the  De- 
partment, Dr.  E.  H.  Smith,  Abingdon,  Va.,  or  to 
the  Executive  Secretary  of  the  Department.  Local 
societies  that  would  like  to  cooperate  in  conducting 
lecture-clinics  in  the  subjects  of  obstetrics  or  pediat- 
rics are  requested  to  so  notify  the  Executive  Secre- 
tary as  promptly  as  possible. 
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Graduate  Clinics  to  be  Held  at  University  o£ 

Virginia. 

The  Department  of  Medicine  of  the  University  of 
Virginia  announces  a graduate  clinic  to  be  held  at 
the  University  of  Virginia  Hospital  on  May  8th. 
The  clinics  will  be  held  by  the  various  Departments 
of  the  University  Medical  School.  There  will  be  no 
formal  lectures  but  an  opportunity  to  ask  questions 
and  to  discuss  topics  of  interest  will  be  extended. 

A later  announcement  will  give  the  details  of  the 
program. 

Dr.  L.  T.  Royster,  the  Chairman  of  the  Uni- 
versity’s Graduate  Clinic  Committee,  cordially  in- 
vites all  physicians  of  the  State  to  attend  this  clinic. 

George  B.  Zehmer, 
Executive  Secretary. 

Medical  College  o£  Virginia  Clinics. 

The  annual  spring  postgraduate  clinics  and 
Stuart  McGuire  lectures,  April  6th  and  7th,  were 
unusually  well  attended  by  physicians  from  Virginia, 
West  Virginia,  and  North  Carolina.  Dr.  Edward 
C.  Rosenow,  head  of  the  department  of  experimental 
bacteriology,  Mayo  Clinic,  was  the  Stuart  McGuire 
lecturer,  giving  one  lecture  on  the  night  of  April 
6th  and  a second  on  the  night  of  April  7th. 

Physicians  registering  for  the  clinics  were  as  fol- 
lows; 

Dr.  Frank  L.  Apperly,  Richmond. 

Dr.  Harry  Bear,  D.  D.  S.,  Richmond. 

Dr.  Karl  S.  Blackwell,  Richmond. 

Dr.  Nathan  Bloom,  Richmond. 

Dr.  A.  C.  Broders,  Richmond. 

Dr.  William  Bickers,  Richmond. 

Dr.  C.  C.  Coleman,  Richmond. 

Dr.  W.  G.  Crutchfield,  Richmond. 

Dr.  A.  I.  Dodson,  Richmond. 

Dr.  D.  M.  Faulkner,  Richmond. 

Dr.  Thomas  F.  Gill,  Richmond. 

Dr.  Emory  Hill,  Richmond. 

Dr.  G.  A.  C.  Jennings,  D.  D.  S.,  Richmond. 

Dr.  R.  F.  McCrackan,  Richmond. 

Dr.  C.  L.  Outland,  Richmond. 

Dr.  Irwin  Rifkin,  Richmond. 

Dr.  J.  A.  Shield,  Richmond.  ’ 

Dr.  J.  B.  Stone,  Richmond. 

Dr.  L.  T.  Stoneburner,  Jr.,  Richmond. 

Dr.  L.  E.  Sutton,  Jr.,  Richmond. 

Dr.  F.  J.  Wampler,  Richmond. 

Dr.  H.  H.  Ware,  Jr.,  Richmond. 


Dr.  Pauline  Williams,  Richmond. 

Dr.  Carleton  Moorman,  Altavista. 

Dr.  John  H.  Bonner,  Beaumont. 

Dr.  C.  F.  Manges,  Blacksburg. 

Dr.  John  C.  White,  Blackstone. 

Dr.  G.  A.  Fultz,  Butterworth. 

Dr.  R.  M.  DeHart,  Christiansburg. 

Dr.  J.  A.  Wright,  Doswell. 

Dr.  H.  W.  Pritchett,  Danville. 

Dr.  W.  E.  Jennings,  Danville. 

Dr.  E.  B.  Roberts,  Danville. 

Dr.  J.  J.  Neal,  Danville. 

Dr.  L.  D.  Morgan,  Gladys. 

Dr.  James  D.  Clements,  Gloucester. 

Dr.  Walter  A.  Porter,  Hillsville. 

Dr.  S.  E.  Gunn,  Hopewell. 

Dr.  J.  M.  Habel,  Jetersville. 

Dr.  T.  B.  Ely,  Jonesville. 

Dr.  E.  T.  Younger,  Lynchburg. 

Dr.  Clarence  P.  Jones,  Newport  News. 

Dr.  J.  C.  Cutler,  Newport  News. 

Dr.  J.  C.  Butts,  Newport  News. 

Dr.  M.  H.  Bland,  Norfolk. 

Dr.  F.  J.  Wright,  Petersburg. 

Dr.  H.  Davis,  Roanoke. 

Dr.  J.  R.  Parker,  Providence  Forge. 

Dr.  G.  B.  Barrow,  Staunton. 

Dr.  G.  E.  Stone,  Staunton. 

Dr.  Marshall  J.  Payne,  Staunton. 

Dr.  P.  D.  Johnston,  Tazewell. 

Dr.  William  R.  Pretlow,  The  Plains. 

Dr.  J.  F.  Thaxton,  Tye  River. 

Dr.  H.  T.  Hawkins,  Waynesboro. 

Dr.  Charles  O.  Dearmont,  White  Post. 

Dr.  A.  R.  Grant,  Utica,  N.  Y. 

Dr.  C.  F.  Ridge,  Thurmond,  W.  Va. 

Dr.  L.  I.  Hoke,  Layland,  W.  Va. 

Dr.  W.  E.  Bundy,  Minden,  W.  Va. 

Dr.  G.  Sprite  Barbee,  Zebulon,  N.  C. 

Dr.  H.  M.  Brown,  Greenville,  N.  C. 

Dr.  W.  M.  B.  Brown,  Greenville,  N.  C. 

Dr.  G.  G.  Dixon,  Ayden,  N.  C. 

Dr.  W.  F.  Evans,  Williamson,  N.  C. 

Dr.  W.  A.  Hoggard,  Hertford,  N.  C. 

Dr.  L.  M.  Massey,  Zebulon,  N.  C. 

Dr.  R.  C.  Miller,  Gastonia,  N.  C. 

Dr.  J.  E.  Raby,  Tarboro,  N.  C. 

Dr.  C.  B.  Robertson,  Jackson,  N.  C. 

Dr.  D.  M.  Royal,  Salemburg,  N.  C. 

Dr.  H.  Royster,  Tarboro,  N.  C. 

Dr.  T.  W.  Long,  Roanoke  Rapids,  N.  C. 

Dr.  R.  L.  Tomlinson,  D.  D.  S.,  Wilson,  N.  C. 
Dr.  N.  W.  Ward,  Greenville,  N.  C. 

Dr.  T.  M.  Watson,  Greenville^  N.  C. 

Dr.  J.  W.  Wilkins,  Mount  Olive,  N.  C. 

Dr.  J.  L.  Winstead,  Greenville,  N.  C. 
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Proceedings  of  Societies 


The  Southwestern  Virginia  Medical  Society 

Held  its  Spring  meeting  at  Galax  on  April  2nd 
and  3rd,  under  the  presidency  of  Dr.  W.  R.  Whitman 
of  Roanoke.  Dr.  H.  W.  Bachman,  Bristol,  Va.,  is 
secretary-treasurer.  The  banquet  was  held  at  the 
Thursday  evening  session,  at  which  time  Dr.  Mont 
R.  Reid,  formerly  of  Botetourt  County,  Va.,  but 
now  of  Cincinnati  where  he  is  professor  of  surgery 
at  the  University  of  Cincinnati,  was  the  guest 
speaker.  His  subject  was  “Some  Considerations  of 
the  Problem  of  Wound  Healing.”  At  the  Friday 
morning  session,  papers  were  presented  by  Drs.  John 
E.  Gardner,  John  W.  Preston  and  L.  D.  Keyser,  of 
Roanoke;  Dr.  J.  Stuart  Staley,  Marion;  Dr.  J. 
Coleman  Motley,  Abingdon;  Dr.  J.  B.  Nicholls, 
Catawba  Sanatorium;  Dr.  V.  M.  Cox,  Bristol,  and 
C.  D.  Moore,  Wytheville. 

Dr.  O.  B.  Boyce,  Rural  Retreat;  Dr.  C.  T.  Burton, 
Roanoke;  Dr.  Geo.  W.  Leavell,  Bristol;  Dr.  L.  B. 
Lowe,  Pearisburg,  and  Dr.  J.  B.  Porterfield,  Chris- 
tiansburg,  were  admitted  to  membership. 

The  next  meeting  of  the  Society  will  be  held  in 
Wytheville  in  September. 

The  Nelson  County  Medical  Society, 

At  its  annual  meeting,  re-elected  Dr.  B.  F.  Ran- 
dolph, Arrington,  as  president,  and  Dr.  J.  F.  Thax- 
ton,  Tye  River,  as  secretary-treasurer.  Delegate  and 
alternate  to  the  Staunton  meeting  of  the  State  So- 
ciety were  elected  at  this  time  also. 

Northampton  County  Medical  Sociey. 

At  the  meeting  of  this  Society  on  April  1st,  Dr. 
P.  St.  L.  Moncure,  President  of  the  Medical  Society 
of  Virginia,  spoke  on  the  problems  of  economics  con- 
fronting doctors  of  the  United  States  and  gave  ad- 
vice as  to  how  to  attack  these  problems  so  as  to 
avoid  the  development  of  some  form  of  socialistic 
medicine.  We  were  impressed  with  the  enormous 
burden  he  carries  as  State  President  and  we  con- 
gratulated ourselves  in  having  him  in  that  office. 

Dr.  Walter  B.  Martin,  also  of  Norfolk,  presented 
a comprehensive  outline  of  the  Treatment  and  Prog- 
nosis of  Pneumonia. 

Dr.  E.  L.  McQuade  of  the  State  Department  of 
Health  was  a visitor  at  this  time. 


Dr.  J.  Mortimer  Lynch,  Cape  Charles,  is  Presi- 
dent of  this  Society. 

W.  Carey  Henderson, 

Secretary. 

The  Wise  County  Medical  Society 

At  its  meeting  on  March  11th,  elected  the  follow- 
ing officers:  President  Dr.  F.  E.  Handy,  Appa- 
lachia; vice-president.  Dr.  S.  P.  Gardner,  Derby; 
and  secretary-treasurer.  Dr.  G.  T.  Foust  (re- 
elected), Norton. 

Rockingham  County  Medical  Society. 

Officers  of  this  Society,  elected  at  their  annual 
meeting  are:  President,  Dr.  A.  C.  Byers,  Harrison- 
burg; vice-president.  Dr.  C.  P.  Harshbarger,  Har- 
risonburg; and  secretary-treasurer.  Dr.  B.  W.  Nash, 
Timberville.  ^Meetings  are  held  monthly,  except  for 
tlie  summer  months. 

Roanoke  Academy  of  Medicine. 

At  the  regular  meeting  of  the  Academy  on  April 
6th,  Dr.  Perry  G.  Goldsmith,  Professor  of  Otolaryn- 
gology of  the  University  of  Toronto  spoke  on  “Com- 
mon Colds,”  and  Dr.  Wells  P.  Eagleton,  Chief  of 
the  Department  of  Cranial  Surgery  of  the  Newark 
Eye  and  Ear  Infirmary,  presented  a paper  on  “Dis- 
eases of  the  Bones  of  the  Skull  in  Relation  to  Men- 
ingitis.” 

On  April  20th,  the  Academy  and  physicians  of 
Southwest  Virginia  were  guests  at  a dinner  meeting 
at  Catawba  Sanatorium.  Papers  were  presented  by 
Drs.  A.  T.  Coleman,  L.  W.  Garst,  D.  L.  Anderson, 
L.  R.  Broome,  and  J.  B.  Nicholls,  all  of  Catawba 
Sanatorium,  and  Dr.  E.  C.  Drash,  University. 

There  was  a Laboratory  Exhibit  showing  a large 
amount  of  original  work.  Tubercle  bacilli  were 
shown  growing  on  various  foods,  such  as  peas,  beans 
and  sweet  potatoes.  Five  hundred  cultures  were 
shown  and  were  of  special  interest  in  that  many  had 
been  taken  directly  from  the  sputum  of  patients. 

Lynchburg  Academy  of  Medicine. 

At  the  regular  meeting  of  the  Academy  on  March 
2nd,  Dr.  I.  C.  Riggin,  State  Commissioner  of  Health, 
spoke  on  the  Health  Department  and  its  work  with 
the  medical  profession  in  Virginia. 
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On  April  6th,  Dr.  W'vndham  B.  Blanton,  Rich- 
mond, presented  an  address  on  the  “Genealogy  of  a 
Pill”  in  which  the  C.  C.  pill  of  hallowed  reputation 
lost  some  of  its  halo. 

Dr.  Rosser  Xoland  Hillsman,  Jr.,  Amherst,  Va., 
was  elected  to  membership  in  the  Academy. 

The  meeting  was  followed  by  a buffet  supper  and 
was  well  attended. 

Dr.  Henry  Rawlings  is  president  and  Dr.  John 
Hundley,  Jr.,  secretary. 

Nansemond  County  Medical  Society. 

Dr.  \Mlliam  F.  Wild,  secretary  of  this  Society, 


announces  that  interesting  programs  have  been  pre- 
sented by  the  Xansemond  Society  in  the  past  year. 
Visitors  presenting  papers  at  their  meetings  have 
been:  Dr.  J.  Shelton  Horsley,  Dr.  W.  B.  Porter, 
Dr.  Harry  Walker,  Dr.  A.  C.  Broders,  D.  H.  P. 
^lauck,  and  Dr.  William  Bickers,  all  of  Richmond. 
Dr.  Fred  J.  Wampler,  also  of  Richmond,  showed 
the  Canti  Cancer  film  at  the  meeting  at  which  Dr. 
Broders  gave  a lecture  on  Cancer.  Medical  and 
surgical  motion  pictures  were  also  shown  by  a rep- 
resentative of  the  Mead  Johnson  Company,  at  one 
meeting. 


News  Notes 


American  Medical  Association. 

EverHhing  is  in  readiness  for  the  annual  meet- 
ing of  this  .Association  in  Kansas  City,  May  11th- 
15th.  The  .Association  is  fortunate  in  being  among 
the  first  to  enjoy  the  new  $6,000,000  Alunicipal 
.Auditorium  which  is  located  in  the  heart  of  the  city. 
The  main  arena  has  a seating  capacity  of  13,000 
to  15,000  and  it  has  complete  air  conditioning  and 
mechanical  ventilation. 

The  general  clinical  meetings  include  on  their 
program  two  representatives  from  abroad — Lord 
Horder,  London,  and  .Afranio  do  .Amaral,  Sao  Paulo, 
Brazil.  The  section  programs  also  include  visitors 
from  abroad. 

Virginia  will  be  represented  in  the  House  of 
Delegates  by  Drs.  Wright  Clarkson,  J.  C.  Flippin, 
and  Walter  B.  Alartin,  our  regularly  elected  dele- 
s’ates. 

'Fhe  .American  Aledical  Golfing  .Association  will 
hold  its  twenty-second  annual  tournament  on  May 
11th.  Thirty-six  holes  of  golf  will  be  played  in  com- 
petition for  the  seventy  trophies  and  prizes  in  the 
nine  events.  .All  male  Fellows  of  the  .American 
Medical  .Association  are  eligible  and  cordially  in- 
vited to  become  members  of  the  A.  AI.  G.  .A.  A our 
club  handicap,  signed  by  the  secretary,  is  required 
and  no  handicap  over  thirty  is  allowed  except  in 
the  Kickers'  (Blind  Bogey).  For  further  informa- 
tion, write  the  e.xecutive  secretary.  Bill  Burns,  2020 
Olds  Tower,  Lansing,  Mich. 


Appointment  of  Health  Officers. 

Dr.  AI.  1.  Shanholtz  was  appointed  Director  of 
the  Bristol-Washington  County  Health  District,  with 
headquarters  at  Bristol,  Va.,  effective  Alarch  21, 
1936.  He  is  a graduate  of  the  University  of  Adr- 
ginia,  class  of  ’34. 

Dr.  J.  F.  Fulton,  Staunton,  and  Dr.  F.  N. 
Thompson,  Newport  News,  are  now  on  fellowships 
at  the  Lmiversity  of  North  Carolina,  Division  of 
Public  Health,  preparatory  to  entering  public  health 
work  upon  completion  of  the  course. 

Dr.  Charles  L.  Savage  was  appointed  Director  of 
the  Buchanan-Russell-Tazewell  Health  District, 
with  headquarters  at  Richlands,  Va.,  effective  .April 
16,  1936.  Dr.  Savage  served  as  tuberculosis  clini- 
cian on  the  Tuberculosis  Out-Patient  Service  of  the 
State  Health  Department  from  November  1,  1933, 
through  .April  15,  1936.  He  is  a graduate  of  the 
University  of  Virginia. 

Dr.  John  H.  Bonner  was  appointed  Director  of 
the  Sussex  County  Health  District,  with  head- 
quarters at  Stony  Creek,  Va.,  effective  .April  15, 
1936.  Dr.  Bonner  is  a graduate  of  the  Aledical 
College  of  Virginia  and  has  recently  been  practic- 
ing at  Powhatan,  Va. 

Married. 

Dr.  Delmar  Franklin  Weaver,  Jr.,  Standardsville, 
Va.,  and  Aliss  Beulah  Bohrer  Thrift,  Washington, 
.April  2nd.  Dr.  Weaver  is  a graduate  of  the  Uni- 
versity of  Virginia,  class  of  ’32,  and  after  a year 
at  the  Virginia  Alason  Clinic  in  Seattle,  Wash.,  took 
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up  practice  in  his  native  county.  Dr.  and  Mrs. 
Weaver  have  now  gone  to  Rochester,  Minn.,  where 
he  has  received  a fellowship  at  the  Mayo  Clinic  and 
will  spend  three  years  specializing  in  ear,  nose  and 
throat  diseases. 

Dr.  Elam  Cooksie  Toone,  formerly  of  Richmond, 
Va.,  and  Miss  Margaret  Adelaide  Salter,  Anniston, 
Ala.,  April  11th.  Dr.  Toone  graduated  from  the 
Medical  College  of  Virginia  in  1934  and  interned 
at  Hillman  Hospital,  Birmingham,  Ala.  They  will 
now  be  located  in  Petersburg,  Va. 

Dr.  Nicholas  Floyd  Adams,  Jr.,  class  of  ’26,  Uni- 
versity of  Virginia,  Department  of  Medicine,  now 
of  Baltimore,  Md.,  and  Miss  Margaret  Bardelle 
Roberts,  also  of  Baltimore,  April  24th. 

Dr.  Emmett  Carlysle  Matthews,  Waynesboro,  and 
Miss  Mary  Hodnett,  Chatham,  February  7th.  Dr. 
Matthews  graduated  from  the  Medical  College  of 
Virginia  in  1934  and  interned  at  Memorial  Hos- 
pital, Richmond. 

The  Virginia  Society  of  Oto-Laryngology 

and  Ophthalmology 

Is  holding  its  annual  meeting  in  Richmond  at  the 
Academy  of  Medicine  Building  on  May  2nd,  the 
session  starting  at  9:30  A.  M.  Dr.  Emory  Hill, 
of  this  city,  is  president,  and  Dr.  G.  G.  Hankins, 
Newport  News,  secretary. 

Dr.  Frank  S.  Johns, 

Richmond,  Va.,  by  invitation  addressed  the  Nor- 
folk County  Medical  Society  at  its  meeting  on 
April  13th. 

A Vacation  Postgraduate  Cruise  to  Bermuda 

Is  being  sponsored  by  the  Seaboard  Medical  As- 
sociation of  Virginia  and  North  Carolina  in  June, 
in  conjunction  with  the  Virginia  Pharmaceutical 
Association.  Dates  have  been  selected  as  June  14th- 
19th,  inclusive,  and  the  rates  will  average  from  $63 
to  $93  per  person  for  all  expenses,  according  to  ac- 
commodations selected.  The  secretary  of  the  Sea- 
board Association,  Dr.  Clarence  Porter  Jones,  of 
Newport  News,  advises  that  there  will  be  four  meet- 
ings on  board  the  ship  with  at  least  four  outstand- 
ing speakers. 

Information  in  regard  to  this  cruise  may  be  ob- 
tained from  Mr.  H.  H.  Allen,  Thomas  Cook  and 
Son,  587  Fifth  Avenue,  New  York  City. 


Dr.  William  Dandridge  Haden, 

Charlottesville,  Va.,  was  in  April  appointed  by 
Governor  Peery  as  a member  of  the  board  of  the 
Miller  Manual  School  in  Albemarle  County. 

Medical  College  of  Virginia  News. 

The  sixth  annual  Saint  Philip  Postgraduate  Clinic 
for  Negro  physicians  will  be  held  June  15th-27th. 
The  clinic  as  in  the  past  will  be  subsidized  by  the 
General  Education  Board  of  New  York. 

A postgraduate  year  in  public  health  nursing  has 
been  added  in  the  Saint  Philip  Hospital  school  of 
nursing  for  Negro  graduate  nurses.  The  course 
opened  on  March  16th  with  twenty-seven  students 
from  twelve  states  and  the  District  of  Columbia. 
This  work  is  approved  by  the  United  States  Public 
Health  Service  for  the  reception  of  students  from 
eighteen  cooperating  states  under  the  Social  Secur- 
ity Act. 

Mr.  John  E.  Davis,  instructor  in  physiology,  has 
been  awarded  the  degree  of  Doctor  of  Philosophy 
by  the  University  of  Chicago. 

Dr.  Carl  L.  A.  Schmidt,  professor  of  biochemis- 
try, University  of  California  Medical  School,  and 
Dr.  W.  O.  Fenn,  professor  of  physiology.  Univer- 
sity of  Rochester  Medical  School,  were  recent  visi- 
tors to  the  college,  lecturing  to  the  students  while 
here. 


The  annual  reunion  of  the  ex-internes  of  the  Hos- 
pital Division,  of  the  college  was  held  March  20th. 
An  organization  was  completed,  officers  elected,  and 
plans  made  for  an  annual  meeting.  About  one  hun- 
dred ex-internes  were  present  for  the  meeting. 

Dr.  Edward  J.  Van  Liere,  dean  of  the  school  of 
medicine.  West  Virginia  University,  was  a recent 
college  visitor. 


Dr.  Harvey  Haag,  professor  of  pharmacology,  pre- 
sented a paper  on  Studies  of  the  Persistence  of  Ac- 
tion of  Various  Digitalis  Substances  at  the  Federa- 
tion of  American  Biological  Societies  at  Washing- 
ton, March  25th  through  March  28th.  Dr.  Ernst 
Fischer,  associate  in  physiology,  presented  a paper 
on  The  Action  of  a Single  Vagal  Volley  and  the 
Dependence  of  its  Chronotopic  Effect  on  the  Ryth- 
mic Mechanism  of  the  Pacemaker. 
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Others  of  the  college  staff  who  attended  the  Wash- 
ington convention  are:  Dr.  J.  C.  Forbes,  Dr.  Frank 
L.  Apperly,  Dr.  John  E.  Davis,  Dr.  Rolland  J. 
Main. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

At  the  meeting  of  the  University  of  Virginia  Med- 
ical Society  on  ^larch  23rd,  Dr.  M.  Ehrenstein,  of 
the  Department  of  Physiology,  read  a paper  on 
Gonadotropic  Factors  and  Sex  Hormones. 

Dr.  William  M.  Moir,  of  the  Department  of 
Pharmacology,  read  a paper  on  The  Influence  of  Age 
and  Sex  on  the  Repeated  Administration  of  Sodium 
Pentobarbital  to  Albino  Rats,  during  the  meetings 
of  the  Federation  of  American  Societies  for  Ex- 
perimental Biology  in  Washington  on  March  27th. 

At  the  meeting  of  the  University  of  Virginia  Med- 
ical Society  on  March  30th,  Drs.  W.  H.  Parker  and 
E.  P.  Lehman  spoke  on  the  subject  of  Studies  on 
Head  Injuries. 

The  following  were  recent  visitors  at  the  Medical 
School;  Dr.  Frank  P.  Knowlton,  Professor  of 
Physiology,  Syracuse  University;  Dr.  Elliott  C.  Cut- 
ler, Mosely  Professor  of  Surgery,  Harvard  Medical 
School;  Dr.  Dayton  J.  Edwards,  Associate  Profes- 
sor of  Physiology,  Cornell  University  Medical  Col- 
lege; Dr.  William  C.  Rose,  Professor  of  Physiologi- 
cal Chemistry,  University  of  Illinois. 

Dr.  Alfred  Chanutin  and  Dr.  Stephan  Ludewig 
presented  a joint  paper  on  the  Influence  of  Liver 
Damage  on  the  Blood  Lipids  before  the  Section  on 
Biochemistr}'  of  the  Federation  of  American  Socie- 
ties for  Experimental  Biology  on  March  27th. 

At  the  meetings  of  the  American  Association  of 
Anatomists  at  Duke  University  on  April  9th  to  11th, 
Dr.  C.  C.  Speidel  read  a paper  on  the  Formation 
and  Metamorphosis  of  the  “retraction  cap  of  in- 
jury” of  Striated  Muscle  Fibers  in  Living  Frog 
Tadpoles;  Dr.  J.  E.  Kindred  read  a paper  on  an 
Interpretation  of  the  Secondary  L>Tnphoid  Nodule 
in  Lymph  Nodes  of  the  Albino  Rat;  Dr.  H.  E.  Jor- 
dan was  chairman  of  a Round  Table  Conference  on 
Lymphocytes,  Macrophages  and  Fibroblasts. 

Dr.  Maximillian  Ehrenstein,  of  the  Department 
of  Physiology,  formerly  a member  of  the  faculty  of 


the  University  of  Berlin,  was  awarded  one  of  the 
Vant  Hoff  Prizes  of  the  Royal  Academy  of  Science 
of  Amsterdam  in  recognition  of  his  work  on  the 
alkaloids  of  tobacco. 

On  April  2nd,  Dr.  Lawrence  T.  Royster  spoke 
before  the  Institute  of  Medicine  at  the  Community 
Hospital  in  Farmville,  Va. 

On  April  8th,  Dr.  John  Staige  Davis,  Associate 
Professor  of  Surgery  at  the  Johns  Hopkins  Uni- 
versity, spoke  before  the  Albemarle  Medical  Society 
at  their  meeting  at  the  Medical  School  on  the  sub- 
ject of  Wounds  and  Scars. 

At  the  annual  initiation  meeting  of  Alpha  Omega 
Alpha  on  April  13th,  Dr.  T.  Duckett  Jones,  Director 
of  Research  at  the  Good  Samaritan  Hospital,  Boston, 
Mass.,  gave  the  William  W.  Root  Memorial  Lecture, 
speaking  on  the  subject  of  The  Etiology  of  Rheu- 
matic Fever. 

News  from  New  York  Polyclinic  Medical 

School  and  Hospital. 

At  a meeting  of  the  Clinical  Society  of  the  New 
York  Polyclinic  Medical  School  and  Hospital  on 
Februar}’  3rd,  the  following  program  was  presented; 

1.  “Some  Improved  Methods  in  Plastic  Repara- 
tive Surgery- — Illustrated  by  Cinematograph  Film  in 
Natural  Color”  by  J.  Eastman  Sheehan,  M.  D. 

2.  “Diagnosis  and  Treatment  of  Carcinoma  of 
the  Colon  and  Rectum,”  by  Richard  B.  Cattell,  M. 
D.,  of  Lahey  Clinic,  Boston,  Mass. 

At  the  March  meeting  of  the  Clinical  Society  there 
were  two  notable  contributions; 

1.  “The  Present  Status  of  Endocrine  Therapy  in 
Gynecology,”  by  Archibald  D.  Campbell,  M.  D.,  of 
Montreal,  Canada. 

2.  “The  Genesis  and  Surgical  Treatment  of 
Hypertension,”  by  George  W.  Crile,  M.  D.,  of  Cleve- 
land, Ohio. 

Dr.  Roger  Anderson,  of  Seattle,  Wash.,  gave  a 
special  afternoon  lecture  on  March  20th  on  1.  “An 
Anatomical  or  Non-Operative  Method  of  Treating 
Fractures  of  Both  Bones  of  the  Forearm.”  2.  “Am- 
bulatory Method  of  Treating  Fractures  of  the 
Femur.” 

News  Notes  from  Duke  University  School  of 

Medicine. 

On  April  9th,  Dr.  Emil  Novak,  Associate  Pro- 
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lessor  of  Obstetrics,  University  of  Maryland  School 
of  Medicine,  lectured  to  the  staff  and  students  on 
“Amenorrhoea.” 

On  April  9th  to  11th,  the  annual  meeting  of  the 
American  Association  of  Anatomists  was  held  at 
Duke  University,  with  325  teachers  of  anatomy  and 
biology  in  the  colleges  and  universities  of  the  United 
States  and  Canada  in  attendance.  Dr.  F.  H.  Swett, 
Professor  of  Anatomy,  Duke  University  School  of 
Medicine,  was  in  charge  of  the  local  arrangements. 

The  Tri-State  Hospital  Association, 

Composed  of  the  Hospital  Associations  of  North 
and  South  Carolina  and  Virginia,  held  its  annual 
meeting  at  Old  Point  Comfort,  Va.,  the  middle  of 
April,  with  an  attendance  of  400  delegates  and 
visitors,  many  of  whom  remained  after  the  meeting 
for  a boat  trip  to  Yorktown.  The  Virginia  State 
Dietetic  Association  held  its  annual  meeting  at  the 
same  time. 

The  Virginia  Hospital  Association  re-elected 
Dr.  Lewis  E.  Jarrett,  Memorial  Hospital,  Rich- 
mond, as  president,  and  Mr.  M.  Haskins  Coleman, 
head  of  Group  Hospitalization  in  Richmond,  as 
secretary-treasurer.  Mr.  W.  N.  Walter  and  Mr.  C. 
B.  Short,  both  of  Roanoke,  were  elected  vice-presi- 
dents, and  Dr.  W.  T.  Sanger,  President  of  the  Medi- 
cal College  of  Virginia,  Mr.  O.  K.  Fike,  Grace  Hos- 
pital, Richmond,  and  Miss  Ruby  Morrison,  Norfolk, 
were  named  members  of  the  executive  committee. 

The  North  Carolina  Hospital  Association 
elected  Dr.  Moir  S.  Martin,  Mount  Airy,  president; 
Dr.  Robt.  T.  Ferguson,  Charlotte,  vice-president; 
hlr.  M.  E.  Winston,  Raleigh,  secretary-treasurer  and 
Dr.  F.  C.  Hubbard,  North  Wilke.sboro,  and  Dr. 
Charles  A.  Woodard,  Wilson,  were  named  directors. 

The  South  Carolina  group  will  name  officers  at 
a later  date. 

Southeastern  Surgical  Congress. 

At  the  recent  session  of  the  Congress  in  New  Or- 
leans, Dr.  Fred  W.  Rankin,  Lexington,  Ky.,  was 
named  president-elect,  and  Dr.  Benjamin  T.  Beas- 
ley, Atlanta,  Ga.,  director-general  of  the  Congress, 
was  re-elected  secretary-treasurer. 

Dr.  George  W.  Leavell 

Recently  located  at  Bristol,  Va.,  with  offices  in 
the  Reynolds  Arcade  Building,  where  he  is  engaged 
in  the  practice  of  medicine  and  surgery.  Dr. 


Leavell  graduated  from  the  University  of  Louis- 
ville in  1911  and  in  1912  went  to  Wuchow,  South 
China,  as  a medical  missionary  under  the  Southern 
Baptist  Board.  While  in  China,  Dr.  Leavell  built 
and  brought  to  self-support  the  Stout  Memorial  Hos- 
pital, which  now  has  125  beds  and  modern  equip- 
ment, and  operated  it  until  his  health  forced  him 
to  return  to  the  States  in  1934. 

Dr.  James  Tate  Mason, 

President-elect  of  the  American  Medical  Associa- 
tion, who  suffered  a stroke  of  apoplexy  about  the 
middle  of  April,  was  reported  improved  as  we  go 
to  press.  Dr.  Mason  is  a native  of  Orange  County, 
Va.,  and  a graduate  of  the  University  of  Virginia. 

The  American  Association  for  the  Study  of 
Rheumatic  Diseases 

Will  hold  its  fifth  conference  at  the  Phillips 
Hotel,  Kansas  City,  May  11th.  An  interesting  pro- 
gram has  been  arranged.  Dr.  Russell  L.  Haden, 
Cleveland,  is  President  of  this  Association  and  Dr. 
Loring  T.  Swaim,  Boston,  secretary-treasurer. 

Dr.  Frank  S.  Johns, 

Richmond,  Va.,  was  the  guest  speaker  before  the 
Norfolk  County  Medical  Society  at  its  regular  meet- 
ing on  April  13th.  His  subject  was  “Surgical  Con- 
siderations in  the  Treatment  of  Essential  Hyper- 
tension.” 

Attention,  Doctor! 

The  various  groups  of  the  Woman’s  Auxiliary 
throughout  Virginia  observed  “Doctor’s  Day,”  dur- 
ing the  week  of  April  12th  to  18th.  In  connection 
with  this  observance,  the  women  are  this  month 
devoting  the  whole  of  their  space  in  the  Monthly  to 
eulogizing  the  doctor — their  individual  doctors  whom 
they  stand  ever  ready  to  praise  and  help.  Be  sure 
to  read  the  department  of  the  Woman’s  Auxiliary 
and  secure  inspiration  from  the  thoughts  dedicated 
to  you. 

Dr.  J.  W.  D.  Haynes, 

Mathews,  Va.,  w^as  recently  appointed  coroner  of 
Mathews  county,  succeeding  the  late  Dr.  C.  M. 
Rains. 

Dr.  H.  Ward  Randolph 

Head  of  the  Medical  staff  of  the  Virginia  Home 
for  Incurables  in  Richmond,  was  the  guest  of  honor 
at  a reception  given  on  April  14th,  at  which  time 


126 


Virginia  Medical  Monthly 


[May, 


he  was  presented  with  a large  silver  platter  in  recog- 
nition of  his  more  than  twenty-five  years  of  service 
in  ministering  to  the  patients  at  that  Home.  Among 
those  to  greet  Dr.  Randolph  was  Dr.  Karl  Black- 
well,  also  of  Richmond,  a former  interne  at  the 
Home. 

The  American  Neisserian  Medical  Society 
^^'ill  hold  its  second  annual  meeting  on  May  18, 
1936,  in  the  Hotel  Statler,  Boston,  Mass.,  at  which 
time  a very  interesting  program  will  be  presented. 
.\11  who  are  interested  are  cordially  invited. 

For  program  or  other  information,  write  the  sec- 
retary, Oscar  F.  Cox,  Jr.,  M.  D.,  475  Common- 
wealth Avenue,  Boston,  Mass. 

Dr.  Clarence  Porter  Jones,  Jr., 

Class  of  ’34,  Medical  College  of  Virginia,  has  lo- 
cated at  Craigsville,  Va.,  where  he  is  engaged  in 
general  practice.  Dr.  Jones  was  formerly  of  New- 
port News,  Va.,  and  interned  at  the  Southern  Pacific 
Hospital,  San  Francisco,  and  at  the  Mercy  Hospital, 
Sacramento,  Calif. 

Attend  Baltimore  Conference. 

Dr.  David  C.  Wilson,  University,  and  Drs.  Har- 
vey D.  Coghill  and  Howard  R.  Masters,  of  Rich- 
mond, attended  the  conference  held  at  Phipps  In- 
stitute, Baltimore,  on  April  8th-10th,  in  regard  to 
the  teaching  of  psychiatry  in  medical  schools.  This 
was  held  under  the  auspices  of  the  National  Com- 
mittee on  Mental  Hygiene. 

Dr.  E.  Berkeley  Neal, 

For  a time  located  at  Emporia,  Va.,  has  recently 
returned  from  a postgraduate  course  in  New  York 
Postgraduate  Hospital  and  has  just  opened  his  office 
at  414  Shenandoah  Life  Building,  Roanoke.  Va., 
for  the  practice  of  pediatrics. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, 

Roanoke,  Va.,  recently  completed  its  tenth  annual 
Spring  Graduate  Course,  at  which  they  had  a total 
registration  of  sixty-two  doctors  representing  twenty 
states,  .\dmission  had  to  be  refused  to  a number 
on  account  of  lack  of  accommodations. 

Dr.  N.  T.  Ballou,  Jr., 

Of  the  class  of  ’32,  Medical  College  of  Virginia, 
is  now  associated  with  Dr.  J.  Elinor  Holloway, 
Fredericksburg,  Va.,  in  the  practice  of  eye,  ear,  nose 


and  throat.  Dr.  Ballou  served  an  internship  at  the 
^Memorial  Hospital,  Richmond,  following  which  he 
was  on  the  House  Staff  of  the  Brooklyn  Eye  and 
Ear  Hospital. 

Dr.  Charles  A.  Young, 

Roanoke,  Va.,  sailed  from  New  York  on  the 
“Europa”  on  April  15th,  for  a two  months’  post- 
graduate course  in  ophthalmologj-  at  Oxford  Uni- 
versity, England.  He  will  return  on  the  “Norman- 
die” and  will  resume  his  practice  in  Roanoke  on 
July  1st. 

Dr.  George  Louis  Jones, 

Who  has  been  practicing  at  Killarney,  Va., 
since  completing  his  internship  at  St.  Luke’s  Hos- 
pital, Richmond,  will  open  his  office  in  Martinsville, 
\'a.,  about  ^May  1st,  and  will  be  engaged  in  general 
practice.  He  is  a member  of  the  class  of  ’34,  ^ledi- 
cal  College  of  Virginia. 

Dr.  Wallace  M.  Yater, 

Washington,  D.  C.,  was  in  Februarj’  elected  a di- 
rector of  the  American  Heart  Association  for  a term 
of  two  years. 

Dr.  M.  H.  Eames, 

Located  for  sometime  at  Quinton,  Va.,  is  now  at 
Providence  Forge,  Va. 

Radiologic  Review’s  “Radium  Number.” 

The  IMarch  issue  of  4he  Radiologic  Review  and 
Mississippi  Valley  Medical  Journal  (Quincy,  111.) 
is  the  ninth  annual  “Radium  Number”  of  that  pub- 
lication. It  is  entirely  devoted  to  Radium,  contain- 
ing ten  original  articles,  especically  written  for  this 
issue  by  leading  .American  Radium  Therapists  on 
various  phases  of  Radium  Therapy.  There  are  con- 
tributions by  Jones,  of  Cleveland;  Schreiner  and 
Wehr,  of  Buffalo;  Soiland,  of  Los  Angeles;  Murphy, 
of  Minneapolis;  Fox,  of  Dallas;  Levin  and  Sitten- 
field,  of  New  York;  Swanberg,  of  Quincy;  Simpson, 
of  Chicago;  etc.  The  issue  includes  three  import- 
ant contributions  on  gjmecologic  malignancy. 

The  American  Social  Hygiene  Association 
.Announces  that  Dr.  Ray  L}Tnan  Wilbur,  of  the 
Stanford  University,  California,  has  been  elected 
president  of  that  Association.  He  succeeds  Dr.  Ed- 
ward L.  Keyes,  who  was  forced  to  resign  after  a 
service  of  twelve  years,  on  acount  of  his  health. 
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The  Surgeons  and  Medical  Examiners  of  the 

Atlantic  Coast  Line  Railroad  Company 

Held  their  annual  meeting  at  Charleston,  S.  C., 
on  April  7th  and  8th,  at  which  time  those  attend- 
ing had  the  pleasure  of  visiting  the  azalea  gardens. 
The  invited  guests  at  the  meeting  included  Dr. 
Beverley  R.  Tucker,  Richmond,  Va.,  Dr.  Stewart 
R.  Roberts,  Atlanta,  Ga.,  and  Dr.  Frank  H.  Lahey, 
Boston,  ^lass.,  all  of  whom  presented  interesting 
papers.  Dr.  J.  E.  Rawls,  Suffolk,  was  elected  vice- 
president  from  Virginia.  The  following  Virginia 
members  were  registered  in  attendance: 

Dr.  L.  H.  Apperson,  Richmond. 

Dr.  B.  J.  Atkinson,  Emporia. 

Dr.  R.  L.  Corbell,  Portsmouth. 

Dr.  E.  A.  Drum,  Richmond. 

Dr.  D.  L.  Harrell,  Suffolk. 

Dr.  T.  F.  Jarratt,  Jarratt. 

Dr.  G.  M.  Naff,  Emporia. 

Dr.  J.  E.  Rawls,  Suffolk. 

Dr.  T.  Allen  Kirk, 

Roanoke,  Va.,  retiring  president,  was  named  first 
vice-president  of  the  Society  for  Cripples  of  South- 
west Virginia  at  its  annual  meeting  held  recently. 

Re-Nominated  in  Democratic  Primary. 

Dr.  J.  Fulmer  Bright  received  the  nomination  as 
mayor  of  Richmond  for  the  fourth  consecutive  term 
in  the  Democratic  primary  in  April. 

Dr.  Charles  R.  Anderson,  Winchester,  was  also 
re-nominated  as  mayor  of  that  city. 

Volunteer  Tuberculosis  Work  in  Virginia. 

The  annual  report  of  the  Virginia  Tuberculosis 
Association  shows  that  the  local  branches  in  the 
counties  and  cities  of  the  State  last  year  paid  for 
679  months’  sanatorium  board  for  indigent  patients, 
nursing  service.  X-rays,  buildings  and  screening  of 
sleeping  porches,  gave  assistance  at  tuberculosis 
clinics,  furnished  food  and  clothing  to  tuberculous 
jiatients,  paid  for  the  correction  of  physical  defects 
in  contact  children,  carried  on  educational  cam- 
paigns, school  nutrition  work,  the  transportation  of 
patients  to  clinics  and  sanatoria,  assisted  in  rehabi- 
litation of  cured  patients,  and  paid  for  laundry  at 
clinics  and  for  patients  at  sanatoria. 

Field  Workers  of  the  Association  paid  427  visits 
to  counties,  49  to  rities,  and  called  upon  2,322  per- 
sons in  the  interest  of  the  local  tuberculosis  pro- 
grams. They  attended  113  committee  meetings  and 


made  78  talks  at  public  meetings  to  audiences  ag- 
gregating 3,722  people. 

One  of  the  outstanding  achievements  of  the  year 
is  the  beginning  of  a rehabilitation  program  at 
Catawba  Sanatorium — the  first  of  the  sort  in  the 
South.  The  W.P.A.  is  paying  the  salaries  of  two 
part-time  teachers,  who  are  patients,  and  one  full- 
time teacher  who  is  giving  a course  in  stenography 
and  tj'pewriting.  The  patients  are  receiving  ele- 
mentary, high  school  and  some  college  instruction, 
and  many  are  learning  to  read  and  write,  who  could 
not  do  so  upon  entering  the  sanatorium.  Some  are 
learning  such  things  as  poultry  raising  in  addition 
to  academic  work.  They  are  enthusiastic  over  their 
work  and  appreciate  the  opportunity  to  prepare 
themselves  to  make  a living  when  they  are  discharged 
from  the  sanatorium. 

The  financial  report  shows  that  $75,500.40  was 
e.xpended  during  1935  by  the  State  and  local  tuber- 
culosis associations  in  the  campaign  against  tuber- 
culosis. 

The  First  International  Congress  of  Sana- 
toria and  Private  Nursing  Homes 

Will  be  held  in  Budapest  at  the  end  of  Septem- 
ber next.  Special  invitations  shall  be  sent  in  due 
course  to  all  parties  concerned.  The  short  extract  of 
lectures,  discussions,  proposals,  etc.,  should  be  sent 
to  the  following  address  as  early  as  possible  in  or- 
der that  they  may  be  included  in  the  official  pro- 
gramme: Committee  of  the  First  International  Con- 
gress of  Sanatoria  and  Private  Nursing  Homes, 
Budapest,  Margitsziget,  Sanatorium. 

The  Virginia  Pediatric  Society 

Is  to  hold  its  annual  clinic  on  Friday,  May  29th, 
at  the  Medical  College  of  Virginia,  Richmond. 

PROGRAM 
10:00  A.  M.  TO  12:00  m. 

Symposium  on  Disorders  of  the  Respiratory  Tract — 
Papers  to  be  presented  by  Selected  Members  of  the 
Society  and  to  be  followed  by  a general  discussion. 
12:00  M. 

Malignancy  in  Children — Dr.  A.  Compton  Broders,  Pro- 
fessor of  Surgical  Pathology  and  Director,  Cancer 
Research,  Medical  College  of  Virginia. 

1:15  P.  M. 

Lunch  at  Cabaniss  Hall. 

2:30  TO  4:30  P.  m. 

Clinical  Pathological  Discussion  of  Pediatric  Cases — 
Conducted  by  Dr.  Paul  Kimmelstiel,  Associate  in 
Department  of  Pathology,  Medical  College  of  Vir- 
ginia. 
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All  members  of  the  Medical  Profession  interested 
in  Pediatrics  are  invited  to  attend  these  sessions. 
For  further  information,  write  Dr.  James  B.  Stone, 
chairman  Program  Committee,  2042  Park  Avenue, 
Richmond. 

Dr.  Eugene  W.  Senter, 

Class  of  ’32,  ^ledical  College  of  Virginia,  who  in- 
terned at  City  Hospital,  Hartford,  Conn.,  and  was 
later  at  Station  Hospital,  Ft.  Oglethorpe,  Ga.,  has 
just  opened  offices  in  Shenandoah  Life  Bulding, 
Roanoke,  Va.,  and  will  specialize  in  clinical 
pathology’. 

Mental  Hygiene  to  Have  Consideration. 

At  the  Conference  of  Social  Work,  last  year  and 
this,  so  many  facts  were  brought  out  in  the  papers 
presented  which  the  doctors  in  charge  of  the  Mental 
Hygiene  Section  felt  could  only  be  handled  construc- 
tively by  an  adequately  organized  society,  that  ten- 
tative plans  for  the  organization  of  such  a group 
are  now  under  consideration.  The  findings  of  the 
Mental  Hygiene  Section  of  this  year’s  Conference, 
which  appear  on  page  111  in  the  ^Miscellaneous 
Dep.vrtment  in  this  issue,  will  prove  interesting. 

Dr.  and  Mrs.  Elbert  Terrill  Montgomery, 
Hempstead,  X.  Y.,  are  receiving  congratulations 
upon  the  birth  of  a son.  Dr.  Montgomery  is  a former 
resident  of  Richmond  and  graduated  from  the  Medi- 
cal College  of  Virginia  in  1930. 

Doctors  and  Students  Honored. 

Two  faculty  members,  two  alumni,  and  ten  high- 
est ranking  medical  students  in  the  third  and  fourth- 
year  classes  of  the  University  of  Virginia,  School 
of  ^Medicine,  were  recently  initiated  into  member- 
ship in  the  medical  scholarship  society,  .\lpha 
Omega  Alpha.  The  faculty  members  are  Drs.  Carl 
C.  Speidel  and  William  W.  Waddell,  and  the  alumni 
are  Dr.  Isaac  A.  Bigger,  Richmond,  and  Dr.  T. 
Duckett  Jones,  Boston,  Mass. 

Students  from  the  graduating  class  in  medicine 
so  honored  are:  Harry  Carrington  Fleming,  Graf- 
ton, W.  Va. ; Carrington  Harrison,  Danville;  Joseph 
Hawkins  Low,  Jr.,  Welcome;  George  Wray  Morse, 
Portsmouth;  Robert  Burwell  Nelson,  Jr.,  Winches- 
ter; and  William  Norman  Thornton,  Jr.,  Courtland. 

The  National  Society  for  the  Prevention  of 
Blindness. 

In  the  21st  .\nnual  Report  made  by  this  Society 


in  .\pril,  a steady  progress  in  the  United  States  to- 
ward elimination  of  the  principal  causes  of  vision 
impairment  and  total  loss  of  sight  is  noted.  In 
1935  there  were  476  sight-saving  classes  for  the 
education  of  school  children  with  seriously  defective 
vision,  as  compared  with  260  such  classes  in  1925. 
The  Society’s  motion  picture  film  “Preventing  Blind- 
ness and  Saving  Sight”  was  exhibited  to  more  than 
a thousand  different  audiences  throughout  the  United 
States,  and  members  of  the  staff  visited  eighty-two 
cities  in  twent)--six  states,  to  assist  local  groups  in- 
terested in  sight  conservation.  Nearly  a quarter- 
million  pamphlets  were  distributed  during  the  year. 

The  work  of  the  Society  is  supported  entirely  by 
voluntar)’  public  contributions.  The  income  for 
1935  was  $109,000  and  expenditures  were  $134,000, 
necessitating  the  use  of  $25,000  from  the  Reserve 
Fund. 

Dr.  Luther  B.  Lowe, 

Class  of  ’34,  iMedical  College  of  Virginia,  who 
interned  at  Lewis-Gale  Hospital,  Roanoke,  Va.,  is 
now  associated  with  Dr.  W.  C.  Caudill  at  St. 
Elizabeth’s  Hospital,  Pearisburg,  Va.,  where  he  is 
engaged  in  the  practice  of  general  medicine  and 
surger}’. 

Dr.  Paul  D.  White, 

Boston,  iSIass.,  was  guest  speaker  on  President’s 
Night  of  the  Norfolk  County  Medical  Society,  April 
6th.  His  subject  was  “The  Prognosis  of  Heart  Dis- 
ease.” Following  his'  address,  the  President,  Dr. 
James  W.  Hunter,  tendered  an  informal  reception 
to  Dr.  White. 

Dr.  A.  M.  Byrd, 

Northfork,  W.  Va.,  formerly  of  Bath  County,  Va., 
left  the  middle  of  April  for  his  annual  Hsit  to  the 
V-D  Clinic  of  the  U.  S.  Public  Health  Service 
at  Hot  Springs,  Ark.  While  away,  he  plans  to 
make  a side  trip  to  Phoenix,  .A.riz.,  to  visit  relatives. 

For  Sale — 

Burdick  ultra-violet  treatment  lamp.  .\-l  condi- 
tion. For  information,  write  “Burdick,”  care  this 
journal.  {Adv.) 

For  Sale — 

Physician’s  Office  equipment  and  instruments,  in- 
cluding diatherm.  Quartz  mercurj-  lamp,  and  infra- 
red ray  treatment  lamp.  First-class  condition.  .Ad- 
dress “Office  Equipment,”  care  Virginia  Medical 
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^Monthly,  1200  East  Clay  Street,  Richmond. 
{Adv.) 

Laboratory  Technician  Wishes  Position. 

Laboratory  technician,  graduated  in  1932,  desires 
position  in  doctor’s  office,  hospital  or  clinic,  any 
location.  Good  references.  Address  “Technician,” 
care  Virginia  Medicial  Monthly,  1200  East 
Clay  Street,  Richmond,  Va. — {Adv.) 

Office  Available. 

Office  for  twenty-two  years  of  the  late  Dr.  F.  H. 
Beadles  and  possibly  many  of  his  patients  are  now 
available  for  a dermatologist  or  any  other  practicing 
physician.  For  information  apply  at  113  East  Grace 
Street,  or  phone  3-2566,  Richmond,  Va.  {Adv.) 

Position  Wanted. 

Well-qualified  young  Virginian  desires  associa- 
tion with  hospital,  group,  or  with  established  prac- 
titioner. Good  general  training  with  special  train- 
ing in  obstetrics.  Considerable  experience.  Would 
like  to  do  obstetrics  exclusively  but  would  consider 
combination  of  obstetrics  and  general  medicine. 
.Answer  “OBS,”  care  this  Journal. — {Adv.) 

For  Sale — 

Late  Model  General  Electric  diatherm.  Scarcely 
used.  Price  reasonable.  Key,  “G.  E.  D.,”  care  this 
journal.  {Adv.) 


Obituary  Record 

Dr.  A.  Watson  Hammond, 

.Amsterdam,  Va.,  was  found  dead  in  bed  on  the 
morning  of  Februaiy^  17  th,  though  he  was  apparently 
in  his  usual  health  upon  retiring  the  night  before. 
He  was  born  in  Raleigh  County,  W.  Va.,  on  March 
16,  1856.  After  attending  medical  lectures  in  Bal- 
timore, he  w'ent  to  Louisville  and  graduated  in  medi- 
cine from  the  Kentucky  School  of  Medicine  in  1891. 
He  then  practiced  for  a time  in  the  West  Virginia 
coal  fields  before  locating  at  Amsterdam.  He  had 
been  a member  of  the  Medical  Society  of  Virginia 
since  1903  and  had  served  on  its  Membership  Com- 
mittee for  some  years.  His  wife  and  three  children 
survive  him. 

Dr.  Frank  H.  Beadles, 

Dermatologist  of  Richmond,  Va.,  died  of  heart 
disease  on  March  26th.  He  was  a native  of  Louisa 
County,  Va.,  and  sixty-three  years  of  age.  .After 


graduation  from  the  Medical  College  of  Virginia  in 
1894,  Dr.  Beadles  began  the  practice  of  his  specialty 
in  Richmond  w'here  he  had  since  lived.  He  had 
been  a member  of  the  Medical  Society  of  Virginia 
for  thirty-nine  years.  His  wife  and  two  children 
survive  him. 

Dr.  Harrison  Talmadge  Smith, 

Independence,  A’a.,  was  found  dead  in  his  bed 
on  the  morning  of  April  18th,  death  being  due  to 
a heart  ailment.  He  was  fifty-two  years  of  age  and 
a graduate  of  the  Medical  College  of  Virginia  in  the 
class  of  ’08.  He  had  ser\'ed  several  terms  in  the 
General  .Assembly  of  Virginia  as  a delegate  from 
Grayson  County  and  was  prominently  identified  with 
the  civic  and  business  affairs  of  his  section.  He 
was  a Shriner,  a surgeon  for  the  Norfolk  and  Wes- 
tern Railway,  and  a member  of  the  Medical  So- 
ciety of  Alrginia,  in  which  he  was  on  the  Committee 
on  Legislation.  Dr.  Smith  is  survived  by  his  wife 
and  three  children. 

Dr.  Ernest  Auguste  DeBordenave, 

Well-known  physician  of  Franklin,  Va.,  died 
.April  6th,  after  an  illness  of  several  months.  He 
was  born  in  1874  and  was  a graduate  of  the  Medi- 
cal College  of  Virginia,  class  of  ’99.  Dr.  DeBor- 
denave was  very  active  in  civic  affairs,  having  been 
a charter  member  of  the  Franklin  Rotary  Club, 
former  Republican  Chairman  of  Southampton 
County,  and  former  Franklin  postmaster.  He  had 
been  a member  of  the  Medical  Society  of  Virginia 
since  1900.  Two  children  survive  him,  his  wife 
having  died  on  March  16th  of  this  year. 

Dr.  William  Edward  Knewstep, 

Hampton,  A"a.,  died  March  24th  at  the  Johns 
Hopkins  Hospital,  following  a long  illness.  He 
was  a native  of  Nansemond  County  and  forty-seven 
years  of  age.  Dr.  Knewstep  graduated  from  the 
Medical  College  of  Virginia  in  1911,  and  he  had 
been  a member  of  the  Medical  Society  of  Virginia 
since  1912.  His  wife  and  a son  survive  him. 

Dr.  William  Otey  McCabe, 

Thaxton,  Va.,  died  January  18th,  of  coronary  oc- 
clusion. He  was  sixty-five  years  of  age  and  gradu- 
ated from  the  Baltimore  Medical  College  in  1892. 
Dr.  McCabe  was  a past  president  and  secretary  of 
the  Bedford  County  Medical  Society.  He  had  been 
a member  of  the  Medical  Society  of  Virginia  for 
forty- two  years. 
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Dr.  Robert  E.  Hughes, 

Prominent  physician  of  Smyth  County,  Va.,  died 
of  pneumonia,  at  his  home  in  North  Holston,  .\pril 
13th.  He  was  fifty-one  years  of  age  and  a graduate 
of  the  class  of  1909  of  the  former  University  Col- 
lege of  Medicine,  Richmond.  .A.fter  graduation,  he 
accepted  the  post  of  physician  with  the  Southern 
Gypsum  Company  at  North  Holston,  where  he  had 
since  made  his  home.  Dr.  Hughes  was  a iSIason 
and  a member  of  several  other  fraternal  organiza- 
tions. He  joined  the  Medical  Society  of  Virginia 
following  his  graduation  in  1909.  His  wife  and  a 
daughter  survive  him. 

Dr.  Samuel  Isaac  Conduff, 

Prominent  pediatrician,  of  Roanoke,  Va.,  died  in 
the  University  Hospital  at  Charlottesville,  Va., 
IMarch  18,  1936.  While  his  health  had  not  been  so 
good  for  the  past  several  years,  his  condition  did 
not  become  critical  until  a short  time  before  his 
death. 

Born  at  ^^■illis,  Floyd  County,  Va.,  September  9, 
1874,  he  graduated  in  medicine  at  the  former  Bal- 
timore Medical  College,  now  a part  of  the  Univer- 
sity of  Maryland,  in  1898,  and  after  doing  post- 
graduate work  at  the  Polyclinic  in  New  York  dur- 
ing 1910-1911,  he  located  in  Roanoke. 

In  1900  he  married  Miss  ISIyrta  Preston  who  with 
their  only  child,  Preston  Harmon  Conduff,  survives 
him. 

Dr.  Conduff  was  a prominent  Elk,  and  at  the  time 
of  his  death  was  a member  of  'the  board  of  trustees 
of  Roanoke  Lodge  of  Elks. 

B.  p.  s. 

The  following  resolutions  were  adopted  by  the 
Roanoke  .Academy  of  IMedicine: 

Where.\S,  it  has  seemed  wise  to  the  Great  Physician 
to  remove  from  our  midst  our  fellow-physician  and 
brother,  Dr.  Samuel  I.  Conduff: 

We,  The  members  of  The  Roanoke  Academy  of  Med- 
icine, in  special  meeting  called,  voice  our  submission  to 
the  decrees  of  an  .-\11-Wise  Providence,  express  our  ap- 
preciation of  the  service  rendered  by  Dr.  Conduff  to  the 
medical  profession  of  Roanoke,  and  to  the  sick  and  suf- 
fering of  this  community.  .Although  broken  in  body  and 
spirit,  over  a long  period  of  time,  he  was  faithful  to  the 
end. 

We  who  knew  him  best  are  glad  to  pay  tribute  to  our 
departed  friend  and  associate,  and  express  our  sincere 
sympathy  to  the  members  of  his  family  in  their  be- 
reavement. 


Be  It  Resolved,  that  a copy  of  these  resolutions  be 
furnished  Dr.  Conduff’s  family,  be  spread  upon  the  min- 
ute-book of  the  .Academy  of  Medicine,  our  local  papers, 
and  the  Virginm.a  Medical  Monthly. 

R.  L.  Mason, 

Alvah  Stone, 

J.  W.  Preston, 

Committer. 

Appreciation  o£  Dr.  R.  M.  Shelton. 

The  Orange  County  IMedical  Society  at  its  .April 
meeting,  expressed  the  following  appreciation  of 
Dr.  Shelton: 

Dr.  Rawley  Martin  Shelton,  of  Unionville,  Va.,  a char- 
ter member  of  the  Orange  County  Medical  Society,  was 
a true  example  of  the  loyal,  faithful  and  greatly-loved 
country  doctor.  He  was  always  ready  to  go  whenever 
called,  and  the  roads  were  never  too  bad  for  him  to 
try  to  get  over  them. 

On  Sunday  morning,  March  15,  1936,  about  the  time 
his  many  friends  and  patients  were  passing  his  door  on 
the  way  to  church,  he  started  on  that  long  call  from 
which  he  shall  never  return. 

We,  his  professional  associates,  who  have  shared  jovial 
comradeship  with  him,  and  the  community  which  he  has 
so  faithfully  served,  will  miss  him. 

Therefore,  be  it  Resolved,  that  we  employ  this  simple 
means  of  paying  our  sincerest  respect  to  his  character 
and  abilities  and  to  extend  our  deepest  sympathy  to  his 
bereaved  family. 

Be  it  Further  Resolved,  that  copies  of  these  resolu- 
tions be  sent  to  the  Virginia  Medical  Monthly,  the 
family,  and  be  entered  on  the  minute-book  of  the  society. 

Lewis  Holladay, 

O.  N.  Shelton, 

. J.  P.  Hankins, 

G.  R.  Elliott,  Secretary. 

Dr.  Charles  Jefferson  Miller, 

Widely-known  gynecologist  of  New  Orleans,  died 
March  21st  of  coronary  thrombosis.  He  was  sixty- 
two  years  of  age  and  received  his  medical  degree 
from  the  L’niversity  of  Tennessee  in  1893.  Dr. 
Miller  was  a founder,  past  president,  member  of 
the  Board  of  Regents,  and  a life  member  of  the 
.American  College  of  Surgeons,  and  was  also  a past 
president  of  the  Southern  Surgical  Association,  the 
Southeastern  Surgical  Congress,  and  the  .American 
Gynecological  Society. 

Dr.  Curtis  Harrod  Thomson, 

Seattle,  \\'ash.,  died  March  7th,  at  the  age  of 
sixty-one.  He  was  a graduate  in  medicine  from  the 
University  of  Virginia  in  1897.  Dr.  Thomson  was 
secretary  of  the  Washington  State  Medical  Asso- 
ciation. 
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So  uivo  Advice 


Millions  smoke  cigarettes 
apparently  without  harm.  In  a 
small  minority  of  cases,  smokers  with 
sensitive  throats  are  affected  by  the 
irritant  properties  of  smoke.  Physi- 
cian’s advice  to  stop  smoking,  at  least 
temporarily,  is  too  often  not  obeyed. 
The  next  best  advice  is,  try  Philip 
Morris  — the  only  cigarette  proved  less 
irritating.* 

Even  normal  conditions  suggest  smok- 
ing a cigarette  known  to  be  milder 
and  less  likely  to  cause  disturbance  of 
the  mucous  membrane. 

In  Philip  Morris  cigarettes  only  dieth- 
ylene glycol  (instead  of  glycerine)  is 
used  as  the  hygroscopic  agent. 

★ Laryngoscope  1935  XLV,  149-154 

Proc.  Sgc.  Exp.  Biol,  and  Xled.^  1934, 32, 241-245 
N.  y.  State  Jour.  Med,  1935*  35— No.  11,590 

Philip  >lorri»«  ^ Co.  Ltd.  Inc.  Fifth  Avo..  Y. 


PHILIP  MORRIS  & CO.  LTD.  INC. 

119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35 — I I 
No.  11,590;  Laryngoscope  1935  XLV,  ' — ' 
149-154.  Proc.  Soc.  Exp.  Biol,  and 
Med.,  1934,  32,  241-245. 

For  my  personal  use,  2 packages  of  I I 
Philip  Morris  Cigarettes,  English  Blend.  ' — ^ 

SiGNED  : 

ADDRESS 

CITY STATE 

iVIU.  . 
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''The  Measure  of  Economy 
Is  Value,  Not  Price' ' 


TTT  is  interesting  to  note  that 
^ a fair  average  of  the  length 
of  time  an  infant  receives 
Dextri-Maltose  is  five  months: 
That  these  five  months  are 
the  most  critical  of  the  baby’s 
life:  That  the  difference  in 
cost  to  the  mother  between 
Dextri-Maltose  and  the  very 
cheapest  carbohydrate  at 
most  is  only  $6  for  this  en- 


tire period — a few  cents  a day: 
That,  in  the  end,  it  costs  the 
mother  less  to  employ  regular 
medical  attendance  for  her 
baby  than  to  attempt  to  do 
her  own  feeding,  which  in 
numerous  cases  leads  to  a 
seriously  sick  baby  event- 
ually requiring  the  most  cost- 
ly medical  attendance. 
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Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in 
preventing  their  reaching  unauthorized  persons. 
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profession.  This  "See  Your  Doctor”  campaign  is  running  in  the  Saturday  Evening  Post  and  other  leading  magazines. 


The  heart  as  represented  in  an  anatomical  drawing  of  the  18th  Century. 


EIGHING  only  8 to  12  ounces, 
that  heart  of  yours  must  each 
day  do  an  amount  of  work  equivalent 
to  lifting  a man  of  150  pounds  one- 
and-a-quarter  times  the  height  of  the 
Empire  State  Building! 

It  can  never  rest.  On  and  on  it  must 
beat:  72  times  each  minute, 4320  times 
each  hour,  37,843,200  times  each  year. 

Its  Herculean  job  is  made  still  more 
difficult  by  the  strain  and  accelerated 
pace  of  modern  life.  This,  perhaps,  is 
one  of  the  reasons  heart  disease  is  in- 
creasing. Today,  it  leads  all  other 
causes  of  death — one  person,  in  six,  above 
the  age  of  40,  dies  of  heart  disease. 

That  is  an  alarming  figure.  It  makes 
the  thoughtful  person  wonder,  "What 
about  my  heart  ? ” And  the  only  person 


who  can  answer  that  question  for  you 
is  your  doctor. 

The  answer  most  people  get  is  one 
that  takes  a load  off  their  minds — "There 
isn’t  anything  wrong.”  But  if  some- 
thing should  be  wrong,  your  greatest 
security  lies  in  knowing  about  it 
promptly.  For  the  heart  has  remark- 
able properties  of  recuperation.  It  re- 
sponds to  treatment,  if  started  in  time, 
better  than  most  organs  in  the  body. 
Even  people  with  badly  crippled  hearts 
often  live  happy,  active  lives  after  they 
have  been  taught  what  precautions 
they  should  observe. 

Today  physicians  know  more  about 
the  ills  of  the  heart  and  ways  of  the 
heart  than  ever  before.  They  are  better 
equipped  than  ever  before  to  treat  and 


control  heart  disease — and  to  guard 
against  it  as  well. 

Shortness  of  breath  — fluttering  of 
the  heart  — numbness  of  the  extrem- 
ities— these  ate  among  the  symptoms 
that  suggest  an  immediate  trip  to  the 
doaor’s.  But  even  without  warning 
symptoms,  many  a wise  man  sees  his 
doctor  at  regular  intervals — far  less 
"servicing”  than  he  gives  his  car,  yet 
obviously,  infinitely  more  important. 
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EFFECTS  UPON  VIRGINIA  OF  THE  MEDICAL  PROVISIONS 
IN  THE  FEDERAL  SOCIAL  SECURITY  ACT.* 


I.  C.  Riggin,  M.  D., 

State  Health  Commissioner, 
Richmond,  Va. 


The  Social  Security  Act  approved  by  President 
Roosevelt  on  August  14,  1935,  sets  forth  the  pur- 
pose of  the  act  as  follows: 

“To  provide  for  the  general  welfare  by  es- 
tablishing a system  of  Federal  old-age  benefits, 
and  by  enabling  the  several  States  to  make  more 
adequate  provision  for  aged  persons,  dependent 
and  crippled  children,  maternal  and  child  wel- 
fare, public  health,  and  the  administration  of 
their  unemplo}'ment  laws;  to  establish  a So- 
cial Security  board,  to  raise  revenue,  and  for 
other  purposes.” 

For  the  administration  of  the  provisions  of  the 
Act  relating  to  old-age  assistance,  unemployment 
compensation,  and  aid  to  dependent  children  and 
the  blind,  the  Act  created  a Social  Security  Board. 
The  Children’s  Bureau  of  the  Department  of  Labor 
is  charged  with  the  responsibility  for  administration 
of  grants  for  maternal  and  child-health  services, 
care  of  crippled  children  and  child-welfare  services; 
the  Office  of  Education  of  the  Department  of  the 
Interior  will  supervise  Federal  aid  for  vocational 
rehabilitation,  and  the  United  States  Public  Health 
Service  will  administer  the  grants  to  the  States  for 
aid  in  establishing  and  maintaining  State  and  local 
health  services. 

V’ithout  a doubt,  every  feature  of  the  Social  Se- 
curity Act  will  have,  either  directly  or  indirectly, 
some  relation  to  the  public  health.  Certainly  the 
greater  feeling  of  economic  security  to  be  experi- 
enced by  the  wage  earner  and  the  person  looking 
forward  to  old  age  should  contribute  in  some  meas- 
ure to  better  mental  health;  and  relief  from  want 

•Read  before  the  Virginia  Conference  of  Social  Work 
at  Roanoke,  Va.,  March  20,  1936. 


and  deprivation  in  childhood  certainly  should  les- 
sen, to  some  extent  at  least,  the  hazards  of  disease 
resulting  from  faulty  nutrition  and  lack  of  medical 
care. 

However,  at  this  time  it  will  be  possible  to  deal 
only  with  those  phases  of  the  Act  that  are  to  be 
administered  in  this  State  by  the  Virginia  State 
Health  Department.  They  are  as  follows: 

1.  Under  Title  V of  the  Act  which  deals  with 
Maternal  and  Child  Welfare. 

2.  Under  Title  V of  the  Act  which  deals  with 
the  care  of  Crippled  Children. 

(Both  of  these  sections  are  administered  by 
the  Children’s  Bureau  of  the  Department  of 
Labor.) 

3.  Under  Title  VI  of  the  Act  which  has  to  do 
with  establishing  and  maintaining  State  and  local 
health  service  and  to  be  administered  by  the  United 
State  Public  Health  Service. 

Both  titles  V and  VI  provide  for  Federal  subsidies 
to  States  and  territories  in  varying  amounts  and 
under  varying  conditions.  Virginia  shall,  of  course, 
receive  her  share  of  these  funds  for  the  various 
purposes  specified. 

Before  discussing  the  actual  operation  of  these 
phases  of  the  Act  in  this  State  it  should  be  pointed 
out  and  emphasized  that  the  Social  Security  Act 
does  not  appropriate  any  funds;  it  simply  authorizes 
Congress  to  appropriate  in  any  one  year  amounts 
not  to  exceed  the  sums  set  forth  in  the  Act.  How- 
ever, there  appears  to  be  every  reason  to  believe  that 
the  Congress  looked  upon  the  Social  Security  Act 
as  permanent  legislation,  and  therefore  it  seems 
reasonable  to  assume  that  the  appropriations  author- 
ized in  the  Act  for  Public  Health,  Maternal  and 
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Child  Welfare  and  Crippled  Children  will  be  forth- 
coming for  years  if  not  permanently. 

Appropriations  have  already  been  made  from 
February  1,  1936  to  the  end  of  the  current  fiscal 
year  and,  I believe,  are  assured  for  the  next  fiscal 
year;  that  is,  until  June  30,  1937. 

Public  Health  Work.  Under  this  title,  among 
other  things,  authority  is  granted  for: 

1.  “An  annual  appropriation  of  not  to  ex- 
ceed $8,000,000  for  the  purpose  of  assisting 
States,  counties  and  health  districts  and  other 
jiolitical  subdivisions  of  the  States  in  the  es- 
tablishment and  maintenance  of  adequate  health 
services,  including  the  training  of  personnel  for 
State  and  local  health  work.” 

Responsibility  for  the  allotment  of  this  $8,000,000 
is  placed  on  the  Surgeon- General  of  the  United 
States  Public  Health  Service.  He  has  made  his 
allocations  on  the  following  major  factors: 

1.  The  relationship  of  the  population  to  the 
total  population  of  the  United  States — or  on  a per 
capita  basis. 

2.  The  financial  needs  of  certain  States,  or  the 
inability  of  the  States  to  meet  their  health  problems 
without  financial  assistance. 

3.  Special  health  problems  imposing  unusual 
burdens  on  certain  States. 

4.  Funds  for  training  public  health  personnel. 

The  Surgeon  General  of  the  Public  Health  Serv- 
ice laid  before  the  Annual  Conference  of  State  and 
Territorial  Health  Officers  held  in  Washington  last 
year  (1935)  a suggested  program  for  administering 
the  available  funds.  The  program  as  adopted  and 
approved  by  the  Surgeon-General  contained  the  fol- 
lowing most  important  recommendations : 

1.  That  to  receive  funds,  a State  must  have  a 
health  department  that  met  certain  minimum  stand- 
ards. 

2.  Grants  in  aid  to  existing  State  or  local  proj- 
ects should  be  supplemental  to  funds  now  being 
expended  and  in  no  case  should  be  used  to  replace 
existing  State  or  local  appropriations  to  such  proj- 
ects for  the  purpose  of  relieving  State  or  local 
authorities  from  e.xpenditures  now  being  made. 

3.  The  available  funds  shall  be  for  the  follow- 
ing purpo.ses: 

(a)  Aid  to  State  or  territorial  health  de- 
partments for  strengthening  the  service  divi- 
sions and  in  providing  adequate  facilities  es- 
pecially for  the  promotion  and  administrative 


guidance  of  full-time  city,  county  and  district 
health  services. 

(b)  Aid  through  State  and  territorial  health 
departments  for  the  development  of  city,  county 
and  district  health  departments. 

(c)  Training  of  public  health  personnel. 

The  Conference  at  the  same  time  prepared  and 

recommended  a standard  of  technical  qualifications 
for  public  health  personnel;  recommended  the 
setting  aside  of  a special  sum  to  be  distributed 
among  the  States  for  the  training  of  personnel  as 
part  of  the  allotment  to  each  State,  and  suggested 
a procedure  for  the  establishment  of  regional  train- 
ing centres  for  short  courses  to  meet  immediate  per- 
sonnel needs,  etc. 

These  rules,  regulations  and  provisions  have  fitted 
in  excellently  with  the  public  health  program  which 
the  State  Health  Department  of  Virginia  has  been 
carrying  on  for  years. 

The  Virginia  State  Health  Department  can  far 
more  than  meet  the  minimum  standards  of  the  regu- 
lations for  the  organization  of  a State  Health,  De- 
partment. 

For  some  time  the  policy  of  the  State  Health 
Department  has  been  to  administer  all  public  health 
services  in  this  State  through  local  health  depart- 
ments, the  various  bureaus  of  the  State  Health  De- 
partments simply  rendering  technical  advisory  serv- 
ice. Due  to  many  factors  these  local  health  services 
were  slow  to  develop.  In  July,  1934,  there  were 
thirteen  counties  under  full-time  local  health  serv- 
ice and  now  there  are  thirty-nine  counties  receiving 
this  service,  and  all  these  counties  make  very  sub- 
stantial appropriations.  This  increase  was  made 
possible  by  funds  made  available  through  the  United 
States  Public  Health  Service  in  November,  1934, 
but  discontinued  June  30,  1935.  Now,  with  ad- 
ditional funds  available  under  the  Social  Security 
Act,  not  only  will  additional  counties  receive  this 
service  but,  what  w'e  consider  even  more  important, 
existing  local  services  will  be  materially  strengthened 
to  give  the  people  more  nearly  adequate  health 
service. 

The  training  of  personnel  is  also  particularly  im- 
portant, as  no  organization  is  better  than  its  per- 
sonnel. We  have  medical  health  officers,  public 
health  nurses,  sanitary  engineers  and  sanitation 
officers  all  leaving  for  one  or  the  other  of  the  previ- 
ously mentioned  regional  training  schools  early  next 
week. 
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With  these  available  funds  it  is  also  hoped  to 
strengthen  certain  bureaus  of  the  State  Health  De- 
partment and  also  perhaps  to  undertake  important 
public  health  services  that  heretofore  have  been 
neglected  due  to  lack  of  available  funds. 

It  is  our  purpose  in  this  State  to  use  this  ijewly- 
available  money,  carefully  and  judiciously,  care- 
fully and  soundly  planning  our  programs,  taking 
our  time  and  not  over-enthusiastically  rushing  in 
and  building  a top-heavy  organization.  We  wish 
to  build  permanently  and  soundly  so  we  can  increase 
public  health  service  in  the  State  until  some  time  in 
the  future  at  least  75  per  cent  of  the  rural  popula- 
tion of  the  State  are  receiving  adequate  local  full- 
time health  service.  We  realize  that  certain  coun- 
ties will  probably  never  be  able  to  support  this  lo- 
cal health  service  and  that  some  other  arrangements 
will  have  to  be  made  for  them. 

Maternal  and  Child  Welfare.  “For  the  pur- 
pose of  enabling  each  State  to  extend  and  improve, 
as  far  as  practicable  under  the  conditions  in  each 
State,  services  for  promoting  the  health  of  mothers 
and  children,  particularly  in  rural  areas  and  in 
areas  suffering  from  severe  economic  distress”  an 
annual  appropriation  of  $3,800,000  has  been  made. 

Funds  appropriated  are  to  be  used  for  payment  of 
one-half  the  cost  of  the  plan  of  the  State  Health 
Department  for  maternal  and  child-health  activities. 
To  each  State  is  made  a flat  allotment,  plus  an  ap- 
portionment on  the  basis  of  the  ratio  of  live  births 
of  the  State  to  the  total  live  births  of  the  United 
States.  These  two  apportionments  must  be  matched 
by  State  funds.  In  addition,  an  unmatched  allot- 
ment may  be  made  according  to  the  financial  need 
of  the  State  in  carrying  out  its  plan. 

Before  approval  can  be  given  by  the  Children’s 
Bureau,  State  plans  must  fulfill  certain  require- 
ments. The  most  important  of  these  requirements 
are  as  follows: 

1.  Provision  for  extension  and  improvement  of 
local  maternal  and  child-health  services. 

2.  Provision  for  cooperation  with  medical,  nurs- 
ing and  welfare  groups  and  organizations. 

3.  Provision  for  development  of  demonstration 
services  in  needy  areas  and  among  groups  in  special 
need. 

In  this  State  we  feel  this  plan  should  be  one  of 
health  education,  health  services  and  investigations 
based  on  understanding  and  cooperation  among  all 


groups  interested  in  the  health  and  welfare  of 
mothers  and  children. 

It  will  be  administered  by  the  Bureau  of  Child 
Health  of  the  State  Health  Department,  and  will 
comprehend  the  following  fundamentals: 

1.  It  will  be  a long-range  plan  over  a period  of 
years.  It  is  not  an  emergency  measure. 

2.  It  must  secure  and  hold  the  cooperation  of 
the  medical,  dental  and  nursing  professions,  and 
welfare  agencies  and  of  various  lay  organizations 
that  are  involved  in  the  whole  health  program. 

3.  Emphasis  will  be  placed  on  securing  minimal 
health  services  particularly  in  rural  areas  and  in 
localities  lacking  adequate  health  facilities,  and  in 
the  development  of  State  and  local  programs  for 
education  of  professional  and  lay  groups  in  the 
fundamentals  of  adequate  maternal  and  child  care. 

The  Virginia  plan  has  been  carefully  worked  out 
and  w’hile  I have  not  time  to  describe  it  in  detail 
here,  I may  say  it  should  be  of  great  benefit  to  the 
mothers  and  children  particularly  in  the  rural  areas. 
Wherever  possible,  it  will  be  worked  through  local 
health  sersdces,  although  a State-wide,  continuous 
educational  campaign  shall  be  included. 

Tangible  results  will  undoubtedly  be  difficult  to 
demonstrate  at  first,  but  the  plan  is  laid  for  future 
development  as  well  as  current  needs;  and  over  a 
period  of  years  will  show,  I am  sure,  marked  results 
as  measured  by  reduced  infant  and  maternal  mor- 
tality rates  and  the  well-being  of  mothers  and  chil- 
dren. 

Crippled  Children.  Services  for  crippled  chil- 
dren are  to  be  carried  out  by  the  State  Health  De- 
partment with  funds  made  available  through  the 
Children’s  Bureau  and  must  be  matched  dollar  for 
dollar  by  State  funds. 

This  program  differs  from  the  plans  previously 
described  in  that  it  is  not  essentially  a program  for 
the  prevention  of  disease  but  is  frankly  a program 
for  the  medical  care  and  follow-up  of  crippled  chil- 
dren. In  Virginia  these  additional  available  funds 
will  simply  allow  us  to  extend  and  e.xpand  the  or- 
thopedic work  already  in  operation. 

It  will  include: 

1.  Diagnostic  clinics  carefully  organized  and 
conducted  by  competent  personnel  approved  by  the 
Virginia  Medical  Society. 

2.  Immediate  follow-up  from  diagnostic  clinics 
in  providing  hospitalization  in  approved  hospitals. 
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3.  Follow-up  and  after  care  in  the  homes  to 
insure  continuance  of  the  work  begun  in  the  hos- 
pital. 

4.  Cooperation  with  the  State  Board  of  Educa- 
tion in  vocational  rehabilitation  so  that  correlation 
of  their  work  with  the  additional  services  may  en- 
able training  and  education  to  go  hand  in  hand  with 
physical  restoration. 

Prevention  of  crippling,  of  course,  cannot  be  over- 
emphasized. Investigation  of  the  causes  of  crip- 
pling and  constructive  measures  to  prevent,  control 
or  eliminate  these  causes  will  be  an  integral  part  of 
the  program. 

W'herever  possible  the  plan  will  be  worked  through 
the  local  health  services  as  only  here  can  adequate 
follow-up  be  secured.  However,  the  plan  will  be 
State-wide  and  some  follow-up  provided  in  ever}’ 
section  of  the  State. 

The  plan  will  be  worked  out  in  cooperation  with 
the  State  iSIedical  Society  and  the  Medical  Schools 
of  the  State,  for,  as  previously  stated,  it  has  some 
curative  aspects.  Cooperation  of  nursing,  welfare 
and  educational  groups  and  organizations  must  also 
be  secured  to  insure  the  success  of  any  such  plan. 

This  plan,  it  is  hoped,  will  reduce  the  prevalence 
of  crippled  children  in  our  State  and  permit  the 
others  to  live  more  comfortable,  happy  and  more 
nearly  normal  lives. 

* * * * 

It  should  be  readily  apparent  that  it  will  take 
some  time  to  have  all  these  plans  and  programs 
functioning  in  this  State  and  will  take  a still  longer 
time  for  them  to  function  with  their  optimum  effect 
on  the  health  of  our  citizens.  There  is  no  doubt, 


however,  that  increased  public  health  ser\’ices  in 
general  and  increased  maternal  and  child  welfare 
service  throughout  the  State  will  in  time  make  for 
greater  longevity  and  reduced  rates  from  certain 
preventable  deaths.  The  extension  of  orthopedic 
service  will  be  a great  boon  to  our  crippled  children. 

It  should  be  remembered  that  these  programs  are 
only  a continuation  of  the  work  already  carried  on 
in  Virginia.  With  the  additional  funds  made  avail- 
able under  the  Social  Security  Act,  I have  no  hesi- 
tancy in  stating  that  I believe  it  will  arouse  our 
populace  to  a great  health  consciousness  so  that 
within  our  State  the  General  Assembly  will  in  the 
future  provide  more  funds  for  the  public  health 
and  well-being  of  our  citizens. 

Summary 

Under  the  Social  Security  Act  provision  has  been 
made  for  extending  local  health  service  in  Virginia, 
strengthening  State  and  local  health  departments, 
providing  funds  so  that  additional  necessary  pub- 
lic health  activities  may  be  carried  on  in  the  State, 
and  for  the  training  of  public  health  personnel; 
also,  provision  has  been  made  for  a State-wide  plan 
for  maternal  and  child  health  servdce  particularly 
for  the  rural  areas,  which  will  be  somewhat  a 
specialized  service  but  will  be  integrated  into  local 
health  service-  also,  provision  has  been  made  for 
the  clinical  treatment  and  follow-up  of  crippled 
children  in  cooperation  with  the  medical  societies 
and  medical  schools  of  the  State. 

When  these  plans  are  in  full  operation,  it  is  felt 
that  they  will  have  a marked  effect  on  preventable 
deaths,  longevity  of  the  population  and  will  tend  to 
improve  the  general  welfare  of  our  citizenship. 


SUPPURATIVE  CONDITION  OF  THE  LUNG  TREATED  BY 
ARTIFICIAL  PNEUMOTHORAX.* 


C.  L.  Harrell,  M.  D., 

Norfolk,  Va. 


Pulmonary  suppuration  is  a breaking  down  and 
destroying  of  lung  tissue,  which  may  be  classified  as 
tuberculous  and  non-tuberculous.  Xon-tuberculous 
suppurative  conditions  may  be  further  classified  into 
acute  diffuse  abscess,  gangrene,  bronchiectasis  and 

•Read  before  the  sixty-sixth  annual  session  of  the  Med- 
ical Society  of  Virginia,  at  Norfolk,  October  15-17,  1935. 


interlobar  empyema.  The  etiology  of  pulmonar}' 
suppurations  has  caused  much  debate,  but  it  is  gen- 
erally conceded  that  they  are  caused  in  one  of  three 
■ways — aspiration  into  a bronchus  of  septic  material 
or  foreign  body,  most  frequently  when  a patient  is 
under  general  anesthesia;  septic  emboli  carried  to 
the  lung  by  the  blood  stream  or  lymphatics,  and  un- 
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resolved  pneumonia,  finally  breaking  down  into  an 
abscess.  This  paper  will  deal  chiefly  with  acute, 
non-tuberculous  abscess  as  a result  of  one  of  the 
above-mentioned  conditions. 

About  four  years  ago  I read  a paper  on  this  sub- 
ject before  the  Seaboard  Medical  Society;  it  was  not 
submitted  for  publication.  At  that  time  I reported 
sixteen  cases  of  lung  abscess  treated  by  artificial 
pneumothorax.  Nine,  or  56.2  per  cent,  of  the  group 
were  cured  by  this  method  alone,  one  died,  while 
three  came  to  operation,  two  of  which  got  well.  Fig- 
uring the  percentage  on  the  cases  in  which  I was 
able  to  get  a complete  collapse,  I got  7 5 per  cent  re- 
coveries. 

I wish  to  add  seven  more  cases  to  this  series,  re- 
porting them  in  detail. 

1.  ISIiss  M.  S.,  white  girl,  age  14,  was  first  seen 
June  29,  1933,  complaining  of  pain  in  right  side 
of  her  neck,  teeth  and  shoulder,  temperature  104. 
The  patient  stated  that  two  weeks  previously  she 
had  a tonsillectomy  under  general  anesthesia.  She 
remained  in  bed  for  five  days,  felt  all  right  except 
for  slight  soreness  in  the  neck  which  soon  cleared 
up,  to  return  about  ten  days  later,  but  more  severe, 
accompanied  by  fever.  When  I first  saw  her  no 
abnormal  physical  signs  could  be  detected  in  the 
chest,  but  a deep-seated  lung  abscess  was  suspected, 
and  she  was  ordered  to  the  Protestant  Hospital  on 
Dr.  Rinker’s  service.  On  July  1st,  she  had  a chill, 
and  temperature  reached  104.3.  Laboratory  reported 
hemoglobin  61  per  cent,  red  cells  3,700,000,  leuko- 
cytes 13,600;  sputum  was  negative  to  tubercle  bacilli, 
and  Vincent’s  spirillum,  but  a few  fusiform  bacilli 
were  found.  Roentgram  on  July  1st  showed  a rather 
negligible  clouding  at  extreme  right  base,  believed  to 
be  due  to  a non-tuberculous  infection.  On  July  2nd 
there  was  slight  dullness,  broncho-vesicular  breath- 
ing and  a few  rales  heard  over  upper  right  lobe. 
The  girl  continued  quite  sick,  and  a second  picture, 
made  on  July  5th,  showed  extensive  clouding  of  right 
base,  suggestive  of  lung  abscess.  I saw  her  again 
on  July  6th,  and  advised  inducing  pneumothorax; 
this  was  started  on  July  8th,  and,  after  the  lung 
was  collapsed,  the  temperature  gradually  returned  to 
normal.  The  patient  was  discharged  from  the  hos- 
pital August  16th.  Refills  were  continued  at  my 
office  until  October  9th,  when  she  was  discharged  as 
cured,  after  about  three  months’  treatment. 

2.  M.  F.,  white,  male,  age  51,  a patient  of  Dr. 
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Martin’s,  entered  the  Protestant  Hospital  June  26, 
1933,  with  a diagnosis  of  duodenal  ulcer.  He  was 
operated  on  by  Dr.  Payne  who  excised  the  ulcer, 
recovery  being  uneventful,  and  the  patient  was  dis- 
charged from  the  hospital  on  July  12th.  On  Septem- 
ber 9th,  he  re-entered  the  hospital  with  a diagnosis 
of  pulmonary  abscess  of  upper  right  lobe.  He  gave 
the  following  history:  On  the  day  he  left  the  hos- 
pital, July  12th,  he  began  to  cough  and  had  a rise 
of  temperature.  Since  that  time  he  has  had  con- 
stant cough,  with  a daily  rise  of  temperature.  At 
times  he  would  have  a severe  cough,  raising  quan- 
tities of  foul,  purulent  sputum.  Dr.  Martin  made 
a diagnosis  of  lung  abscess,  put  the  patient  to  bed, 
with  postural  drainage,  with  practically  no  improve- 
ment. I was  requested  to  see  him  on  September  3rd. 
The  man  was  quite  sick,  with  a high  fever,  cough- 
ing and  expectorating  profusely.  Artificial  pneu- 
mothorax was  advised  and  started  on  September  9th. 
The  refills  were  given  on  September  12th,  15th,  20th 
and  26th,  a good  collapse  being  secured,  while  tem- 
perature and  pulse  returned  to  normal. 

“On  September  23,  1933,  patient  developed  a 
Jacksonian  attack,  affecting  his  left  arm  and  left 
leg.  These  attacks  continued  over  a period  of  three 
or  four  days.  During  this  time  he  developed  progres- 
sive weakness  of  the  muscles  on  the  left  side,  which 
at  the  end  of  four  days  amounted  to  almost  com- 
plete paralysis.  On  the  fifth  day  he  developed  an 
acute  headache,  high  fever,  together  with  stiffness  of 
his  neck,  and  died  of  what  was  apparently  terminal 
meningitis. 

“It  was  thought  that  he  had  developed  a metastatic 
abscess  of  the  brain,  in  the  region  of  the  motor  area 
on  the  right  side,  that  first  produced  cortical  irri- 
tation; second,  paralysis,  and,  finally,  meningitis, 
and  death,”  Dr.  W.  B.  Martin’s  notes. 

I think  Dr.  iSIartin’s  conclusions  are  correct,  but 
do  not  feel  that  collapsing  the  lung  had  any  relation 
with  the  abscess — -only  a coincidence.  I have  not 
seen  or  read  of  a similar  case. 

3.  Mr.  A.,  white,  male,  age  58,  baker  by  trade, 
entered  the  Protestant  Hospital  June  6,  1934,  with 
a diagnosis  of  abscess  of  lower  and  middle  lobes  of 
right  lung  and  badly  deca)-ed  teeth.  He  had  a severe 
cough,  raising  large  quantities  of  foul-smelling 
sputum,  which  on  examination  showed  many  Vin- 
cent’s organisms  and  IMonilia.  He  was  given  neo- 
salvarsan  intravenously,  and  iodide  potash  by  mouth. 
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kept  in  bed  on  postural  drainage,  with  no  improve- 
ment. On  July  21st,  pneumothorax  was  started.  He 
had  quite  a stormy  time.  After  about  a month’s 
treatment  the  left  lung  became  involved;  in  spite  of 
this,  we  continued  pneumothorax,  giving  small 
amounts  of  air,  enough  to  keep  the  lung  about  50  per 
cent  collapsed.  On  August  16th,  he  was  discharged 
from  the  hospital  much  improved.  Refills  were  given 
at  home,  once  every’  three  weeks  until  he  w'as  dis- 
charged as  cured  the  middle  of  November,  about 
five  months  after  instituting  treatment. 

4.  iSIr.  L.,  white,  male,  age  24,  painter  by  trade, 
entered  the  Protestant  Hospital,  !May  29,  1935,  with 
a diagnosis  of  abscess  of  the  lower  lobe  of  right 
lung.  He  stated  that  on  March  8th  his  tonsils  were 
removed  under  general  anesthesia,  in  another  hos- 
pital. Three  to  four  days  after  the  operation  he  be- 
gan to  cough  and  expectorate.  He  returned  to  the 
hospital  and  was  put  on  expectant  treatment  and 
postural  drainage.  He  did  not  respond,  but  con- 
tinued to  grow  worse,  so  he  was  referred  to  our 
seixdce  for  collapse  therapy.  The  abscess  was  deep 
seated,  draining  well,  and  the  surgeons  refused  to 
operate.  The  sputum  showed  many  Vincent  or- 
ganisms. He  was  given  neo-salvarsan  and  pneu- 
mothorax was  started  on  June  7th,  and,  after  getting 
a satisfactor}’  collapse,  the  patient  began  to  improve. 
On  June  14th  he  coughed  up  about  an  ounce  of 
blood,  but  temperature  continued  to  drop.  The 
patient  had  a ver}'  low  mentality,  and  had  previously 
been  treated  for  a fractured  skull.  He  would  not 
cooperate  in  the  least,  would  not  stay  in  bed,  nor 
practice  postural  drainage.  On  July  4th,  his  tem- 
perature shot  up  again  to  104,  and  from  then  on  he 
ran  a high  septic  temperature  until  he  died  on  July 
12th.  I think  it  absolutely  necessaiy^  that  these  pa- 
tients be  kept  in  bed. 

5.  Mr.  B.,  white,  male,  age  39,  occupation,  re- 
pairer of  sewing  machines,  entered  the  Protestant 
Hospital,  April  1,  1935,  complaining  of  pains  in 
lower  left  chest,  cough,  raising  foul-smelling  sputum, 
and  running  a septic  temperature.  He  stated  that 
about  two  months  previously  he  was  taken  w’ith  an 
acute  pain  in  upper  left  abdomen  and  left  chest, 
after  which  he  developed  fever,  cough  and  expectora- 
tion, but  raised  no  blood  in  the  beginning.  He  was 
told  he  had  pneumonia  and  pleurisy;  in  a few  days 
he  got  better.  Two  weeks  later  his  temperature  shot 
up  again,  his  cough  got  worse,  and  he  began  to 


raise  large  quantities  of  sputum.  On  one  occasion 
he  coughed  up  a large  quantity  of  blood.  He  was 
kept  in  bed  but  continued  to  run  a septic  tempera- 
ture, rapid  pulse — 120  to  130, — and  raised  large 
quantities  of  foul-smelling  sputum.  He  had  pre- 
viously had  influenza  and  one  of  his  parents  died 
of  tuberculosis.  He  had  slight  dullness  over  lower 
left  lobe,  increased  voice  sounds,  and  a few  rales 
were  heard,  front  and  back.  Roentgram  reported, 
as  of  April  19th,  abscess  of  lower  lobe  of  left  lung. 
His  sputum  was  negative  to  tubercle  bacilli,  but 
showed  some  Vincent’s  organisms.  He  had  a very 
foul  mouth,  teeth  and  gums,  both  being  badly  dis- 
eased. He  was  given  neo-salvarsan  by  vein,  and 
iodide  of  potash  by  mouth.  Roentgram  report,  made 
on  April  8th,  showed  no  improvement.  On  .\pril 
14th,  we  attempted  to  induce  pneumothorax,  giving 
small  quantities  of  air  at  frequent  inteix’als.  We 
had  some  difficulty  in  getting  this  man’s  lung  col- 
lapsed on  account  of  adhesions.  The  physical  signs 
suggested  an  antero-posterior  collapse  but  roent- 
gram did  not  show  it.  Finally  a picture  taken  in 
oblique  position  showed  about  a 50  per  cent  collapse 
of  left  lung,  antero-posteriorly.  On  May  11th,  signs 
suggested  fluid  at  left  base.  A picture  made  the 
following  day  gave  evidence  of  much  fluid  in  left 
chest  with  mediastinal  structures  pushed  to  the  right. 
Xc  more  injections  of  air  were  made.  Chest  was 
aspirated  several  times  with  practically  a clear  fluid, 
sterile  on  culture.  The  mouth  condition  was  taken 
care  of  by  Dr.  Lewis  Walker,  the  necessary  teeth 
being  removed  a few  at  the  time.  Patient  was  dis- 
charged on  June  27th  much  improved,  with  no  cough, 
no  expectoration,  but  chest  still  contained  a small 
amount  of  fluid,  and  a small  area  of  pneumothorax. 
He  returned  to  work  September  1st,  having  been  on 
collapse  therapy  only  a month. 

6.  Mr.  B.,  white,  male,  age  29,  automobile  me- 
chanic, entered  the  Protestant  Hospital  June  7,  1935, 
complaining 'of  severe  pain  in  the  lower  right  chest, 
temperature  103.3.  Roentgram  showed  a shadow 
at  right  base  suggestive  of  an  abscess.  Patient  stated 
that  two  weeks  before  he  developed  the  trouble  in  his 
chest,  he  was  having  much  trouble  with  a tooth. 
He  consulted  four  dentists  in  four  days  before  it 
was  finally  extracted,  after  which  his  jaw  was  very 
sore  for  a week.  Two  days  later ‘he  developed  pain 
in  right  chest  with  high  fever.  I first  saw  him  on 
the  night  of  June  10th.  Patient  was  quite  sick. 
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complaining  of  severe  pain  in  the  right  chest.  There 
was  slight  dullness  over  lower  right  lobe,  breath 
sounds  were  very  much  diminished,  with  a few  rales 
heard  under  the  axillae.  Impression;  Pulmonary 
infarct  undergoing  suppuration  and  advised  induc- 
ing pneumothorax.  On  June  11th,  350  c.c.  of  air 
was  injected  in  the  right  pleural  space;  June  13th, 
225  c.c. ; and  June  15th,  175  c.c.  I got  a mano- 
meter reading  of  plus  12.  The  lower  chest  was 
quite  flat  to  percussion.  X-ray  picture  made  on  this 
date  showed  the  upper  lobe  well  collapsed,  with 
the  lower  chest  full  of  fluid.  On  June  21sf,  chest 
was  aspirated,  and  a small  amount  of  thick,  green- 
ish fluid  was  obtained  which  revealed  pneumococ- 
cus on  culture.  He  was  aspirated  again  on  June 
25th,  and  on  June  29th  he  was  turned  over  to  the 
surgeons  for  drainage.  After  the  operation  he  had 
a stormy  time,  and  on  July  20th  he  w'as  drained  the 
second  time.  He  was  finally  discharged  from  the 
hospital  August  8th  with  his  side  still  draining. 

This  was  my  first  case  of  empyema  complicating 
pneumothorax  for  acute  abscess.  In  all  probability 
the  pleural  cavity  was  infected  by  the  needle  punc- 
turing the  infected  lung.  This  was  the  only  case 
where  empyema  was  a complication  in  the  twenty- 
three  cases.  Lord  claims  he  got  empyema  as  a com- 
plication in  three  cases  out  of  sixteen,  and  advises 
against  the  use  of  pneumothorax  in  acute  abscess. 

7.  E.  J.,  colored,  male,  age  50,  laborer,  entered 
St.  Vincent’s  Hospital  on  the  service  of  Dr.  Spei- 
gel,  April  15,  1935,  complaining  of  pain  in  upper 
left  chest,  cough  and  expectoration  of  a year’s  dura- 
tion. Pains  were  described  as  knife-like  in  char- 
acter, increased  on  coughing  and  on  deep  breath- 
ing. Attacks  were  rather  severe  about  once  a month. 
He  was  running  a septic  temperature,  99-104. 
Laboratory  report  showed  sputum  was  very  thick 
and  foul,  negative  to  tubercle  bacilli,  to  Monilia  and 
Vincent’s  organisms.  Roentgram  of  chest  made 
April  16,  1935,  showed  a rather  marked  area  of 
density  in  lower  left  lobe  suggestive  of  a pneumo- 
nitis. 

I was  asked  to  see  him  on  April  19th.  The 
man  was  quite  sick,  coughing  almost  at  every  breath 
and  holding  his  left  chest.  The  left  chest  lagged; 
there  was  slight  dullness  over  the  lower  two-thirds 
of  the  lung,  and  tactile  fremitus  and  breath  sounds 
were  diminished  over  this  area — with  a few  course 
rales  heard.  Impression:  Acute  pneumonitis  under- 
going suppuration  on  an  old  bronchiectasis.  Ad- 


vised trying  pneumothorax.  I attempted  to  induce 
pneumothorax,  and  150  c.c.  of  air  had  passed  in 
when  the  patient  coughed  all  the  fluid  out  of  my 
manometer.  On  April  20th,  another  attempt  was 
made  and  400  c.c.  of  air  was  injected,  the  manometer 
registering  0 plus  2.  On  April  22nd,  400  c.c.  more 
was  injected,  but  the  patient  was  coughing  so  that 
the  reading  could  not  be  obtained.  On  April  24th, 
patient  seemed  to  be  some  better;  however,  100  c.c. 
of  air  injected,  manometer  registering  plus  2 plus  6. 
I knew  I was  either  dealing  with  adhesions  or  the 
lung  was  too  tightly  collapsed.  A roentgram 
made  on  that  date  showed  a fair  collapse  of  the  up- 
per lobe  with  about  25  per  cent  collapse  of  the 
lower  lobe;  the  lung  was  being  held  by  a band  of 
adhesions  near  the  apex.  On  April  25  th  patient 
had  a very  severe  coughing  spell,  together  with  a 
massive  hemorrhage  from  nose  and  mouth,  and  died 
in  five  minutes.  We  thought  that  a rather  large 
vessel  ruptured  in  the  abscess  cavity  and  caused 
sudden  death. 

In  producing  pneumothorax  for  a tuberculous 
lung,  an  endeavor  is  made  to  completely  collapse  the 
lung  and  hold  it  at  rest  until  it  heals. 

In  acute  abscess  or  suppurative  conditions  of  the 
lung  you  have  a different  objective.  Here  you  wish 
to  promote  and  facilitate  drainage,  as  it  is  through 
the  process  of  drainage  that  pyogenic  infections  are 
thrown  off  and  healing  takes  place.  A lung  empties 
itself  of  foreign  substances  by  a wave-like  motion, 
expanding  and  contracting,  produced  by  inspiration 
and  e.xpiration,  and  by  coughing.  If  the  lung  is 
allowed  to  stick  and  grow  to  the  paretial  pleura  it 
becomes  anchored,  the  wave-like  motion  is  destroyed 
and  the  lung  can  no  longer  empty  itself. 

This  is  just  what  takes  place  in  acute  abscess  of 
the  lung — the  pleura  becomes  infected  very  early  in 
the  disease,  adhesions  form,  the  lung  is  anchored, 
consequently  the  mucus  and  pus  collects,  stagnates 
and  the  disease  spreads.  It  is  the  author’s  opinion 
that  as  soon  as  a diagnosis  of  lung  abscess  is  made, 
small  quantities  of  air  should  be  injected  in  the 
pleural  cavity,  to  act  as  a buffer  and  prevent  the 
lung  from  sticking.  The  wave-like  motion  through 
inspiration  and  expiration  will  continue  and  the 
lung  will  be  in  a better  position  to  empty  itself, 
and  a larger  percentage  will  recover  in  a shorter 
time. 

No  accurate  figures  can  be  obtained  from  the 
different  forms  of  treatment.  Some  writers  claim 
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that  from  30  to  50  per  cent  will  heal  by  expectant 
treatment  alone.  The  surgeons  claim  from  28  to 
31  per  cent  recoveries,  but  advise  against  operation 
until  the  disease  becomes  chronic  and  the  lung  is 
well  anchored  to  the  chest  wall,  which  usually  re- 
quires from  two  to  three  months.  If  pneumothorax 
be  induced  in  the  beginning,  the  patient  should  be 
about  well  by  this  time. 

The  bronchoscopists  claim  from  40  to  50  per  cent 
recoveries  from  bronchoscopic  treatment.  As  every 
one  knows,  these  treatments  are  quite  severe  and 
require  a long  time. 

In  my  first  series  of  sixteen  cases,  the  shortest 
period  under  treatment  was  one  month,  the  longest 
six  months,  with  56.2  per  cent  recoveries,  and  75 
per  cent  where  a complete  collapse  was  obtained. 

The  second  series  of  seven  cases  did  not  make 
quite  as  good  a showing.  One  died  of  abscess  of 
the  brain,  although  from  all  appearances  the  lung 
was  healing  satisfactorily.  Two  died  while  under 
treatment,  one  from  pulmonary  hemorrhage,  and  the 
other  we  felt  from  lack  of  cooperation.  Both  of  these 
were  chronic  cases  and  were  refused  by  the  surgeon. 
One  came  to  operation  and  recovered,  the  remain- 
ing three,  or  42.8  per  cent,  recovered,  with  an  aver- 
age of  three  months  under  collapse  therapy.  Two 
of  three  cases  developed  abscess  following  tonsillec- 
tomy under  general  anesthesia,  one  following  opera- 
tion on  the  stomach,  one  following  the  extraction  of 
an  infected  tooth,  one  following  pneumonia,  another 
had  a very  marked  case  of  oral  sepsis,  while  the 
cause  of  the  other  was  undetermined. 

In  conclusion,  twenty-three  cases  of  suppurative 
conditions  of  the  lung,  treated  by  artificial  pneumo- 
thorax, were  reviewed.  Complete  recovery  occurred 
in  twelve  cases,  or  52.1  per  cent,  under  collapse 
therapy  combined  with  rest,  the  highest  percentage 
of  recoveries  given  under  any  other  form  of  treat- 
ment. 

The  author  claims  that  collapse  therapy  is  the 
easiest,  quickest  and  safest  form  of  treatment  that 
can  be  used  in  acute  lung  abscess.  Like  other  sur- 
gical conditons  the  sooner  treatment  is  begun  after 
the  disease  has  developed  the  higher  your  percent- 
age of  cures.  I advise  starting  pneumothorax  as 
soon  as  the  diagnosis  of  lung  abscess  is  made.  Be 
sure  that  the  presence  of  a foreign  body  is  first  ruled 
out,  giving  small  amounts  of  air,  at  frequent  inter- 
vals, to  act  as  a buffer,  thus  giving  the  lung  a 
chance  to  expand  and  contract  to  a limited  extent 


during  inspiration  and  expiration  and  empty  itself. 
Regardless  of  what  form  of  treatment  you  use,  ab- 
solute rest  in  bed  is  essential. 


Since  writing  this  paper,  one  of  the  cases  in  the 
first  series  has  come  to  operation.  About  ten  months 
after  his  third  operation  he  had  been  discharged  as 
well  and  returned  to  school.  He  was  taken  with 
headaches  and  disturbance  of  vision.  The  head- 
aches became  very  severe  and  he  had  to  be  sent  to 
the  hospital.  A diagnosis  of  abscess  of  the  brain 
was  made,  an  operation  was  performed,  and  the 
patient  died.  Autopsy  revealed  two  large  abscesses 
in  the  posterior  lobe  of  the  brain  on  the  right  side. 
800  W ahvwright  Building. 

Discussion 

Dr.  Charles  \V.  Scott,  Newport  News:  Dr.  Harrell 
has  presented  a very  interesting  subject.  There  has  been 
and  is  at  present  a great  deal  of  controversy  as  to  the 
proper  method  of  treating  lung  abscess.  There  is  refer- 
ence to  the  treatment  of  this  disease  dating  as  far  back 
as  the  16th  century,  with  references  to  treatment  in- 
creasing and  mortality  rates  decreasing,  up  to  the  present 
time.  The  mortality  rate  is  still  high. 

The  methods  of  treatment  are  many  and  the  choice 
is  determined  by  the  etiology,  location,  extent  and  dura- 
tion of  the  disease.  The  majority  of  reports  favor  med- 
ical treatment,  i.  e.,  complete  rest  in  bed,  postural  drain- 
age, supported  measures  in  the  acute  cases,  using  arsenic 
or  potassium  iodide  if  spirilla  or  fungi  are  found  in  the 
sputum.  Successful  results,  as  high  as  30  per  cent  (Miller 
and  Lambert),  are  reported.  This  is  indicated  when 
drainage  is  secured  through  a bronchus  and  should  be 
tried  for  at  least  a month  before  resorting  to  bronchos- 
copy or  open  drainage.  All  of  us  have  seen  cases  heal 
with  this  type  of  treatment. 

Pneumothorax  has  not  enjoyed  as  much  popularity  as 
that  of  postural  and  surgical  drainage,  yet  practically 
every  report  in  recent  years  refers  to  a small  number 
of  cases  treated  successfully  with  pneumothorax.  As  Dr. 
Harrell  has  pointed  out,  the  purpose  of  pneumothorax  in 
the  treatment  of  tuberculosis  is  quite  different  from 
that  in  abscess  of  lung.  In  tuberculosis  the  success  is 
dependent  upon  closing  the  cavity  and  putting  the  dis- 
eased lung  at  rest.  In  doing  this  we  must  bear  in  mind 
the  work  of  Coryllos  and  others  which  showed  that  the 
collapse  of  a cavity  in  the  lung  is  due  to  obstruction  of 
the  bronchus  to  that  cavity  and  the  absorption  of  the 
gases  allowing  the  collapse  of  the  walls  and  inhibiting 
the  growth  of  bacilli.  In  lung  abscess,  this  is  what  we 
do  not  want  to  happen,  because  the  success  of  the  treat- 
ment in  all  cases  depends  upon  free  drainage.  This  is 
why  it  is  necessary  to  exercise  great  care  and  thorough 
study  of  the  case,  giving  small  quantities  of  air  at  fre- 
quent intervals.  Otherwise  there  is  danger  of  obstruct- 
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ing  the  bronchus  and  defeating  our  purpose.  If  the  ab- 
scess is  located  near  the  periphery  or  there  is  obstruc- 
tion of  the  bronchus,  pneumothorax  is  contra-indicated. 
If  there  are  pleural  adhesions  there  is  danger  of  ruptur- 
ing the  visceral  pleura  and  causing  empyema,  as  hap- 
pened to  one  of  Dr.  Harrell’s  cases. 

In  the  series  of  cases  reported  here  tonight,  it  is  in- 
teresting to  note  that  the  fatality  in  every  case  was  one 
of  long  standing  before  treatment  was  started.  The 
earliest  case  was  two  months  after  onset  and  death  was 
due  to  meningitis,  which  cannot  be  definitely  attributed 
to  pneumothorax  treatment.  Another  was  three  months 
after  the  onset  and  the  other  about  a year.  It  is  true, 
the  case  of  empyema  was  started  early,  but  the  high 
pressure  readings  indicated  adhesions.  These  findings, 
as  well  as  the  reports  of  others,  would  indicate  that 
pneumothorax  must  be  started  in  the  acute  stage,  before 
the  end  of  two  months  (as  pointed  out  by  Cole)  after 
the  onset  of  the  disease.  Dr.  Harrell  was  successful  in 
only  one  case  in  which  the  treatment  was  delayed  longer 
than  one  month  after  the  onset  of  the  disease,  and  this 
one  was  a little  less  than  two  months.  They  would  also 
indicate  that  pneumothorax  treatment  is  successful  in 
peripheral  abscesses  if  started  before  the  formation  of 
adhesions.  These  occur  in  a few  days  in  some  cases 
and  pneumothorax  is  then  contra-indicated.  The  best  re- 
sults are  obtained  when  the  lesions  are  central  or  hilar 
in  location  and  there  is  no  bronchial  obstruction. 

The  point  that  the  pleura  can  be  separated  in  the  be- 


ginning before  adhesions  form,  pain  can  be  alleviated 
and  the  lung  does  not  become  anchored  so  as  to  prevent 
motion  on  inspiration  and  expiration,  which  is  helpful 
in  promoting  drainage,  is  very  important.  Also  the  par- 
tial collapse  aids  in  draining  the  small  collateral  ab- 
scesses or  feeders  to  the  larger  ones.  I believe  that 
pneumothorax  is  safe,  and  one  of  the  best  methods  of 
treating  acute  pulmonary  suppuration  when  in  skilled 
hands,  and  is  more  efficient  and  practical  than  broncho- 
scopy unless  there  is  obstruction  of  the  bronchus. 

But  I do  believe  there  should  always  be  a surgical 
consultant  and  the  closest  team-work  between  the  in- 
ternist and  surgeon  in  all  of  these  cases,  because  a fairly 
large  percentage  will  come  to  operation  if  the  best  re- 
sults are  obtained. 

Open  incision  and  drainage  is  the  operation  of  choice. 
Phrenic  nerve  division,  thoracoplasty  and  plumbage  have 
a very  limited  application.  There  are  some  recent  re- 
ports in  the  literature  of  success  with  33  per  cent  solu- 
tions of  alcohol  injected  intravenously. 

In  closing,  I wish  to  ask  Dr.  Harrell  one  question, 
and  that  is  if  he  obtained  successful  results  in  any  of  the 
cases  that  he  previously  reported  in  which  the  treat- 
ment was  started  more  than  two  months  after  the  on- 
set of  the  disease. 

Dr.  Harrell,  closing  the  discussion:  Seven  out  of 
nine  of  the  first  series  of  cases  were  started  six  weeks 
from  the  time  the  first  evidence  of  the  suppurative  con- 
dition was  found. 


OBSERVATIONS  ON  HISTORY  TAKING  IN  ALLERGY.* 


Oscar  Swineford,  M.  D., 

University,  Va. 


History  taking  is  the  weapon  with  which  the  wise 
physician  begins  his  attack  on  all  diagnostic  prob- 
lems. The  allergic  diseases  should  not  be  excepted. 
It  is  our  belief  that  properly  taken  histories,  prop- 
erly evaluated,  are  of  little  less  value  than  the  more 
spectacular  skin  tests  in  the  management  of  any 
large  series  of  allergic  manifestations.  It  is  also 
our  belief  that  much  important  information  can  be 
gotten  in  no  other  way  than  by  the  history.  In  a 
previous  report  to  this  society^  it  was  emphasized 
that  twenty  of  thirty-two  completely  relieved  pa- 
tients and  fifteen  of  fifty-four  who  were  greatly  re- 
lieved had  negative  skin  tests  a"nd  that  information 
of  etiological  importance  had  been  gotten  by  history 
in  162  and  by  skin  test  in  ninety-eight  of  245  cases. 

*From  the  Allergy  Clinic,  Department  of  Internal 
Medicine,  University  of  Virginia,  Medical  School. 

Read  before  the  sixty-sixth  annual  session  of  the  Medi- 
cal Society  of  Virginia,  at  Norfolk,  October  15-17,  1935. 


All  diagnostic  procedures  in  allergy  are  designed 
to  establish  first  the  clinical  and  then  the  etiological 
diagnosis.  A simple  medical  history  and  physical 
examination  is  usually  all  that  is  necessary  to  make 
the  clinical  diagnosis.  The  etiological  diagnosis  is 
usually  arrived  at  by  the  combined  use  of  skin  tests, 
leucopenic  index,  food  diaries,  elimination  diets,  in- 
halant and  skin  irritant  avoidances,  and  the  allergic 
history.  Attention  should  be  called  to  the  fact  that 
the  skin  test  and  the  leucopenic  index  are  the  only 
ones  of  these  procedures  which  require  any  equip- 
ment. 

It  is  the  purpose  of  this  report  to  present  briefly 
an  outline  with  which  anyone  who  will  take  the 
necessary'  time  can  get  sufficient  information  which, 
together  with  the  use  of  the  food  diaries,-  elimina- 
tion diets, ^ inhalant  and  skin  irritant  avoidances, 
will  permit  the  rational  and  adequate  management 
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of  a significant  percentage  of  the  allergic  manifes- 
tations with  which  they  come  in  contact. 

It  is  not  the  purpose  of  this  report  to  decry  the 
use  of  skin  tests  nor  to  belittle  their  value.  It  must 
be  remembered,  however,  that  a positive  skin  test  is 
simply  a quickly  and  easily  obtained  diagnostic  lead 
which  must  be  verified  clinically.  Information  got- 
ten from  the  history,  food  diaries,  food,  inhalant  and 
"skin  irritant  avoidances  are  also  diagnostic  leads 
which  must  be  verified  clinically.  Proper  diagnosis 
in  allerg}^  demands  the  coordination  of  information 
from  all  available  sources. 

The  material  will  be  presented  in  three  sections. 
First,  a "brief  review'  of  the  cardinal  sj’mptom  com- 
ple.xes  by  which  the  clinical  diagnoses  of  the  allergic 
diseases  is  made.  Second,  the  history  outline  for 
getting  information  of  etiological  importance.  Third, 
a summary  of  the  information  gotten  by  senior  medi- 
cal students  who  used  the  outline  on  fifty  cases  in 
the  .\llergy  Clinic  of  the  University  of  Virginia  Hos- 
pital. 

I.  The  Clinical  Diagnosis  seldom  presents  real 
difficulty  to  any  one  who  remembers  the  cardinal 
symptom  complexes  of  the  manifestations  of  allergy. 
There  must  be  few  indeed  who  would  not  recognize: 
a crop  of  itching  wheals  as  urticaria;  the  sudden 
swelling  of  the  lips,  eyes,  tongue,  genitalia,  palms 
or  soles  as  angioneurotic  edem.a;  itching,  red,  vesicu- 
lar, weeping,  scaling  eruptions  as  eczema;  severe 
prostrating  unilateral  headaches  with  visual  disturb- 
ances, nausea,  and  vomiting  as  migraine;  recurrent 
abdominal  pains,  alternating  constipation  and  diar- 
rhea, associated  with  mucus  in  the  stools  as  mucous 
colitis;  attacks  of  sneezing,  lacrimation,  rhinorrhea 
and  nasal  obstruction  with  itching  and  burning  as 
hay  fever;  paro.xA-ms  of  wheezing,  dyspnea  and  cough 
as  asthma.  There  are,  of  course,  atypical  instances 
of  each  which  call  for  some  diagnostic  skill  but  by 
and  large  a simple  medical  histor}'  and  physical  ex- 
amination makes  the  clinical  diagnosis  of  the  al- 
lergic diseases  absurdly  easy.  It  is  usually  made 
by  the  patient  when  the  chief  complaint  is  being  de- 
termined. 

II.  2'he  Etiological  Diagnosis.  In  attempting 
to  discover  the  etiological  agent  in  any  allergic  dis- 
ease it  is  essential  to  remember  that  the  causative 
agents  may  be  as  varied  as  the  material  content  of 
his  environment  but  they  must  be  a part  of  the  in- 
dividual himself  or  of  his  environment.  For  con- 


venience they  are  grouped  on  the  basis  of  their 
modes  of  entry  into  foods,  inhalants,  skin  contact 
substances,  bacterial  products,  drugs,  and  physical 
factors.  These  will  be  discussed  in  some  detail 
later.  It  must  also  be  remembered  that  any  of  these 
things  can  affect  any  sensitive  tissue  which  they 
may  reach  directly  or  by  distribution  by  the  blood. 
For  example,  by  direct  contact  with  the  mucosa  of 
the  digestive  tract,  eggs  may  cause  the  lips  or  tongue 
to  swell,  pylorospasm,  or  mucous  colitis;  or  they 
may  be  carried  by  the  blood  to  the  nose,  lungs,  skin, 
or  brain  to  cause  hay  fever,  asthma,  urticaria,  or 
migraine. 

It  may  be  well  to  digress  long  enough  to  say  that 
it  is  unusual  to  be  able  to  take  an  adequate  historj' 
in  less  than  forty-five  to  sixty  minutes  even  after 
considerable  experience.  This,  however,  takes  very 
little  more  time  and  is  much  more  likely  to  have 
lasting  value  than  a house  call  to  administer  adrena- 
lin to  a patient  with  an  attack  of  asthma  or  to  give 
repeated  nasal  packs  to  the  patient  who  has  hay 
fever.  Another  point  in  the  digression  is  that  the 
questions  to  the  patients  must  be  phrased  in  the 
language  of  the  patient  and  must  be  based  upon  a 
reasonable  knowledge  of  the  things  which  make  up 
the  environment  of  the  patient.  Practice  with  such 
an  outline  as  the  one  which  follows,  together  with 
some  study  of  the  chapters  on  etiological  agents  (al- 
lergens) in  some  of  the  textbooks  on  allergy^  should 
make  any  person  quite  proficient  at  allergy  history 
taking. 

The  method  used  in  determining  the  causative 
agents  by  history  alone  follows:  It  was  thought  that 
brief  rationalizing  comments  about  the  various  sub- 
divisions of  the  history  and  examples  of  the  value 
of  information  to  be  gotten  from  them  would  be 
preferable  to  and  supplementary  to  a detailed  ques- 
tionnaire such  as  that  by  Vaughan.-'’ 

Association  with  other  Allergy:  .Mlergic  mani- 
festations are  more  often  multiple  than  single.  It 
is  not  common  to  see  a person  with  asthma,  for  ex- 
ample, who  has  not  had  hay  fever  or  a food  idiosyn- 
cracy  or  urticaria  or  some  other  allergic  manifes- 
tation. The  presence  of  other  allergic  manifesta- 
tions is  often  helpful  in  determining  whether  the 
etiological  agent  is  a food  or  inhalant  or  bacteria. 
A child  who  has  urticaria  or  gastro -intestinal  up- 
sets with  attacks  of  asthma  is  probably  food  sensi- 
tive, whereas  a person  who  has  asthma  after  twenty- 
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four  hours  of  nasal  congestion  and  sneezing  is  prob- 
ably reacting  to  an  inhalant. 

Allergic  manifestations  other  than  the  chief  com- 
plaint are  determined  by  direct  questioning  as  to  the 
presence  of  the  cardinal  symptoms  reviewed  in  the 
paragraph  on  Clinical  Diagnosis. 

The  Attacks:  There  is  a tendency  for  the  begin- 
ner to  spend  too  much  time  discussing  the  more 
minute  details  of  the  subjective  reactions  of  the  pa- 
tient to  his  s}'mptoms.  Little  benefit  is  derived  as 
a rule  from  a more  detailed  analysis  of  the  s}Tnp- 
toms  than  just  enough  to  establish  the  clinical  diag- 
nosis. There  are,  however,  a number  of  very  prac- 
tical points  about  the  attacks  which  are  of  great 
help  in  establishing  the  etiological  diagnosis.  For 
example,  was  the  onset  of  the  first  attack  acute  or 
insidious?  First  attacks  of  allergic  manifestations 
which  begin  acutely  can  often  be  traced  to  some 
definite  factor  such  as  the  onset  of  a pollen  season, 
an  unusual  dietary  episode,  an  infection,  etc.  An- 
other point  of  interest  is  the  date  of  the  onset  and- 
the  subsequent  seasonal  incidence.  Hay  fever  and 
asthma  occurring  only  in  April  are  probably  from 
trees,  in  !May  and  June  from  grass  and  plantain,^ 
* in  August  and  September  from  ragweed,  in  the  win- 
ter months  they  are  more  often  due  to  nasal  or 
bronchial  infections,  dust,  feathers,  mattress,  or  cold 
sensitiveness,  etc.  Urticaria  in  June  or  July  only  is^ 
probably  from  tomatoes,  strawberries,  peaches  or 
some  other  seasonal  food,  etc.  It  is  desirable  to  know 
^the  day  of  the  month  when  seasonal  manifestations 
begin,  as  in  the  case  of  the  farmer's  wife  sensitive 
to  ragweed,  who  began  to  have  symptoms  before 
ragweed  season  and  was  found  to  be  sensitive  to  corn 
and  to  have  a bedroom  immediately  adjoining  a 
corn  field. 

The  time  of  day  when  most  attacks  begin  is  im- 
portant. The  person  who  is  entirely  free  of  asthma 
except  at  night  or  when  he  lies  down  in  the  after- 
noon is  probably  sensitive  to  some  part  of  his  bed- 
ding (feather  pillow,  mattress  dust,  wool  blanket, 
etc.).  The  person  who  has  headaches  after  Sunday 
dinner  and  at  no  other  time  probably  is  sensitive 
to  some  favorite  dish  which  he  seldom  has  at  other 
times.  Chocolate  is  a common  offender  of  this  sort. 
The  person  who  has  abdominal  pain  and  a loose 
stool  after  breakfast  frequently,  and  rarely  at  other 
times,  probably  has  an  intolerance  for  eggs,  coffee 
or  some  other  breakfast  food. 

The  degree  of  freedom  between  attacks  is  import- 


ant. The  person  who  has  three  attacks  of  angio- 
neurotic edema  a year  can  frequently  trace  them  to 
an  acute  infection,  or  to  an  unusual  drug,  dietary 
or  emotional  episode.  The  person  who  has  asthma 
daily  for  six  weeks  in  the  warmer  half-year  is  prob- 
ably pollen  sensitive.  The  person  with  hay  fever 
who  is  never  entirely  free  from  s>Tnptoms  probably 
has  some  factor  which  is  constantly  present,  such  as 
nasal  polyps,  a septal  spur,  chronic  ethmoiditis,  dust, 
tobacco,  or  wheat  sensitiveness. 

The  Family  History  of  Allergy  is  of  little  im- 
portance in  typical  cases.  But  where  the  allergic 
nature  of  the  complaint  is  open  to  doubt  a positive 
family  history  and  a history  of  other  allergic  mani- 
festations make  an  allergic  investigation  much  more 
important  to  the  ultimate  diagnosis. 

A Complete  Systems  History  is  sometimes  the  most 
important  part  in  the  entire  investigation.  In  four 
of  the  cases  which  were  reviewed  asthma  was  asso- 
ciated with  congestive  heart  failure.  In  two  the 
sjTnptoms  w'ere  apparently  chiefly  psychogenic.  A 
deviated  septum  from  trauma,  acute  alcoholism,  pres- 
sure from  an  enlarged  thyroid,  a preceding  acute  in- 
fection were  the  precij^itating  factors  in  several. 

An  analysis  of  the  patient's  envirofiment  is  essen- 
tial. A baker  sensitive  to  smoke  and  spices,  a silk 
mill  employee  to  silk,  a number  of  farmers  to  dogs, 
horses,  feed  and  barn  dust,  women  to  cosmetics, 
men  and  women  to  dusts  from  their  mattresses  and 
pillows  are  in  the  cases  analyzed  in  the  third  sec- 
tion. It  is  not  only  essential  to  know  what  the 
conscious  reaction  of  the  patient  is  to  his  environ- 
ment, but  it  is  important  to  know  what  the  expo- 
sures are.  In  other  words,  what  animals,  soaps, 
bedding,  cosmetics,  fumes,  etc.,  does  he  come  in 
contact  with.  It  should  also  be  determined  if  he 
is  benefited  when  he  gets  away  from  his  usual  en- 
vironment. 

Inhalants  most  often  cause  trouble  in  the  nose  and 
lungs.  Vertigo  and  headache  secondary  to  nasal 
stimulation  or  edema  are  not  unusual.  The  most 
frequent  inhalants  which  patients  recognize  as  causa- 
tive agents  are  dusts  (house,  road,  feed,  occupational) , 
feathers,  pollens  (trees,  grasses,  weeds,  grains,  flow- 
ers), animal  epidermals  (pets,  livestock,  furs,  wool- 
ens, upholstery),  powders  (face,  bath,  insect,  soap), 
smokes  (meat,  tobacco,  train,  wood),  fumes  (per- 
fumes, paints,  floor  waxes).  Patients  are  questioned 
in  detail  about  their  reaction  to  each  of  these:  “Does 
your  nose  stop  up,  do  you  sneeze,  cough,  wheeze, 
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choke  up  when  you  come  in  contact  with  dogs,  dust, 
bath  powder,  etc.?” 

Foods  are  very  common  causes  of  allergic  mani- 
festations. I find  it  very-  difficult  to  convince  stu- 
dents of  the  necessity  for  spending  the  time  neces- 
sary to  take  an  adequate  food  histor\^  Several  points 
should  be  emphasized.  First,  the  patient  must  be 
questioned  about  every  food  in  his  dietaiy.  It  is 
not  enough  to  ask  if  any  food  causes  the  chief  com- 
plaint or  if  any  food  disagrees.  Nine  times  in  ten 
the  patient  will  say  no.  But  if  the  cardinal  symp- 
toms of  all  the  allergic  diseases  and  the  common 
gastro-intestinal  symptoms  of  gas,  diarrhea,  consti- 
pation, bloating,  mucus,  nausea,  vomiting,  pain,  and 
canker  sores  are  recited  to  the  patient  several  times 
while  naming  the  common  foods,  a surprising  num- 
ber of  important  disagreements  may  be  elicited.  The 
^ food  which  constipates  or  causes  gas  may  also  cause 
a distant  allergic  reaction.  Information  gotten  by 
taking  food  histories  must  not  be  accepted  blindly 
but  must  be  considered  with  the  results  of  all  other 
diagnostic  studies  as  diagnostic  leads  which  must  be 
verified  clinically.  The  strongly  positive  skin  test 
for  wheat  in  one  migraine  patient  is  of  no  more  im- 
portance, until  subjected  to  clinical  trial,  than  is 
the  statement  of  another  skin  negative  migraine  pa- 
tient that  wheat  bread  constipates  him  and  that 
constipation  usually  precedes  an  attack.  Failure  to 
devote  enough  time  to  analyze  the  patient’s  reaction 
to  each  food  will  result  in  failure  to  get  information 
essential  to  the  management  of  an  appreciable  per- 
centage of  all  allergic  manifestations.  This  has  been 
mentioned  before  and  is  just  as  applicable  to  each 
of  the  other  parts  of  the  history. 

The  Focal  Injection  History  is  important.  It 
should  include  the  usual  direct  questions  relative 
to  the  condition  of  the  tubes,  prostate,  appendix, 
gall-bladder  and  bowel  action.  !More  important 
statistically,  but  not  in  the  individual  case,  is  the 
condition  of  the  teeth,  tonsils,  sinuses,  bronchi,  and 
skin.  Teeth  are  potential  foci,  and  the  patient 
should  be  asked  if  they  have  been  injured,  devitalized 
by  the  dentist,  cut  with  difficulty,  or  if  they  are 
unerupted  or  involved  by  pyorrhea.  In  most  in- 
stances the  tooth  which  serves  as  a focus  is  s>Tnp- 
tomless.  Tonsils  are  potential  foci  if  present.  They 
are  particularly  suspicious  if  there  has  been  a his- 
tory of  tonsillitis  or  tenderness  of  the  regional 
glands  at  the  angle  of  the  jaw.  Sinuses  are  poten- 
tial foci  when  there  is  a history  of  pain  in  one  of 


the  anterior  sinuses  or  of  frequent  (purulent)  yel- 
low post-nasal  discharge,  especially  in  the  morning 
on  arising.  These  are  usually  sphenoid  or  ethmoid 
secretions  and  commonly  contribute  markedly  to 
pharyngeal  and  bronchial  irritation.  Purulent  spu- 
tum coughed  from  the  lung  of  course  indicates  in- 
fection in  the  lung  (bronchi).  The  chief  role  of 
the  skin  in  focal  infections  is  that  it  harbors  fungi 
which  seem  to  flare-up  periodically  locally  and  to 
be  capable  of  sensitizing  and  subsequently  reacting 
with  other  tissues,  more  particularly  distant  skin 
areas.  Athlete’s  foot  or  ringworm,  then,  should  be 
regarded  as  potential  etiologic  material  for  any  al- 
lergic manifestation,  especially  eczema. 

Contact  Histories  are  seldom  of  value  except  in 
eczema.  Poison  ivy  and  oak,  various  plants,  a num- 
ber of  garden  vegetables,  wool,  animal  epidermals, 
dust,  citrous  fruit  skins,  soaps,  cosmetics,  silk,  rayon, 
occupational  materials,  chemicals,  cheap  jewelry,  and 
industrial  dyes  are  the  commonest  substances  which 
produce  eczematoid  lesions  in  susceptible  people. 

Drugs  are  relatively  infrequent  causes  of  allergic 
manifestations.  But  agranulocytic  angina  from 
amidopyrine  and  dinitrophenol,  exfoliative  derma- 
titis from  arsenic,  rashes  from  bromides,  rashes  and 
psychoses  from  barbiturates  and  atropine  derivatives, 
angioneurotic  edema,  gastric  hyperacidity  symptoms, 
eczema,  urticaria,  hay  fever,  asthma,  and  abdominal 
cramps  from  aspirin,  cascara  and  opiates  are  suffi- 
ciently common  to  be  included  in  any  allergic  his- 
tor)’. 

Physical  History:  Many  people  attribute  an  ap- 
preciable portion  of  their  S3Tnptoms  to  physical  in- 
fluences met  in  their  daily  routine.  Occasionally 
these  physical  influences  are  the  chief  exciting  fac- 
tors in  individual  allergic  attacks  and,  not  infre- 
quently, attention  to  these  aspects  of  the  patient’s 
life  will  materially  if  not  entirely  relieve  him.  There 
is  much  disagreement  among  allergists  as  to  their 
importance.  Duke®  and  T believe  them  to  be  of 
considerable  importance.  A satisfactory  routine 
physical  allergy  history  includes  a detailed  analysis 
of  the  effects  of  draughts,  wet  feet,  temperature 
changes,  dampness  and  humidity,  exercise,  ice  water, 
fatigue  and  excitement,  sun,  heat,  cold,  and  pres- 
sure. Not  only  should  one  note  the  effect  of  these 
influences  on  the  chief  complaint  but  on  all  other 
allergic  manifestations  and  other  s}mptoms  as  well. 

III.  Summary  of  information  gotten  by  using 
the  outline:  Fifty  records  were  selected  at  random 
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from  the  files  of  the  Allergy  Clinic.  The  only  cri- 
terion for  inclusion  was  that  the  history  had  been 
taken  by  a senior  medical  student.  This  was  thought 
to  be  a better  test  of  the  efficiency  of  the  history- 
taking outline  than  an  analysis  of  histories  taken 
by  more  e.xperienced  members  of  the  clinic  staff.  The 
information  has  been  tabulated  in  accordance  with 


nata,  si.x;  angioneurotic  edema  and  eczema,  two; 
headache,  mucous  colitis,  conjunctivitis,  one. 

The  onset  (Table  II)  was  acute  in  nineteen  cases 
and  insidious  in  thirty-one. 

The  Seasonal  Incidence  (Table  II)  showed  that 
tw^enty-five  occurred  at  any  season  (perennial),  four 
in  early  spring  (trees),  seven  in  early  summer  (grass 


T.\BLE  I 


Hay 

Fever 

Asthma 

Urti- 

caria 

.Angio- 

neurotic 

Edema 

Eczema 

Head- 

ache 

Food 

Idio 

Mucous 

Colitis 

Conjunc- 

tivitis 

Vene- 

nata 

Weak- 

ness 

Chief  Complaint..  . 

8 

32 

2 

2 

2 

1 

1 

0 

0 

0 

1 

Other  Allergy 

25 

7 

6 

2 

2 

1 

1 

1 

6 

0 

the  headings  of  the  outline  in  section  II.  It  may 
be  helpful  to  compare  these  results  with  the  corre- 
sponding section  in  the  outline. 

The  chief  complaints  are  presented  liy  the  clinical 
diagnosis  which  they  represented.  It  will  be  seen 
(Table  I)  that  hay  fever  occurred  eight  times, 
asthma  thirty-tw'o  times,  angioneurotic  edema  and 
eczema  twice,  and  headaches,  food  idiosyncracy  and 
weakness  once  each.  The  latter  was  given  as  the 


and  plantain),  eight  in  late  summer  and  fall  (rag- 
weed), and  si.x  chiefly  in  winter. 

The  time  of  day  (Table  II)  w'hen  attacks  were 
most  likely  to  begin  was  at  night  in  twenty,  during 
the  day  in  ten,  in  the  early  morning  in  twelve.  No 
note  was  made  in  eight. 

Freedom  Between  Attacks  (Table  II)  was  com- 
plete in  thirty-one  and  partial  in  fourteen.  In  five 
the  condition  varied  little  in  intensity. 


TABLE  II 


Miscellaneous  Data  from  Histories 


Onset 

Acute 

19 

Insidious 

31 

Seasonal  Incidence 

Spring 

4 

Summer 

7 

Fall 

8 

Winter 

6 

Perennial 

25 

Time  of  Day  . 

Night 

20 

Dav 

10 

Earlv  A.  M. 

'12 

Not  Noted 

8 

Freedom  between  .Attacks 

Complete 

31 

Partial 

14 

None 

5 

Family  History 

Positive 

25 

Negative 

24 

Systems  History 

Helpful 

13 

Not  Helpful 

37 

Environment 

Change  Helpful 

6 

Not  Helpful 

30 

Not  Noted 

14 

chief  complaint  by  a person  who  had  hay  fever, 
asthma,  urticaria,  mucous  colitis,  and  multiple  food 
idiosyncracies. 

Other  Allergic  Manifestations  occurred  fifty-one 
times  in  thirty-three  of  the  fifty  cases.  The  num- 
ber of  times  each  occurred  was — hay  fever,  tw'enty- 
five;  asthma,  seven;  urticaria  and  dermatitis  vene- 


The  Family  History  (Table  II)  was  positive  in 
tw’enty-five,  and  negative  in  twenty-five. 

The  Systems  History  (Table  II)  was  thought  to 
be  helpful  in  thirteen  cases. 

Change  of  Environment  (Table  II)  was  helpful 
in  si.x  cases.  No  attempt  w’as  made  to  tabulate  the 
environmental  exposures  recorded  in  the  histories. 
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Inhalants:  The  symptoms  which  fifty  patients 
were  able  to  attribute  to  these  various  inhalants  are 
shown  in  Table  III.  The  number  of  positive  skin 
tests  corresponding  to  the  histories  are  also  tabu- 
lated. Positive  tests  w'hich  did  not  agree  with  the 
histor}-  were  not  recorded.  A total  of  eighty-nine 
sjinptoms  were  attributed  by  fifty  patients  to  com- 
mon inhalants.  In  forty-one  instances  the  history 
and  skin  tests  agreed.  The  number  of  agreements 
might  have  been  much  higher  had  allergens  been 
available  for  testing  for  smoke,  fumes  and  soap 
powders.  The  dust  results  might  have  agreed  more 
closely  too  had  all  of  the  patients  been  tested  as 
thoroughly  as  we  now  test  for  them. 


sinuses,  five;  tonsils,  eleven;  G.  U.,  three;  bronchi, 
three;  fungi,  two  (Table  V).  This  does  not  neces- 
sarily mean  that  the  chief  complaint  was  due  to 
these  foci  but  that  they  were  potential  factors  in  de- 
termining the  incidence  and  severity  of  s}’mptoms. 

The  Contact  Histories  showed  (Table  V)  that  two 
patients  had  dermatitis  from  poison  i\'}'  and  four 
from  other  plants.  Wool,  animal  epidermals,  dust, 
and  citrous  fruit  skins  caused  eczema  once  each. 

The  Drug  Histories  disclosed  (Table  V)  that  as- 
pirin caused  urticaria  once  and  mucous  colitis  twice; 
cascara  and  morphine  each  caused  asthma  once; 
morphine  also  caused  abdominal  cramps  in  one  pa- 
tient and  delirium  in  another.  One  patient  claimed 


TABLE  III 


Results  of  Inhalant  Histories  and  Skin  Tests 


Sneezing 

Nasal 

Con- 

gestion 

Fresh  Cold 

Cough 

Wheezing 

Headache 

Vertigo 

Total 

Hist. 

Test 

Hist. 

Test 

Hist. 

Test 

Hist. 

Test 

Hist. 

Test 

Hist. 

Test 

Hist. 

Test 

Hist. 

Test 

Dust 

2 

2 

1 

1 

1 

1 

7 

6 

12 

8 

23 

18 

Feathers 

1 

1 

3 

3 

4 

4 

8 

8 

Pollens 

6 

2 

2 

1 

1 

1 

5 

3 

14 

7 

Smoke 

3 

10 

11 

2 

1 

1 

24 

3 

-Animals 

2 

2 

5 

1 

9 

1 

Powders 

1 

3 

2 

1 

5 

2 

Fumes 

1 

2 

1 

4 

0 

Silk 

1 

1 

1 

1 

2 

2 

Total 

15 

5 

4 

3 

1 

1 

. 24 

10 

43 

21 

1 

2 

1 

89 

41 

Foods:  The  information  obtained  in  the  fifty' 
food  histories  is  tabulated  in  Table  IV.  The  num- 
ber of  positive  skin  reactions  corresponding  to  the 
histories  are  again  recorded.  A total  of  136  sy'mp- 
toms  were  attributed  to  foods  by  fifty  patients.  Skin 
tests  corresponded  thirty  times.  It  is  quite  probable 
that  this  low  incidence  of  agreement  between  test 
and  history  would  have  been  much  higher  if  aU  of 
the  foods  had  been  tested  intradermally  as  twenty- 
nine  of  the  thirty  skin  reactions  noted  were  done 
that  way.  Only  one  (cabbage)  was  positive  on 
scratch  test.  None  of  those  with  negative  tests 
straight  across  the  table  were  tested  intradermally. 

Focal  Infections:  Fifty  histories  showed  thirty- 
eight  foci  present  as  follows;  Teeth,  fourteen; 


to  get  fever  blisters  every  time  she  took  milk  of 
magnesia. 

The  Physical  Histories  w'ere  particularly  inter- 
esting (Table  VI)  because  more  sy'mptoms  (119) 
were  attributed  to  these  influences  than  to  any  other 
etiological  factors  except  foods  (138).  This  is  in 
accord  with  previous  analyses.'  It  is  hardly  neces- 
sary to  list  the  effects  recorded  in  the  table. 

Comment  and  Summary:  The  importance  of  his- 
tory taking  in  the  management  of  allergic  patients 
is  stressed.  A method  for  taking  a satisfactory  al- 
lergy history'  is  outlined.  It  consists  of  groups  of 
facts  to  be  determined  under  the  headings:  chief 
complaint,  a description  of  and  other  data  relating 
to  the  attacks,  the  presence  of  other  allergic  mani- 


TABLE  IV 

Results  of  Food  Histories  and  Skin  Tests 
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TABLE  V 


Results  of  Focal,  Contact,  Drug  Histories 
Foci 


Teeth 

Sinuses 

Tonsils 

Fungi 

Bronchi 

G.  U. 

14 

5 

11 

2 

3 

3 

Contact 


Wool 

Toxico 

Dendron 

Epidermals 

Dust 

Plants 

Cit'ous 

Fruits 

Eczema 

1 

2 

1 

1 

0 

1 

Venenata 

0 

0 

0 

0 

4 

0 

Drugs 


Wheezing 

Abd.  Pain 

Uricaria 

Mucous 

Colitis 

Fever 

Blister 

Delirium 

Opiates 

1 

1 

0 

0 

0 

1 

Aspirin 

0 

0 

1 

1 

0 

0 

Milk  Magnesia 

0 

0 

0 

0 

1 

0 

Cascara 

1 

0 

0 

0 

0 

0 

TABLE  VI 

Results  of  Physical  Factors  and  Tests 


Sneez- 

ing 

Nasal 

Con- 

gestion 

Fresh 

Cold 

Cough 

Wheez- 

ing 

Head- 

ache 

Urti- 

caria 

Eczema 

Total 

C/3 

c/i 

Hist. 

Test 

Hist. 

Test 

Hist. 

'I'est 

1 list. 

I'est 

Hist. 

Hist. 

Test 

Hist. 

Test 

7 

7 

2 

4 

1 

11 

0 

1 

1 

Wet  F'eet 

j 1 

1 

1 

5 

1 

10 

0 

Temp.  Change 

2 

1 

1 

2 

8 

1 

15 

0 

5 

3 

11 

1 

20 

0 

i 

2 

9 

11 

0 

3 

1 

7 

2 

1 

12 

2 



Cold 

1 

1 

1 

13 

2 

1 

16 

3 

. 

7 

2 

10 

1 

2 

17 

0 



1 

1 

1 

3 

0 



3 

3 

0 



— 

Total 

4 

0 

15 

0 

4 

0 

14 

1 

67 

4 

6 

0 

6 

0 

2 

0 

119 

5 
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festations,  a description  of  the  patient's  environ- 
ment and  the  effects  of  changes  of  it,  the  reaction 
of  the  patient  to  foods,  inhalants,  drugs,  and  con- 
tact substances.  Also  included  is  a discussion  of 
the  patient’s  reaction  to  certain  physical  influences. 
The  importance  of  a routine  systems  history  is 
stressed.  Under  each  heading  of  the  history  outline 
the  attempt  is  made  to  illustrate  in  general  terms  the 
reasons  for  them.  To  determine  the  value  of  this 
method  of  history  taking,  fifty  histories  so  taken  by 
senior  medical  students  at  their  first  and  second  at- 
tempts are  analyzed  and  the  detailed  results  tabu- 
lated. In  support  of  the  contention  that  history  tak- 
ing is  of  great  importance  in  their  management,  it 
is  interesting  to  note  that:  fifty  allergic  patients  at- 
tributed cardinal  symptoms  of  allergic  disease  to 
foods  136  times,  to  physical  agents  119  times,  to 
inhalants  eighty-nine  times,  to  drugs  eight  times, 
and  to  contact  substances  ten  times.  In  addition, 
thirty-eight  definite  focal  infections  were  noted. 
Further  support  lies  in  the  fact  that  skin  tests  cor- 
responded to  the  inhalant  histories  only  forty-one 
times  and  to  the  food  histories  only  thirty  times. 
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Discussion 

Dr.  Emily  Gardner,  Richmond:  There  is  very  little 
I can  add  to  the  splendid  paper  that  Dr.  Swineford  has 
given,  except  to  say  that  I decidedly  agree  with  him 
in  what  he  has  said.  Unfortunately,  we  have  tried  to 
make — perhaps  it  is  one  of  the  things  that  mark  progress 
— we  have  tried  to  make  medicine  an  exact  science,  which 
we  shall  never  do,  because  individuals  are  not  exact 
people.  While  we  have  made  surprising  progress  in  the 
Wassermann  test,  etc.,  nothing  can  ever  take  the  place 
of  the  history  of  the  patient.  Dr.  Swineford  has  brought 
that  out  well.  I know  when  I began  to  work  with  Dr. 
Bullard  in  the  allergy  clinic  I was  quite  a devotee  of 
scratch  tests,  etc.  I thought:  “This  is  exact;  you  do  not 
have  to  do  a great  deal  of  thinking;  you  just  see  your 
reactions.”  But  the  more  I tested  the  more  I found 
that  results  did  not  always  match  up  with  the  scratch 
tests.  I saw  a child  with  asthma  giving  a marked  reac- 
tion to  oats.  I thought  it  was  an  easy  case,  that  we 
would  just  eliminate  oats.  But  the  mother  said  the  child 
did  not  eat  oatmeal,  that  it  would  never  eat  it.  I sup- 
pose if  the  child  had  been  able  to  talk  at  the  age  of 

three  months  it  would  have  expressed  itself  as  being 
one  of  those  individuals  with  gastro-intestinal  reactions. 
You  can  get  great  assistance  from  your  skin  tests,  but 
you  cannot  get  all  of  your  information  from  them. 

I thought  you  would  be  interested  in  the  form  of  his- 
tory blank  that  we  use  in  the  Medical  College.  The 

first  item  on  it  is  the  chief  complaint,  by  which,  as 

Dr.  Swineford  says,  the  patient  usually  makes  the  diag- 
nosis before  he  ever  sees  a doctor.  Next  is  the  present 
illness.  In  that  we  include  many  things  which  Dr. 
Swineford  has  suggested,  that  is,  the  periodicity  of  the 
symptoms,  the  things  which  might  cause  them,  such 
as  drugs  or  food,  etc.  The  next  item  is  the  family  his- 
tory, which  is  of  value  when  we  are  in  doubt  as  to 
whether  the  patient  is  allergic.  The  history  of  past  ill- 
nesses is  usually  not  of  much  value,  except  that  occa- 
sionally a patient  dates  his  disease  back  to  an  attack 
of  measles  or  influenza,  etc. 

The  analytical  history  takes  in  the  occupation  of  the 
patient  and  the  animal  contacts.  You  would  be  sur- 
prised to  find  out  how  frequently  the  chickens  in  the 
backyard  are  not  even  thought  of  as  animal  contacts. 
Other  items  are  residence,  change  of  residence,  whether 
the  house  is  damp  or  dry,  the  location  of  surrounding 
buildings;  then  what  is  inside  the  residence,  what  kind 
of  mattress  the  patient  sleeps  on,  pillows,  etc.  The  sur- 
rounding buildings — for  instance,  if  there  is  a dairy  near, 
or  a livery  stable,  or  factories  of  various  kinds. 
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The  patient’s  habits,  we  find,  are  very  interesting. 
Sometimes  a man  has  his  asthma  only  after  sprees,  etc. 

The  history  of  a typical  attack  begins  three  hours  be- 
fore the  attack  and  takes  in  everything  that  the  patient 
can  think  of,  in  minute  detail.  Often  it  is  of  great  help, 
because  it  brings  out  things  which  the  patient  has  not 
thought  of  before. 

I should  like  to  congratulate  Dr.  Swineford  on  his 


paper  and  also  on  his  being  able  to  get  the  students  to 
do  much  more  elaborate  work  than  we  have  succeeded 
in  doing. 

Dr.  Swineford,  closing  the  discussion:  I should  like 
to  thank  Dr.  Gardner  for  her  discussion  of  my  paper. 
She  brought  out  a good  many  points  which  time  did  not 
permit  me  to  bring  out  and  which  I think  are  extra- 
ordinarily well  taken. 


DIATHERMY— ELECTRICALLY  AND  CLINICALLY.* 


J.  O.  Fitzgerald,  Jr.,  A.  B.,  M.  D.,  F.  A.  C.  P.  T., 
Richmond,  Va. 


Hippocrates  is  quoted  as  ha\'ing  said  “Those  dis- 
eases which  medicines  do  not  cure,  iron  (the  knife) 
cures;  those  which  iron  cannot  cure,  fire  cures  and 
those  which  fire  cannot  cure,  are  reckoned  as  wholly 
incurable.” 

Over  enthusiasm  is  the  vehicle  upon  which  many, 
if  not  most,  medical  methods  have  ridden — many 
of  them  to  comparative  oblivion — others  up  the  hill 
of  opposition,  finally  to  a crest  of  popularity  and 
thence  rolled  back  to  lower  levels  of  substantial  and 
dependable  usefulness.  The  present  enthusiasm  for 
h}-perp>Texia  is  the  result  of  recognizing  fever  as 
one  of  the  beneficial,  protective  body  reactions. 

A controllable  fever,  local  or  general,  would  seem 
to  offer  in  this  field  help  limited  mainly  by  our 
judgment  of  the  doses  to  be  used.  Diathermy  is  one 
of  the  answers  to  this  need.  Diathermy — dia= 
through,  therma=heat — is  a term  which  was  coined 
by  Franz  Xagleschmidt  about  1912  and  accepted  to 
indicate  the  use  of  a high-frequency  electric  current 
for  heating  the  tissues  of  the  body. 

Electricity  is  a form  of  energ\'  which,  when  in  mo- 
tion, produces  magnetic,  chemical,  mechanical  and 
thermal  effects  and,  whether  at  rest  in  motion,  has 
effects  upon  other  electricity.  It  may  be  positive  or 
negative.  The  flowing  of  electricity  may  be  undi- 
rectional,  as  in  a galvanic  current 

-f  > > - 

when  the  flowing  is  the  result  of  chemical  action  or 
it  may  be  alternating,  usually  generated  from  mag- 
netic fields  and  in  this  case  there  is  a back  and  forth 
flowing  from  -j-  to  — and  — to  but  the  flow  is 
continuous  as  to  time  and  its  variations  in  strength 

•Read  before  the  Richmond  .Academy  of  Medicine. 


are  the  same  on  each  side  of  the  zero  line.  This 
flow  is  represented  in  graph  thus; 

lljirukfiMJ- 

the  flowing  on  either  side  of  the  zero  line  is  called 
an  oscillation  and  two  adjoining  oscillations  are 
called  a cycle. 

Our  lights  in  most  territorj’  are  made  by  a 60-cycle 
alternating  current,  having,  of  course,  120  oscilla- 
tions per  second. 

If  an  alternating  current  is  applied  to  muscle 
there  will  result  muscle  contractions  and  some  chem- 
ical effects;  in  currents  having  less  than  10,000  oscil- 
lations per  second  above  this  frequency,  oscillations 
occur  too  rapidly  to  produce  muscle  contractions. 
For  this  reason  diathermy  currents  oscillate  at  the 
exceedingly  high  frequency  of  500,000  to  50,000,000 
per  second.  This  rapid  reversal  of  polarity  elimi- 
nates muscle  contractions  and  happily,  the  same  high 
frequency  eliminates  chemical  action. 

Referring  again  to  our  definition  of  electricity  as 
an  energy  producing  magnetic,  chemical,  mechanical 
and  thermal  effect,  we  find  magnetic  effects  do  not 
influence  body  tissues  and  we  have  by  the  high  fre- 
quency of  oscillation  eliminated  chemical  and  me- 
chanical effects.  There  remains  the  thermal.  Dia- 
thermy is  a thermal  current.  Incandescent  electric 
lights  are  the  result  of  heating  filament  in  a closed 
bulb.  This  heating  is  produced  by  the  resistance  in 
the  filament,  or  the  friction,  to  the  flow  of  current. 
Chemical  effect  or  oxidation  of  the  filament  has  been 
prevented  in  the  bulb  by  eliminating  the  oxygen. 

Similarly  in  diathermy,  after  removing  chemical 
and  mechanical  effects  by  high  frequency,  resistance 
to  the  flow  of  current,  or  friction  to  it,  in  the  body 
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tissues  is  used  to  produce  an  easily  controllable 
amount  of  heat  in  the  tissue  area  desired.  We  know 
that  heat  is  produced  all  along  the  path  of  the  cur- 
rent through  the  tissues. 

Our  house  currents  are  conducted  in  a circuit. 
Just  so  with  diathermy  current,  it  must  have  a cir- 
cuit. This  circuit  is  from  the  generator  over  a con- 
ducting wire  to  a suitable  metal  plate  or  electrode 
placed  either  against  a body  surface  or  in  a body 
cavity,  thence  through  the  body  tissues  to  its  emer- 
gence where  it  flows  into  a second  electrode  and  over 
another  conducting  wire  to  its  origin. 

The  heat  generated  may  be  spread  out  over  a 
large  body  area,  or  concentrated  and  intensified  by 
varying  the  size  of  the  applied  electrode.  If  equal 
heating  is  desired  all  through  the  body,  equal  sized 
electrodes  are  used  on  the  opposite  sides,  but  if  we 
diminish  the  size  of  an  electrode  the  area  covered 
by  the  small  electrode  will  continue  to  carry  the 
same  amount  of  heat.  This  concentration  of  heat 
is  utilized  to  vary  the  heating  effects  and  may  be 
carried  to  any  desired  point,  frequently  being  utilized 
as  a surgical  procedure  for  coagulation  or  carboniza- 
tion of  accessible  tumors  or  diseased  body  parts. 

Medical  diathermy  is  the  use  of  high-frequency 
current  to  heat  body  tissues  within  their  tolerance 
and  without  destruction. 

Heating  of  the  body  within  tolerance  is  pleasing 
and  desirable  in  many  conditions  as  is  evidenced 
by  the  large  numbers  of  things  so  used,  varying  from 
infra  red  lamps,  lights,  hot  water  bottles,  etc.,  to  the 
humble  salt  bag  or  hot  flask. 

But  before  diathermy  we  knew  no  way  of  pro- 
ducing controllable  deep  tissue  heating  with  its  de- 
sirable effects.  Many  of  these  effects  depend  upon 
the  body’s  heat  regulating  efforts  and  devices. 

Immediately  upon  the  generation  of  heat  in  one 
body  area  in  excess  of  normal  or  above  that  in 
adjacent  tissue,  the  body  makes  effort  to  carry  off 
this  excess  to  other  parts  so  that  equalization  of  heat 
and  heat  elimination  may  occur.  An  increase  in  cir- 
culation locally,  both  the  speed  and  amount  of  blood, 
occurs  at  once. 

A few  of  these  results  may  be  mentioned  and  dis- 
cussed. 

Effects  of  heat  on 
A.  Body  Tissues 

I.  Dilatation  of  blood  vessels 
1.  Thinning  vessel  wall 


2.  Increased  permeability  or  penetra- 
bility 

II.  Increased  blood  volume 

1.  Cytology 

a.  Red  cells  (increased  oxygen) 

b.  White  cells  (increased  phago- 

cytes) 

2.  Plasma 

a.  Nourishment 

b.  Ferments 

c.  Antibodies 

III.  Increased  metabolism 

1.  Anabolism 

2.  Katabolism 

IV.  Increased  tissue  drainage 

V.  Decrease  of  pain 

B.  Bacteria 

I.  Reduced  reproduction  and  growth 
II.  Reduced  toxin  production 

So  much  for  the  good  effects  upon  the  body.  They 
all  seem  desirable  except  in  the  presence  of  certain 
pathologies  which,  when  recognized,  contra-indicate 
these  effects. 

So  far  as  is  known  these  contra-indications  may  be 
listed  as: 

1.  Tuberculosis 

2.  Circumscribed  pus 

3.  Hemorrhage 

4.  Malignancy 

5.  Over  activity  of  internal  glands 

6.  Paralysis  of  sensory  nerves. 

The  effects  on  infection  may  be  theorized  from 
test-tube  experience  and  from  the  fact  that  the  fever 
is  a protective  body  reaction. 

In  glass  if  a bacterial  culture  is  raised  above  its 
optimum  temperature  (and  we  know  this  optimum 
for  pathogenic  strains  to  be  98.6°  F.),  there  is  a 
limitation  of  both  reproduction  and  growth  and 
also  toxin  formation. 

Where  maximum  toxicity  is  desired  cultures  should 
be  grown  on  the  best  adapted  media  and  at  optimum 
temperature;  a variation  of  several  degrees  upward 
in  temperature,  above  optimum,  frequently  upsets 
this  toxicity  production. 

It  would  seem  that  in  case  of  infection  diathermy 
would  increase  tissue  nourishment,  repair  and  resist- 
ance and  decrease  bacterial  growth  and  toxicity. 

Now  let  us  discuss  a few  definite  conditions.  We 
are  all  acquainted  with  the  work  of  Dr.  Harry  E. 
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Stewart  using  diathermy  in  pneumonia.  About  1921 
he  theorized  it  would  be  a valuable  help  in  this 
acute  disease.  In  IMarch,  1935.  he  made,  among 
others,  the  following  statements — “My  series  of 
pneumonias  treated  by  diathermy  is  now  nearly 
10,000  cases.  Of  947  cases  which  were  treated  with 
diathermy  in  the  first  forty-eight  hours  only  eight 


Fig.  1. — White  female — twenty  months.  Lobar  pneumonia. 


dition  rapidly  became  so  critical  and  the  end  so  ap- 
parent that  no  spinal  puncture  could  be  made. 

The  other  two  died  toxic  deaths  in  spite  of  dia- 
thermy. 

Xow  to  answer  one  question  in  advance,  these 
patients  had,  in  addition  to  diathermy,  other  treat- 
ment as  was  indicated. 


have  died.  Xo  matter  with  what  t}pe  of  infection 
you  are  dealing,  diathermy,  properly  applied,  re- 
duces your  mortality  70  per  cent.” 

My  own  series  of  pneumonias  treated  with  dia- 
thermy now  totals  fifty-three  cases — of  these  five 
cases  have  died.  I would  like  to  tell  you  about  these 
presenting  the  facts  in  no  way  as  excuses  or  alibis. 
The  fir.st  case  treated  died;  this  patient  had  driven 
240  miles  knowing  that  her  temperature  was  102 
degrees  F.,  when  her  trip  was  begun — she  was  the 
only  patient  in  my  series  receiving  only  one  treatment 
in  each  twenty-four  hours. 

The  second  death  was  of  a woman  who  had  several 
days  previously  been  ojrerated  on  for  ruptured  ap- 
pendix and  was  found  to  have  a general  peritonitis. 
Slie  developed  pneumonia  as  part  of  her  general 
sepsis.  She  received  three  diathermy  treatments  for 
pneumonia  but  died  of  general  sepsis  of  which  her 
pneumonia  was  part.  I was  interested  in  this  con- 
nection to  note  the  advice  of  Dr.  R.  Kovacs  that 
diathermy  is  valuable  as  a post-operative  procedure 
to  prevent  pneumonias. 

The  third  death  was  of  a seven-weeks-old  infant 
whose  treatment  with  diathermy  was  begun  on  the 
third  day  of  the  pneumonia.  He  had  a massive 
consolidation  of  the  entire  left  lung.  He  developed 
a complicating  meningitis  with  convulsions,  the  con- 


Fig.  3. — White  male — fifty-seven  years.  Post-influenzal 
pneumonia. 

I have  charts  of  three  consecutive  cases.  These 
charts  were  not  selected  but  taken  one,  two,  three. 
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Two  of  these  are  children  in  their  second  year. 
Number  1 was  begun  on  diathermy  as  soon  as  pneu- 
monia was  diagnosed.  Five  diathermy  treatments 
were  given  with  the  resulting  chart. 

Number  2 was  a post-influenzal  pneumonia  which 
had  run  a temperature  of  104  degrees  to  106  degrees 
F.,  for  five  days.  The  slide  shows  a satisfactory 
response,  but  much  slower  than  in  Number  1. 

Number  3,  a case  of  pneumonia  in  a white  male, 
57  years  old,  was  post-influenzal  and  accompanied 
by  a marked  delirium  and  a low  leukocyte  count. 
Treatment  wdth  diathermy  was  begun  within  twelve 
hours  of  the  diagnosis.  In  our  effort  to  hurry  leuko- 


cyte response  the  antigen  was  given  into  the  dia- 
thermed  area  trusting  an  increased  absorption  would 
take  place. 

Diathermy  seems  a valuable  aid  in  certain  joint 
and  tendon  pathologies.  It  is  not  desirable  to  feel 
its  only  use  is  in  the  pneumonias.  And  diathermy, 
manipulations  and  muscle  develcpment  aid  materially 
in  reducing  disability  from  ankylosis  and  adhesions 
occurring  about  injured  joints  and  tendons.  The 
pictures  taken  of  hand  injury  cases  show  in  each 
before  and  after  treatment  with  diathermy  and  ma- 
nipulation. There  are  many  pathologies  aside  from 
these  which  definitely  show'  help  from  diathermy. 


Fig,  4. — Ankylosis  in  third  and  fourth  fingers. 


Fig.  5. — Ankylosis  of  index  finger. 


Fig.  6. — Ankylosis  of  fingers  and  thumb. 
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Fig.  7. — Apparatus  described  in  text. 


Approximately  35  per  cent  of  arthritics  are  im- 
proved from  the  increased  circulation  about  the  joint 
and  the  lessening  of  pain,  which  are  produced  by 
the  heat.  It  is  gratifying  to  have  treated  several  of 
these  cases  with  satisfactor}-  results.  One  in  par- 
ticular had  suffered  from  lumbar  spurs  with  shorten- 
ing of  the  posterior  leg  tendons.  This  patient  had 
been  virtually  promised  a wheel  chair  existence. 
She  came  in  on  crutches  but  in  two  months  was  driv- 
ing her  car.  In  four  months  she  was  discharged 
and  after  twent}’-three  months  there  is  no  recurrence. 

It  is  interesting  to  note  that  different  doses  of  dia- 
thermy may  cause  either  the  deposit  or  absorption  of 
calcium. 

Kovacs  and  Polmer  each  report  several  cases  of 
bursitis  which  by  X-ray  show  calcification  before 
treatment  and  normal  X-ray  and  clinical  bursae  after 
treatment. 

Probably  neuritis,  bursitis  and  fibrositis  patients 
will  be  among  those  most  grateful  for  and  relieved 
by  proper  diathermy  treatments. 

Xagleschmidt  and  Robertson  are  reporting  excel- 
lent results  in  stimulating  hypo-functioning  glands. 
From  my  own  experience  the  stimulation  of  kidneys, 
th}Toids  and  the  h}'p-functioning  ovaries  of  meno- 
pause are  worth  while  and  helpful  procedures. 

.Another  most  worth  while  field  for  this  therapeusis 
is  in  pelvic  inflammations.  Bierman  reports  curing 


95  per  cent  of  his  pelvic  gonorrheas  by  a combination 
of  general  body  fever  and  increasing  the  pelvic  tem- 
perature to  110  degrees  or  112  degrees  F.,  by  local 
pelvic  diathermy.  From  my  own  experience  many 
of  these  pelvic  infections,  although  not  so  large  a 
percentage,  are  cured  by  pelvic  diathermy. 

Surgically,  diathermy  is  frequently  the  method  of 
choice  in  removing  warts,  moles,  skin  blemishes  and 
rodent  ulcers. 

Many  rhinologists  are  using  it  as  submucous  coag- 
ulation in  enlarged  turbinates  and  for  coagulation  of 
polj-ps. 

In  g\-necolog>',  attack  with  surgical  diathermy  on 
infected  cer\'ices  is  a most  valuable  aid.  While  I 
personally  prefer  first  to  treat  these  cases  conser- 
vatively by  galvanic  ionization  and  medical  dia- 
thermy, the  more  resistant  cases  are  nicely  “cleared 
up”  by  some  of  the  surgical  methods.  To  date  we 
have  various  conization  and  coagulation  methods. 
These  slightly  lacerated  and  sometimes  enormously 
enlarged  cervices  are  frequently  cured  at  one  sitting 
by  proper  surgical  diathermy.  Urethral  caruncles 
and  uterine  poh-ps  also  disappear  nicely. 

There  are  so  many  places  in  which  diathermy  is 
a valuable  adjunct,  that  I present  these  as  a few  of 
the  proven  uses. 

So  much  is  being  said  and  written  about  the  more 
recent  radiathermy  that  I would  like  to  say  that  all 
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which  has  been  said  of  conventional  diathermy  seems 
true  of  radiathermy — and  more.  Conventional  dia- 
thermy is  a radio  wave  in  the  300  to  500  meter 
length,  while  radiathermy  is  a radio  wave  in  three 
meter  to  thirty  meter  length.  There  are  technical 
differences  of  application,  etc. 

Figure  7 shows  the  approximate  spectrum  and 
some  of  the  apparatus  used  for  the  generating  of 
waves  used  in  the  medical  work. 


Finally,  I know  of  no  other  field  of  medical  ef- 
fort which  will  yield  more  definite  help  to  us  in  our 
efforts  to  correct  pathology  than  Physical  Therapy. 
A definite  diagnosis  of  our  cases  and  clear  under- 
standing of  the  pathology  present,  coupled  with  def- 
inite understanding  of  the  mode  in  which  physical 
forces  exert  their  influence,  will  help  to  cure  many 
acute  and  chronic  sufferers. 

1103  West  Franklin  Street. 


EXTERNAL  VERSION  IN  THE  EIGHTH  MONTH  FOR 
BREECH  PRESENTATIONS.* 


P.  E.  Thornhill,  M.  D.,  F.  A.  C.  S., 

Diplomate  American  Board  of  Obstetricians  and  Gynecologists. 
Norfolk,  Va. 


In  order  to  obtain  advantage  from  prenatal  care, 
one  naturally  must  make  use  of  the  information  it 
reveals.  One  of  the  objectives  is  to  learn  the  posi- 
tion of  the  child  in  the  latter  months  of  pregnancy. 
The  questions  I wish  to  discuss  are  these; — (1 ) How 
much  does  breech  presentation  and  breech  delivery 
increase  birth  risk  for  the  child?  And  (2)  When 
a breech  is  diagnosed,  what  should  we  try  to  do 
about  it? 

The  incidence  of  breech  presentation  is  about 
three  per  cent. 

Frequently  we  hear  doctors  say  of  these  cases, 
“Oh,  I don’t  pay  much  attention  to  them;  I can 
deliver  them  one  way  about  as  well  as  the  other, 
and  I don’t  recall  that  I ever  lost  one.”  But  I fear 
such  men  either  have  not  had  many  breech  deliveries, 
or  their  memories  are  poor,  or  their  records  are  de- 
ficient, and  that  they  have  not  taken  the  trouble  to 
compare  the  actual  damage  with  that  of  their  vertex 
cases. 

Among  authorities  and  writers,  there  is  complete 
agreement  that  breech  delivery  greatly  increases  the 
risk  to  the  child.  Dr.  J.  Whitridge  Williams,^  in  his 
textbook  of  twenty-five  years  ago,  says,  “In  view 
of  the  serious  fetal  prognosis  attending  breech  pres- 
entations, the  obstetrician  should  aim  to  prevent  their 
occurrence  as  far  as  possible,  and  whenever  they  are 
diagnosed  in  the  latter  weeks  of  pregnancy  an  at- 
tempt should  be  made  to  substitute  a vertex  presen- 

•Read  before  the  sixty-sixth  annual  session  of  the  Medi- 
cal Society  of  Virginia,  at  Norfolk,  October  15-17,  1935. 


tation,  by  means  of  external  version.”  He  gave  the 
fetal  mortality  for  breech  delivery  between  ten  and 
fifteen  per  cent. 

In  this  paper,  our  figures  and  discussion  concern 
primary  breech  presentations  only.  Cases  in  which 
podalic  version  and  extraction  was  done  for  dystocia 
are  not  counted,  for  among  these  the  fetal  mortality 
is  of  course  much  higher.  Also,  consideration  is 
limited  to  “corrected”  figures,  which  means  the  ex- 
clusion of  cases  of  twins,  prematures,  malformation, 
and  macerated  fetuses.  The  effort  is  to  make  a 
fair  comparison  of  birth  risk,  as  between  primary 
vertex  and  breech  presentations. 

For  the  delivery  of  such  breech  cases,  Pierson,^ 
of  Sloane  Maternity,  reported  a corrected  fetal  mor- 
tality of  12  per  cent;  Caldwell  and  Studdiford,®  of 
the  same  institution,  more  recently  reported  11.1  per 
cent;  Taussig,'*  of  St.  Louis,  gives  11.6  per  cent; 
Gordon,  Garlick,  and  Oginz,®  in  a survey  of  Brooklyn 
hospitals  wherein  there  were  2,600  breech  deliveries, 
reported  12.6  per  cent;  McGuiness®  found  19.8  per 
cent ; among  the  hospitals  of  London,  Gibberd'^  found 
12.6  per  cent.  The  lowest  rate  found  was  among 
550  cases  by  Cannell  and  Dodek,*  of  Cleveland,  last 
year,  6%  per  cent.  Litzenburg,®  in  the  Journal  of 
Obstetrics  and  Gynecology,  states,  “The  after-com- 
ing head  in  breech  or  version  delivery  is  particularly 
susceptible  to  intracranial  injury.  The  death  rate 
is  about  10  per  cent.  Skilled  operators  will  not 
lose  so  many,  but  the  average  physician,  without 
marked  skill,  will  lose  more  than  10  per  cent.” 
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Therefore,  a conservative  estimate  of  the  average 
fetal  mortality  for  primary  breech  deliveries  is  12 
per  cent. 

Compare  this  with  the  fetal  mortality  in  the  ver- 
tex deliveries  of  normal  full-term  babies.  Text- 
books place  the  mortality  at  about  1 per  cent.  Ex- 
act figures  are  difficult  to  obtain,  because  this  group 
is  not  ordinarily  segregated.  Caldwell  and  Studdi- 
ford  speak  of  the  general  mortality  of  viable  in- 
fants, apparently  including  faulty  presentations,  as 
being  below  2 per  cent.  Plass  and  Alvis^®  in  the 
State  of  Iowa,  among  76,000  spontaneous  vertex  full- 
term  deliveries,  found  a fetal  mortality  of  exactly 
1 per  cent.  So  it  may  safely  be  stated  that  the  deaths 
from  birth  injury  are  at  least  six  times  greater  in 
breech  than  in  vertex  presentations. 

In  addition  to  the  number  that  die,  another  large 
percentage  unquestionably  receive  lasting  injuries 
that  are  not  at  once  apparent.  In  the  Brooklyn 
survey  mentioned,  an  additional  4 per  cent  of  the 
breech  babies  were  reported  injured.  Bronson 
Crothers,^^  of  Harvard,  writing  in  the  Journal  of 
Medical  Sciences;  F.  R.  Ford,^^  of  Johns  Hopkins, 
in  Archives  of  Neurology  and  Psychiatry;  Hugo 
Ehrenfest,^^  in  his  excellent  monograph  on  Birth 
Injuries;  and  F.  A.  Hemsath,^^  in  the  Journal  of 
Obstetrics  and  Gynecology,  on  “Birth  Injuries  of  the 
Occipi^al  Bone,”  all  give  evidence  of  the  increased 
danger  in  breech  birth.  With  them,  breech  delivery 
is  a very  serious  matter  because  hidden  non-fatal 
injuries  are  numerous,  as  well  as  deaths. 

Dr.  Crothers  explains  that,  by  traction  on  a baby’s 
legs  or  hips,  we  easily  rupture  the  spinal  cord  for 
the  reason  that  the  cord  is  firmly  anchored  by  the 
cauda  equina  below  and  by  the  large  cervical  roots 
above,  and  that  it  does  not  stretch  as  easily  as  the 
spinal  column  itself.  He  also  says  that  by  traction 
on  the  neck,  the  medulla  with  its  vital  centers  may 
be  drawn  down  into  the  vertebral  canal. 

Dr.  Hemsath,  in  his  article,  reports  166  consecu- 
tive autopsies  on  viable  still-births  and  neo-natal 
deaths.  He  describes  an  injury  to  the  occipital  bone 
which  he  calls  an  “Osteodiastasis,”  a separation  of 
unossified  segments  due  to  excessive  bending.  It  is 
produced  by  pressure  below  the  occiput,  as  happens 
in  breech  delivery  when  the  occiput  meets  the  pubic 
arch.  Among  the  cases  delivered  by  version  and  ex- 
traction, he  found  this  injury  in  48  per  cent;  among 


the  cases  of  primary  breech  extraction,  he  found  it  in 
33  per  cent. 

In  years  past  we  believed  these  babies  died  from 
asphyxia,;  now  it  is  well  established  that  most  of 
them  die  from  injury  instead.  This  is  an  impor- 
tant point  for  us  to  recognize  and  remember. 

In  the  interest  of  the  child,  therefore,  breech  de- 
livery is  something  to  be  avoided,  if  there  is  any 
possible  way. 

Among  the  strong  advocates  of  external  version  are 
Ryder,i°  Bartholomew,^®  iSIcGuiness,  Taussig,  Cald- 
well and  Studdiford,  Canned  and  Dodek,  and  Ehren- 
fest.  Ehrenfest  says  “External  version  probably 
becomes  one  of  the  most  important  prophylactic 
measures  against  injury  to  the  baby.”  And  Caldwell 
and  Studdiford,  after  describing  their  conservative 
technic  for  delivering  breech  cases,  give,  in  conclu- 
sion, as  their  first  recommendation — “Better  pre- 
natal care,  including  external  version  in  proper 
cases.” 

Some  twelve  years  ago  the  writer  became  interested 
in  this  suBject,  and  began  trying  to  rotate  the  breech 
cases,  keeping  careful  record  of  results.  The  effort 
to  do  this  is  recommended  as  an  excellent  means  of 
improving  one’s  diagnostic  ability.  The  ease  with 
which  some  of  the  babies  were  turned  was  a matter 
of  surprise  and  interest.  In  primiparas,  of  course,  it 
was  found  more  difficult.  Relaxation  of  abdominal 
muscles  was  found  to  be  essential,  and  for  this  the 
co-operation  of  the  patient  was  found  highly  impor- 
tant. 

At  first,  tight  binders  were  used  to  maintain  the 
new  position,  but,  except  for  relaxed  abdominal  wall, 
these  were  soon  omitted  as  being  uncomfortable  and 
unnecessary. 

The  series  here  reported  consists  of  fifty-eight  pri- 
mary breech  presentations,  cases  that  were  essentially 
normal  otherwise.  Cases  of  prematurity,  twins,  mal- 
development,  and  macerated  fetus,  were  excluded. 

Twenty-three  were  primiparas,  thirty-five  were 
multiparas.  Most  had  been  under  personal  observa- 
tion, but  two  of  the  referred  cases  were  within  ten 
days  of  labor  when  first  seen,  and  two  others  were 
first  seen  in  consultation  in  early  labor. 

Of  the  fifty-eight  diagnosed,  forty-nine  were  suc- 
cessfully rotated  by  external  version — 841/2  per  cent. 
Forty  resulted  in  a spontaneous  vertex  delivery  with 
an  uninjured  child. 
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Of  the  nine  we  were  unable  to  turn,  five  were  not 
seen  until  in  the  ninth  month,  five  were  primiparas, 
and  two  had  babies  weighing  nine  pounds. 

Of  the  nine  that  were  successfully  turned  but  re- 
quired assistance  for  delivery,  two  had  cesareans 
for  disproportion,  six  required  forceps,  and  the  other 
was  a 9]/2-pound  baby  with  which  we  had  difficulty 
in  extracting  the  shoulders.  This  was  the  only  still- 
birth and  the  only  known  injury  in  the  series.  I 
suspect  that,  by  traction  on  the  occiput  and  chin, 
either  the  occipital  bone  was  injured  or  the  medulla 
was  pulled  down  into  the  vertebral  canal,  as  Dr. 
Hemsath  w'arns  may  happen,  in  either  a vertex  or  a 
breech  delivery,  when  traction  on  the  neck  is  made. 

Forty  of  the  forty-nine  were  turned  during  the 
eighth  month.  For  obvious  reasons,  this  is  the  most 
favorable  time;  little  engagement  has  taken  place, 
the  baby  is  then  small  enough  to  turn  easily,  and 
yet  it  is  large  enough  to  readily  maintain  its  new' 
position.  Only  five  of  these  had  to  be  turned  a 
second  time. 

None  of  the  cases  in  this  series  required  the  X-ray 
for  diagnosis. 

Anesthesia  was  used  for  only  two,  the  ones  seen 
in  consultation  in  early  labor.  In  both  the  mem- 
branes were  unruptured  and  engagement  was  slight. 
Under  light  anesthesia,  external  version  was  success- 
ful, and  both  delivered  spontaneously  in  vertex  posi- 
tion. 

Among  primiparas,  seventeen  cut  of  twenty-three, 
or  74  per  cent,  were  successfully  turned. 

In  no  case  was  there  complication  with  the  cord, 
nor  did  any  show  evidence  of  detachment  of  the 
placenta.  In  no  case  did  the  manipulations  start 
premature  labor. 

It  w'as  my  observation  that  spontaneous  change 
from  breech  to  vertex,  or  vice  versa,  was  very  un- 
usual after  the  thirty-fourth  week  except  in  cases  of 
hydramnios,  relaxed  abdominal  wall,  or  malforma- 
tions. 

For  the  unusually  good  results  here  reported,  I 
have  only  the  following  explanation  to  offer:  .Ac- 
curate diagnosis  of  fetal  position  is  of  course  a first 
essential;  and  one  should  know  that  the  pelvic  out- 
let is  clear,  and  that  the  child  is  alive.  Then,  with 
such  gentleness  of  fingers  that  the  patient  can  main- 
tain relaxed  muscles,  the  breech  is  disengaged  from 
the  pelvic  brim.  One  hand,  with  steady  pressure  and 


I)erhaj)s  a circular  motion,  moves  this  pole  upward 
and  toward  the  child’s  back,  while  the  fingers  of  the 
other  hand  press  steadily  downward  on  the  occiput, 
gradually  working  that  pole  tow’ard  the  pelvis. 
Plenty  of  time  should  be  given,  so  that  mu.scular 
resistance  is  not  aroused.  With  the  occiput  over  the 
pelvis,  the  breech  should  be  drawn  well  around  to 
over-correction  and  then  pushed  firmly  downward  to 
promote  flexion  and  engagement.  The  key  to  suc- 
cess is  probably  the  avoidance  of  muscular  resistance. 

Summary 

External  version  is  comparatively  easy  to  perform. 
Its  dangers  have  been  over-estimated.  .After  the 
thirty-fourth  week,  the  new  position  is  readily  main- 
tained. 

.As  far  as  life  is  concerned,  it  is  at  least  six  times 
safer  to  be  born  in  vertex  than  in  breech  position. 

.As  far  as  non-fatal  injury  is  concerned,  little  exact 
data  seems  available,  but  from  the  statements  of 
pediatricians,  neurologists,  and  school  authorities 
who  deal  with  backward  and  handicapped  children, 
the  additional  number  must  be  considerable. 

\\’hen  attempting  external  version,  only  gentle 
manipulations  should  be  used;  violent  efforts  are 
undoubtedly  dangerous.  .Anesthesia  should  rarely 
be  employed. 

.A  series  of  fifty-eight  cases  is  reported.  Forty- 
nine  of  these  were  successfully  turned,  and  forty  re- 
sulted in  spontaneous  vertex  deliveries. 

In  conclusion,  I would  borrow  a statement  from 
the  Cleveland  men  mentioned,  “The  greater  use  of 
e.xternal  cephalic  version  is  unquestionably  the  most 
useful  procedure  in  the  prevention  of  breech  mor- 
tality.” 
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Discussion 

Dr.  Waverly  R.  Payne,  Newport  News:  I think  that 
this  brings  to  our  attention  a very  interesting  subject. 
In  order  to  make  the  diagnosis  of  breech  presentation 
at  eight  months  pregnancy,  one  certainly  has  to  make 
frequent  and  very  careful  examinations.  The  diflEerence 
in  mortality  between  breech  and  vertex  presentation  is 
well  agreed  upon.  A few  years  ago  Dr.  Piper,  of  Phila- 
delphia, invented  a forceps  for  breech  delivery,  which 
reduced  the  mortality  by  about  30  per  cent  in  his  clinic, 
but  even  at  that  the  mortality  is  still  a good  deal  higher 
than  in  vertex  deliveries. 

The  etiology  of  breech  presentation  is  still  uncertain. 
I recently  heard  a discussion  on  that  subject.  This  fel- 
low had  worked  it  out  on  the  basis  of  the  specific  gravity 
of  the  amniotic  fluid.  He  found  that  when  the  baby 
was  put  in  amniotic  fluid  in  sufficient  quantity  it  al- 
most immediately  turned  into  a breech,  and  when  put 
in  water  it  almost  invariably  turned  into  a vertex.  So 
it  is  still  unexplained  why  vertex  is  still  the  most  fre- 
quent presentation  and  breech  is  comparatively  rare.  It 
is  a fact  that  a certain  number  of  breech  presentations 
will  turn  themselves  in  the  last  twenty-four  hours.  That 
is  still  unexplained. 

The  infant  mortality  in  this  group  certainly  speaks 
well  for  the  author. 

There  is  one  question  I should  like  to  raise  and  ask 
Dr.  Thornhill’s  opinion  about,  and  that  is  the  advisabil- 
ity of  attempting  to  change  these  presentations  in  the 
case  of  elderly  primiparae.  I personally  am  a little  bit 
afraid  of  breech  labors  in  primiparae  around  thirty-nine 
and  forty;  and  I think  when  they  come  to  term,  or  near 
term,  with  breech  presentation  it  is  a very  doubtful 
proposition,  and  in  my  mind  cesarean  section  should  be 
done. 

I should  like  to  emphasize  the  necessity  of  securing 
relaxation.  In  the  first  place,  it  certainly  makes  the 
procedure  possible,  and,  in  the  second  place,  it  lessens 
the  danger  (or  very  slight  danger)  of  separation  of  the 
placenta. 

I certainly  congratulate  Dr.  Thornhill  on  his  results. 
I have  looked  the  literature  over  a little  bit,  and  I have 
been  unable  to  find  a series  that  compares  favorably 
with  Dr.  Thornhill’s. 

Dr.  G.  Bentley  Byrd,  Norfolk:  I think  Dr.  Thorn- 
hill really  deserves  a good  bit  of  credit  here  to  have  done 
this  many  versions  and  to  have  gotten  the  results  he 
has.  Personally,  I have  always  felt  that  the  less  you 
meddle  in  obstetrics,  the  better  off  you  are. 

I am  not  always  certain  whether  I have  a breech  or 


whether  I have  a vertex.  I know  many  times  I have 
felt  I had  a breech  presentation  at  the  beginning  of  labor, 
but  when  the  baby  was  born,  it  was  born  as  95  per  cent 
of  them  are,  head  first.  For  this  reason  I have  been 
hesitant  to  tamper  with  my  presentations.  I like  to  be 
certain  that  I have  one  pole  or  the  other  presenting. 
Before  I deliberately  attempted  an  external  version  on 
a baby,  I think  I would  at  least  get  an  X-ray  picture, 
to  be  sure  that  my  version  was  not  to  be  in  the  wrong 
direction. 

I realize  that  the  mortality  of  breech  babies  is  very 
much  higher  than  those  presenting  by  vertex.  However, 
if  you  leave  them  alone  most  of  them  will  be  born 
normally,  even  in  breech  presentations.  I know  that  some- 
time I am  going  to  get  in  a lot  of  trouble  with  a breech. 
Personally,  I am  scared  of  breech  presentations.  So 
far,  I have  been  lucky.  However,  I really  believe  that 
unless  you  are  especially  skilled  in  doing  it,  and  un- 
less you  are  absolutely  sure  of  your  position,  it  is  bet- 
ter to  let  them  alone,  and  not  attempt  an  external  ver- 
sion. 

I noticed  in  his  series.  Dr.  Thornhill  had  nine  cases 
that  did  not  result  in  spontaneous  vertex  deliveries,  af- 
ter the  external  versions  had  been  done.  What  hap- 
pened to  these?  I should  like  to  hear  some  further  dis- 
cussion on  this  subject. 

Dr.  Thornhill:  Two  had  cesareans,  for  dispropor- 
tion; six  had  forceps;  and  the  ninth  was  the  one  we  lost. 

Dr.  : I should  like  to  ask 

Dr.  Thornhill  what  proportion  of  those  babies  he  turns 
in  an  occipito-posterior  position  rather  than  an  occipito- 
anterior? 

Dr. : I want  to  ask  what 

happened  to  the  ones  he  ivas  not  able  to  turn?  There 
were  quite  a few  that  he  was  not  able  to  make  an  ex- 
ternal version.  I just  wondered  if  they  were  more  diflS- 
cult  to  deliver  than  the  average  breech  case. 

Dr.  Thornhill,  closing  the  discussion:  I would  like 
to  have  included  in  this  paper  something  about  the 
etiology  which  Dr.  Payne  mentions.  I can  say,  from  my 
notes,  that  twelve  out  of  forty-nine  private  cases  showed 
evidence  of  disproportion;  two  had  moderate  hydram- 
nios;  and  six  had  definitely  relaxed  walls.  These  are 
some  of  the  common  factors  in  etiology. 

In  the  presence  of  breech  presentation  and  possible 
disproportion,  I would  contend  that  external  version  is 
particularly  indicated.  There  is  great  advantage  in  hav- 
ing the  baby’s  head  at  the  pelvic  brim  whenever  the 
question  of  disproportion  arises.  This  fact  I think  needs 
no  argument. 

Regarding  spontaneous  rotation  in  the  latter  months, 
it  is  my  practice  to  make  an  abdominal  examination 
every  two  weeks,  during  the  last  two  months,  and  very 
rarely  have  I found  a baby  changing  its  presentation 
spontaneously  during  that  time.  Except  with  relaxed 
abdominal  wall  or  with  hydramnios,  I think  it  is  uncom- 
mon. 
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Replying  to  Dr.  Byrd,  the  ability  of  diagnosis  depends 
on  individual  training  and  practice.  There  is  nothing 
technically  difficult  about  it.  Anyone  who  routinely  tries 
to  diagnose  presentation  will  rapidly  improve  his  skill. 

Though  evidently  not  much  in  favor  of  external  ver- 
sions, Dr.  Byrd  admits  a definitely  higher  fetal  mortality 
in  breech  deliveries.  I am  sure  that  is  the  experience  of 
everybody. 

Replying  to  the  question  about  occipito-posteriors  after 
version,  among  the  forty  spontaneous  deliveries,  one 


started  labor  as  an  R.  O.  P.,  and  another  as  an  L.  O.  P. ; 
among  the  six  forceps  cases,  only  one  was  a persistent 
occiput-posterior.  So  I am  sure  there  was  no  increased 
incidence  of  occipito-posteriors  in  our  rotated  group. 

Regarding  the  nine  we  diagnosed  but  failed  to  turn, 
there  was  nothing  remarkable;  all  were  breech  extrac- 
tions of  various  sized  babies.  None  happened  to  die, 
but  three  in  this  group  were  seriously  exhausted  and 
apneic,  showing  the  usual  high  incidence  of  apnea  in 
breech  deliveries. 


ESSENTIAL  HYPERTENSION  AND  BRIGHT’S  DISEASE:  THEIR 
DIFFERENTIAL  DIAGNOSIS  AND  TREATMENT.* 


Paul  D.  Camp,  M.  D., 

Richmond,  Va. 


Essential  hypertension  is  a clinical  entity  in  which 
high  blood  pressure  is  the  essential  finding  and  in 
which  there  is  no  evidence  either  clinical  or  post- 
mortem of  primary  inflammation  of  the  kidneys. 
From  the  time  of  Bright  and  even  until  recently  the 
condition  has  either  been  known  under  a variety  of 
names  or  has  been  missed  completely.  Formerly  most 
all  cases  presenting  hypertension  were  considered  as 
some  type  of  nephritis  even  though  definite  kidney 
damage  were  not  proven  and  such  cases  were  called 
“cardio-renal  disease”  or  “chronic  interstitial  ne- 
phritis.” The  fact  that  essential  hypertension  is  a 
definite  clinical  entity  has  only  recently  been  appre- 
ciated. Essential  hypertension  accounts  for  about 
95  per  cent  of  the  cases  of  elevated  blood  pressure 
and  nephritis  accounts  for  the  majority  of  the  re- 
mainder. 

Chronic  glomerulonephritis  or  chronic  hemorrhagic 
Bright’s  disease  follows  at  varying  intervals  after 
acute  nephritis,  which  may  or  may  not  have  been 
recognized.  A great  many  of  these  acute  cases  get 
well,  a few  die  in  the  acute  stage  and  some  improve 
and  reach  a latent  stage,  while  others  pass  on 
through  a subchronic  phase  into  the  chronic  phase 
and  terminate  in  uremia.  The  pathologist  classifies 
the  kidney  of  the  subacute  or  subchronic  stage  as 
the  large  white  kidney,  whereas  that  of  the  chronic 
stage  is  represented  by  the  small  granular  secon- 
darily contracted  kidney. 

The  clinical  picture  presented  by  chronic  glo- 
merulonephritis is  a very  varied  one.  Some  cases  go 

•Read  before  the  sixty-sixth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Norfolk,  October  15-17, 
1935. 


along  for  years  without  symptoms  until  they  sud- 
denly go  into  a uremic  coma.  Others  present  no 
s>'pmtoms  except  slight  weakness  or  malaise.  Head- 
aches and  gastro-intestinal  symptoms  are  among  the 
symptoms  most  frequently  found.  The  cardinal 
signs  are  hypertension,  edema  and  evidences  of  renal 
impairment  revealed  in  the  abnormal  urinary  and 
blood  findings. 

In  nephritis  the  severity  of  the  initial  attack  is 
not  always  an  accurate  guide  as  to  the  final  out- 
come. During  the  first  year  complete  recovery  is 
possible  even  in  the  severest  cases;  however,  it  is 
improbable  in  severe  cases  of  several  months  dura- 
tion. In  general,  cases  with  early  edema  offer  a 
better  prognosis  than  those  with  early  high  blood 
pressure.  Complete  recovery  scarcely  ever  occurs 
after  the  nephritis  has  been  present  for  two  years 
or  over.  The  most  important  factor  in  determining 
the  prognosis  is  the  rate  at  which  the  renal  impair- 
ment progresses.  In  chronic  glomerulonephritis  the 
development  of  frank  cardiac  insufficiency  is  un- 
usual; in  by  far  the  great  majority  of  these  patients 
the  cause  of  death  is  due  to  uremia,  which  state  is 
brought  about  by  failure  of  the  kidneys. 

There  have  been  a great  many  tests  devised  and 
proposed  for  use  in  determining  the  degree  of  renal 
function.  Some  of  these  have  been  shown  to  be  of 
no  value,  others  are  of  value  but  are  very  compli- 
cated technically  and  cannot  be  carried  on  outside 
an  elaborate  laboratory;  however,  there  are  a few 
tests  which  are  of  great  value  and  which  have  the 
unusual  virtue  of  being  very  simple.  Such  is  the 
concentration  test.  The  principle  of  this  test  is  to 
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determine  whether  or  not  the  kidney  is  able  to  se- 
crete a urine  of  high  specific  gravity.  The  rise  or 
fall  in  concentrative  power  indicates  progress  for- 
ward or  backward.  Of  course,  in  all  suspected 
nephritis  cases  the  routine  urine  examination  should 
be  done,  paying  particular  attention  to  the  specific 
gravity,  which  will  usually  be  found  to  be  lowered; 
to  the  amount  of  albumin,  and  this  will  varv  with 
the  stage  of  the  disease;  and  to  the  microscopic 
study  of  the  urinar}'  sediment  which  will  reveal, 
quoting  .\ddis  and  ^’an  Slyke,  “Red  cells  in  varying 
numbers,  blood,  epithelial  and  granular  casts  in  all 
stages  except  terminal.  Hyaline  casts  in  all  stages. 
Broad  ‘renal  failure’  casts  in  terminal  stages.” 

Essential  Hypertension 

Although  arterial  hypertension  is  a cardinal  symp- 
tom of  chronic  glomerulonephritis,  this  disease  ac- 
counts for  only  a small  proportion  of  cases  of  ar- 
terial hypertension,  whereas  cases  of  essential  hyper- 
tension make  up  a very  large  percentage  of  cases  of 
arterial  hypertension.  In  the  condition  of  essential 
hypertension  there  is  no  evidence,  either  clinical  or 
post-mortem,  of  primar}-  inflammation  of  the  kid- 
neys, and  such  renal  lesions  as  are  found  are  con- 
sidered by  modern  workers  in  this  subject  to  be 
secondary  to  the  hypertension.  In  addition  to  chronic 
glomerulonephritis  there  are  certain  other  conditions 
which  cause  a persistent  high  pressure  in  the  sys- 
temic arteries.  The  most  important  of  these  are  in- 
creased intracranial  pressure  which  may  be  found  in 
cases  of  brain  tumor,  chronic  lead  poisoning,  rare 
cases  of  suprarenal  tumor,  and  some  cases  of  thyro- 
toxicosis. There  have  been  a great  number  of  theo- 
ries advanced  to  explain  the  cause  of  high  blood 
pressure;  however,  if  we  except  the  above  named 
conditions  the  cause  still  remains  not  proven.  Sir 
Thomas  Lewis  states,  “The  immediate  cause  of  the 
increased  blood  pressure  is  almost  certainly  increased 
tone  of  the  peripheral  vesesls,  and  especially  the 
arterioles.  But  the  reason  why  there  is  persistent 
increase  of  arteriolar  tone  has  not  yet  been  discov- 
ered.” In  a series  of  708  cases  of  essential  hyper- 
tension reported  by  Paul  White  and  Duckett  Jones, 
63  per  cent  of  the  patients  were  in  the  sixth  and 
seventh  decades;  only  21  per  cent  were  less  than 
fifty  years  of  age. 

There  are  no  characteristic  symptoms  of  essential 
hypertension  nor  of  hypertensive  heart  disease  until 
complications  set  in.  The  condition  is  often  pres- 


ent for  a number  of  years  without  causing  symptoms, 
and  may  be  picked  i up  on  routine  examination  dur- 
ing which  the  blood  pressure  is  found  to  be  elevated, 
and  it  is  often  a surprise  to  the  patient  and  the 
physician  alike.  The  constant  high  pressure  is 
sooner  or  later  followed  by  marked  arteriosclerosis 
of  various  organs,  and  then  symptoms  characteristic 
of  dysfunction  of  these  organs  appear.  For  example, 
dysfunction  of  the  brain  may  cause  headache,  dizzi- 
ness, fatigue,  and  nervousness,  minor  or  severe  at- 
tacks of  paralysis,  apoplexy,  or  change  of  disposi- 
tion. Sooner  or  later  in  most  cases  the  patient  pre- 
sents signs  and  symptoms  of  cardiac  insufficiency. 
Shortness  of  breath  after  exercise  is  usually  the  first 
symptom;  this  is  usually  slight  at  first,  but  as  the 
disease  progresses  the  s}Tnptoms  become  worse.  Even 
before  the  advent  of  severe  dyspnea,  cardiac  asthma, 
thought  to  be  connected  with  sudden  attacks  of  acute 
failure  of  the  left  ventricle  usually  occurring  at  night 
and  resulting  in  the  starting  of  asthmatic  breathing, 
may  occur  quite  often.  Pain,  either  the  dull  aching 
type  of  myocardial  fatigue  or  the  anginal  type  due  to 
coronar}’  sclerosis,  is  a frequent  symptom.  In  addi- 
tion to  or  perhaps  separately  from  the  cardiac  signs 
of  enlargement  of  the  heart,  dilatation  of  the  aorta, 
basal  and  apical  systolic  murmurs,  etc.,  there  may 
develop  signs  of  serious  involvement  of  the  brain  or 
kidneys  presenting  their  characteristic  signs  and 
SATuptoms. 

The  prognosis  in  esesntial  hypertension  is  modi- 
fied by  a great  number  of  factors,  the  chief  of  these 
being  the  condition  of  the  cardiovascular  system. 
The  duration  of  life  from  the  onset  of  symptoms  is 
considered  by  Lewis  to  be  about  ten  years;  however, 
as  the  disease  is  so  insidious  in  its  onset  and  may 
cause  symptoms  for  years,  it  is  probable  that  the 
total  duration  of  high  blood  pressure  is  at  least 
twenty  years  or  more,  and  patients  have  been  known 
to  live  over  a period  of  ten  to  twenty  or  even  thirty 
years  with  a high  blood  pressure. 

Points  to  be  considered  in  the  differential  diag- 
nosis of  the  two  conditions  are;  First,  History.  .A. 
history  of  subacute  nephritis  in  the  past  tends  to 
rule  out  the  diagnosis  of  essential  hypertension;  a 
family  history  of  “strokes,”  apoplexy,  or  high  blood 
pressure  favors  essential  hypertension.  Second,  Age. 
Essential  hypertension  is  rare  before  the  fortieth 
year  and  chronic  nephritis  is  rare  after  the  fortieth 
year.  Third,  Blood  Pressure.  Higher  blood  pres- 
sures (250  and  over)  are  rare  except  in  essential 
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hypei'tension ; l;lood  pressure  is  more  stalile  in  ne- 
phritis. Fourth,  Urinalysis  and  other  examinations. 
These  reveal  evidence  of  kidney  damage  in  nephritis; 
in  essential  hypertension  only  slight  abnormalities 
of  urine  are  noted  and  these  are  secondary.  Fifth, 
Death.  In  chronic  nejihritis  death  is  more  often 
uremic,  whereas  in  essential  hyjiertension  it  is  more 
often  from  cardiac  failure.  Si.xth,  Frequency.  Es- 
sential hypertension  occurs  much  more  frequently 
than  chronic  nephritis. 

Treatment 

The  treatment  of  chronic  glomerulonephritis  and 
of  essential  hypertension  has  a number  of  things  in 
common.  Of  course,  a patient  who  has  a rapidly 
progressing  glomerulonephritis  with  severe  renal  im- 
pairment and  edema  should  be  kept  in  bed  and 
treated  with  severe  protein  and  salt  restriction;  how- 
ever, I wish  to  consider  the  ambulatory  cases  of 
chronic  nephritis  and  essential  hypertension,  point- 
ing out  certain  differences  as  I come  to  them.  First, 
Diet.  These  patients  should  have  a mixed,  well- 
balanced  diet  that  is  sufficient  to  keep  them  at  their 
normal  weight  or  slightly  under  this.  Obesity  is  to 
be  avoided,  and  if  these  patients  are  obese  their 
diet  should  be  carefully  reduced  so  that  there  is  a 
gradual  reduction  of  weight.  After  searching  the 
literature  I can  find  no  real  proof  that  one  type  of 
protein  is  better  or  worse  for  a patient  than  another 
type.  Fishberg  states,  “As  far  as  the  kidney  is  con- 
cerned the  difference  lietween  animal  and  vegetable 
protein  and  between  red  and  white  meat,  is  largely 
illusory.  So  long  as  the  allotted  quantity  is  not  ex- 
ceeded, almost  any  protein  foods  may  be  given,  and 
they  should  be  varied  so  as  not  to  further  impair 
the  appetites  which  are  generally  poor.”  If  a pa- 
tient has  a greatly  diminished  e.xcreting  power,  he 
should  for  the  time  being  be  put  on  a very  low  pro- 
tein diet;  but  this  cannot  be  kept  up  long,  or  this 
patient  as  well  as  the  patient  with  good  kidney  func- 
tion will  begin  to  show  signs  of  emaciation.  It  is 
generally  concluded  that  the  average  patient  re- 
quires about  1 gram  of  protein  per  kilogram  of  body 
weight.  If  a patient  has  chronic  glomerulonephritis 
with  edema,  rigid  salt  restriction  does  at  times  seem 
to  be  of  aid  in  clearing  up  the  edema.  If  the  patient 
has  chronic  nephritis  without  edema,  or  has  essential 
hypertension,  it  would  seem  that  a moderate  limita- 
tion of  the  salt  intake  is  desirable.  Although  some 
startling  results  of  the  effect  of  the  salt-free  diet  in 


lowering  of  blood  pressure  have  been  rejiurted,  yet 
these  have  not  been  confirmed  by  other  workers.  If 
tlie  patient  has  edema  of  nephritic  origin,  we  are  in 
a Iiad  place;  for  on  the  one  hand  he  may  need 
excess  fluid  in  order  that  the  damaged  kidney  may 
carry  off  the  excreted  solids;  yet  if  he  continues  to 
drink  an  excess  of  water,  the  edema  may  likely  in- 
crease. Each  case  has  to  be  decided  on  its  own 
merits.  If  the  patient  has  edema  due  to  cardiac 
failure,  then  fluids  should  be  restricted.  With  the 
exception  of  the  aliove  two  types  of  cases  it  seems 
that,  again,  moderation  is  the  watch-wo-rd. 

Second,  Mental  and  physical  rest.  This  is  un- 
doubtedly the  most  important  phase  of  the  treat- 
ment and,  unfortunately,  the  most  difficult  to  carry 
out.  Each  case  will  have  to  be  handled  as  a person 
and  individual  and  not  Just  one  of  high  blood  pres- 
sure. It  seems  very  unwise  to  put  too  much  emphasis 
on  the  exact  blood  pressure  reading  each  visit;  in 
fact,  it  is  a good  plan  to  omit  taking  the  blood 
pressure  on  certain  visits.  If  it  is  at  all  possible  a 
daily  rest  period,  such  as  an  hour  after  the  mid-day 
meal,  is  advisable  for  these  patients.  They  should 
avoid  all  nervous  and  physical  strain;  however,  ex- 
ercise such  as  walking,  golfing  and  riding  are  to  be 
encouraged. 

Third,  These  patients  should  receive  symptomatic 
or  special  treatment  of  any  particular  complicating 
diseases  or  disorders.  The  exact  benefit  derived 
from  the  eradication  of  foci  of  infection  like  apical 
tooth  abscesses  is  still  open  to  argument. 

Fourth,  Drugs.  During  the  stage  of  essential  hy- 
pertension or  chronic  nephritis  when  patients  are 
without  signs  and  symptoms,  treatment  directed 
solely  toward  lowering  the  blood  pressure  is  not 
justified.  Many  drugs  have  been  tried;  the  results 
of  most  are  disappointing.  Nitrites  in  various  forms 
have  been  extensively  used  in  an  attempt  to  lower 
the  blood  pressure  and  they  will  temporarily  lower 
the  pressure;  however,  it  may  be  said  that  in  gen- 
eral the  effect  is  too  short  to  make  them  of  practical 
value.  Erythrol  tetranitrate  is  an  exception;  it  acts 
within  one-half  hour  and  the  action  persists  for  about 
five  hours.  It  may  be  tried  in  certain  cases;  how- 
ever, it  does  cause  severe  headaches  in  some  cases. 
The  usual  dose  is  from  14  to  1 grain.  Bi.smuth  sub- 
nitrate has  recently  been  used  in  doses  of  10  grains 
three  times  daily.  Stieglitz  recommends  this  highly. 
Potassium  sulphocyanate  is  recommended  by  some 
men  and  in  some  cases  does  work  well;  however,  I 
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have  seen  definite  bad  effects,  such  as  mental  upsets, 
from  its  use.  Iodides  have  been  used  in  the  treat- 
ment of  h}'pertension  and  the  good  results  in  some 
cases  would  certainly  seem  to  justify  their  trial,  par- 
ticularly in  cases  of  h)"pertension  asosciated  with 
s}-philis.  Purine  derivatives,  such  as  theobromine 
or  its  sodium  salicylate  salt  (diuretin),  or  perhaps 
theophylline  ethylene  diamine  (also  called  euphyl- 
lin,  metaphyllin  or  thephyldine) , may  be  used  more 
in  an  attempt  to  obtain  dilatation  of  the  coronary 
arteries  and  thereby  to  improve  myocardial  nutrition, 
than  in  attempt  to  lower  the  blood  pressure. 

Sedatives.  I believe  that  the  use  of  sedatives  is 
one  of  the  greatest  adjuncts  which  we  have.  The 
patient  who  is  naturally  nervous  or  who  is  worried 
and  anxious  about  his  high  blood  pressure  is  a par- 
ticularly good  subject  for  treatment  with  sedatives 
and  in  such  patients  there  may  be  a drop  of  20  to 
40  mm.  of  mercury  when  simple  sedatives  are  given. 
Bromides  are  among  the  most  useful  sedatives  and  I 
have  found  that  a combination  of  potassium  bro- 
mide and  chloral  hydrate  given  with  any  simple  ve- 
hicle often  works  well.  And  contrar}’  to  certain 
teachings,  I do  not  believe  that  chloral  hydrate  in 
ordinar}"  doses  is  harmful  to  the  heart.  The  bar- 
bituric acid  derivatives,  particularly  barbital  (vero- 
nal) and  phenobarbital  (luminal),  are  verj'  useful 
in  the  treatment  of  hypertension;  the  doses  may  be 
varied  to  suit  the  individual  cases.  If  used  too  long 
they  are  apt  to  lose  their  effectiveness. 

Glandular  extracts,  particularly  those  of  the  thy- 
roid, ovary,  and  liver  have  been  used,  but  the  proof 
of  good  results  is  lacking.  Sj-mpathectomy  is  now 
being  tried  and  it  seems  that  it  might  be  useful  in 
the  treatment  of  certain  cases;  the  final  decision  as 
to  the  merits  of  the  operation  will  have  to  be  decided 
later. 

Of  course,  if  cardiac  complications  such  as  con- 
gestive failure,  cardiac  asthma,  angina  pectoris, 
coronary  thrombosis  or  auricular  fibrillation  de- 
velop, these  must  be  treated  in  the  usual  way.  I 
would  merely  like  to  state  that  digitalis  is  not  contra- 
indicated because  of  the  hj'pertension  and  should  by 
all  means  be  used  in  cases  of  congestive  failure, 
cardiac  asthma  and  auricular  fibrillation. 
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Discussion 

Dr.  F.  C.  Rinker,  Norfolk:  It  is  a pleasure  to  have 
had  the  opportunity  of  reading  this  excellent  paper  and 
then  to  hear  it  presented. 

The  author’s  description  of  the  clinical  pictures  of  the 
nephritic  and  essential  types  of  hypertension  is  com- 
mended. 

In  Dr.  Camp’s  discussion  of  the  causes  of  essential 
hypertension  he  has  covered  the  ground  fully  but  I ques- 
tion that  brain  tumor  should  be  included  among  the 
etiological  factors.  My  experience,  and  I believ'e  that 
of  others,  is  that  brain  tumor  and  increased  arterial 
tension  rarely  occur  in  the  same  individual  at  the  same 
time.  Essential  h3"pertension,  in  my  experience,  occurs 
most  frequently  in  the  highly  tensioned  individuals  and 
in  those  who  have  harbored  foci  of  infection  for  some 
time.  Many  clinicians  have  suggested  that  constipation, 
alcohol  and  tobacco  should  be  included  among  the  causes 
of  hypertension.  From  the  studies  of  Alverez,  McCalla, 
Zimmerman,  Stanley,  Stieglitz  and  others,  it  would  seem 
that  neither  of  these  factors  have  any  permanent  effect 
on  blood  pressure. 

The  differentiation  of  the  two  types  of  hypertension 
(nephritic  and  essential)  has  been  well  outlined  by  the 
essayist. 

Regarding  the  treatment  of  increased  arterial  tension, 
I wish  to  emphasize  this  point  in  Dr.  Camp’s  paper:  that 
the  radical  elimination  of  animal  protein  and  salt  from 
the  diet  often  does  harm.  While  it  may  be  advisable 
to  reduce  these  constituents  of  the  food  in  the  majority 
of  cases,  it  should  be  done  with  caution  for  fear  of 
upsetting  the  general  metabolism  and  the  acid-base  bal- 
ance of  the  body  tissues. 

In  closing,  I would  like  to  suggest  that  high  season- 
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ings  and  spices  be  eliminated  from  the  diet  because  they 
contain  volatile  oils  which  act  as  irritants  directly  on  the 
arteries.  Of  course,  the  removal  of  all  foci  of  infection 
should  be  done  whenever  possible. 

Dr.  T.  Dewey  Davis,  Richmond:  I should  -like  to  dis- 
cuss for  a few  minutes  the  subject  of  essential  hyper- 
tension but  not  from  the  differential  standpoint.  What 
1 am  going  to  say  is  known  to  all  of  you  but  you  will 
pardon  me  if  I emphasize  certain  features  of  the  sub- 
ject. 

Many  years  ago  hyperthermia  was  treated  as  a dis- 
ease, but  today  we  know  that  fever  is  a reaction  to 
disease  and  we  devote  our  therapeutic  energies  to  the 
causes,  recognizing  that,  at  least  in  certain  instances, 
the  fever  may  be  in  itself  beneficial  to  the  patient. 

Likewise,  essential  hypertension  is  a symptom  of  some 
underlying  disorder.  Dr.  Camp  has  told  you  of  certain 
diseases  which  cause  hypertension,  one  of  them  being 
suprarenal  tumors.  Removal  of  these  tumors  in  a few 
instances  has  resulted  in  prompt  fall  of  blood  pressure. 
There  are  many  other  causes  of  elevated  blood  pressure 
and  until  we  are  able  to  sort  these  out  we  can  scarcely 
hope  to  get  very  far  treating  it  as  a disease  entity. 

Long  continued  nervous  tension  is  described  as  a cause 
of  the  condition,  and  there  is  no  question  that  this  is  an 
aggravating  factor,  but  I have  had  the  opportunity  of 
observing  a number  of  cases  of  so-called  malignant  hyper- 
tension among  young  negroes  where  the  nervous  factor 
would  seem  to  be  of  little  importance. 

Dr.  Camp  has  suggested  various  measures  which  may 
be  utilized  in  the  treatment  of  hypertension.  We  cannot 
at  the  present  time  hope  to  do  much  more  than  give 
symptomatic  therapy.  Certainly,  there  is  little  object  in 
restricting  proteins  unless  renal  insufficiency  is  demon- 
strated. Restriction  of  salt  to  the  point  where  there  is 
salt  deficiency  may  lower  the  pressure  but  usually  the 
patient  is  made  weaker,  and,  certainly,  he  is  not  usually 
very  happy  while  taking  this  type  of  diet.  Preparations 
of  sulphocyanate  have  been  recommended  but  apparently 
the  good  effect  obtained  is  the  result  of  toxic  activity 
of  the  drug,  and  rather  severe  skin  reactions  have  been 
observed. 

I emphasize  again  that  until  we  know  the  cause  of 
hypertension  we  will  do  well  to  confine  ourselves  to  the 
remedies  which  we  are  reasonably  sure  are  harmless. 

Dr.  J.  W.  Hunter,  Norfolk:  I have  suffered  with  this 
essential  hypertension  and  only  rise  to  tell  you  of  some 
of  my  personal  experiences.  From  personal  experience  I 
wish  to  say  that  I think  that  bismuth  subnitrate  is  worth- 
less. I took  several  ounces  of  it.  I think  that  chloral  is 
also  to  be  discarded.  I am  sorry  to  tell  you  that  I think 
the  same  thing  of  the  bromides.  As  for  the  barbiturates. 


while  I may  have  a personal  idiosyncrasy,  I am  much 
better  off  without  them.  According  to  the  latest  “dope,” 
which  I heard  recently  while  in  Boston  on  the  purine 
derivatives,  it  is  very  questionable  whether  theobromine 
is  of  any  value.  So,  from  my  own  experience,  I do  not 
know  what  to  use.  I have  come  to  the  conclusion  that 
probably  rest,  elimination  of  mental  fatigue,  if  possible, 
fresh  air  and  simple  exercise,  such  as  golf,  are  probably 
the  best  propositions  of  all.  The  weight  of  the  indi- 
vidual should  also  be  kept  down. 

Dr.  Camp,  closing  the  discussion;  I should  like  to 
thank  Dr.  Rinker,  Dr.  Davis  and  Dr.  Hunter  for  their 
discussion  of  my  paper. 

In  regard  to  Dr.  Rinker’s  remarks  that  in  his  experience 
cases  of  brain  tumor  do  not  usually  have  a high  blood 
pressure,  I have  not  seen  a great  many  cases  which  did 
or  did  not  have  high  blood  pressure.  I must  admit  that 
I added  that  along  with  others  because  it  is  usually  in- 
cluded among  the  causes. 

I agree  with  Dr.  Davis  in  practically  all  he  said.  The 
name,  “essential  hypertension,”  is  really  just  one  to  hide 
our  ignorance  of  the  fact  that  we  do  not  know  the  cause 
of  the  hypertension.  We  call  it  essential  hypertension 
and  thereby  admit  that  we  do  not  know  the  real  cause 
of  it.  I agree  with  him  that  until  the  cause  is  found 
we  are  quite  a bit  in  the  dark  about  treating  it.  That 
is  why  so  many  things  are  tried  and  found  wanting.  As 
I tried  to  bring  out,  the  patient  should  be  treated,  and 
not  the  high  blood  pressure.  We  have  high  blood  pres- 
sure in  nephritis  and  in  essential  hypertension.  It  may 
be  the  same  thing  causes  it  in  both  of  them,  or  may  be 
in  one  but  not  the  other.  I still  repeat  that  we  do  not 
know  the  cause  of  essential  hypertension. 

I did  not  mentioned  malignant  hypertension  because  I 
did  not  have  time  to  cover  that.  I have  also  seen  a 
number  of  these  young  Negro  cases  of  which  Dr.  Davis 
spoke.  I agree  with  him  that  there  certainly  cannot 
be  much  nervous  strain  there,  at  least  not  as  we  recog- 
nize it. 

As  for  Dr.  Hunter’s  case,  it  is  unfortunate  that  he  has 
an  idiosyncrasy  to  the  barbituric  acid  series,  because 
phenobarbital  certainly  seems  to  help  in  most  cases. 

In  regard  to  the  concentration  test,  it  is  a very  simple 
thing.  The  patient  eats  a rather  light  supper  at  night. 
He  drinks  about  250  c.c.  (a  half  pint)  of  water  and  does 
not  take  any  more  during  the  night.  Specimens  are  taken 
at  eight  o’clock,  nine  o’clock  and  ten  o’clock  in  the  morn- 
ing. The  specific  gravity  of  each  is  recorded.  Those 
cases  showing  a high  specific  gravity,  and  hence  a good 
concentrative  ability,  are  apt  to  have  kidneys  possessing 
good  function,  whereas  the  cases  showing  a low  specific 
gravity  are  likely  to  have  severely  damaged  kidneys. 

Of  course,  there  are  a number  of  other  tests,  which 
the  general  practitioner  cannot  carry  out  very  well. 
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CICATRICIAL  STENOSIS  OF  THE  ESOPHAGUS— REPORT 

OF  CASES.* 


C.  C.  Cooley,  M.  D., 

Norfolk,  Va. 


Etiology:  Caustics  are  the  usual  cause  of  eso- 
phageal strictures.  Lye  is  the  most  frequent  chem- 
ical, others  being  acids,  ammonia,  sodium  carbonate 
(washing  soda)  and  bichloride  of  mercury.  Other 
causes  are  foreign  bodies,  burns  of  hot  food,  toxic 
gas,  typhoid  fever,  diphtheria,  tuberculosis,  lues, 
scarlet  fever,  pyogenic  infections  and  peptic  ulcer. 
Imperatori^  and  Baumann^  reixirt  cases  of  stricture 
due  to  pemphigus.  Streicher^  reports  a case  due  a 
cut  on  the  neck.  Jackson^  has  emphasized  the  exist- 
ence of  peptic  ulcer  of  the  esophagus,  as  have 
Moersch,  Eusterman  and  Camp®  at  the  Mayo  Clinic, 
Winkelstein,®  of  Xew  York,  also  Friedenwald,  Feld- 
mann  and  Zinn.'  Foci  of  infection  are  largely  re- 
sponsible for  the  ulcers.  Vinson®  says  the  etiology 
is  unknown  in  20  per  cent  of  cases.  Esophagitis 
may  occur  after  any  operative  procedure,  later  re- 
sulting in  a stricture. 

Children  are  most  frequently  affected,  usually  by 
lye  burns. 

Pathology:  Chemical  burns  cause  swelling  and 
redness,  followed  by  sloughing  ulcerative  esophagitis, 
which  later  leads  to  scar  tissue  formation.  Granu- 
lation tissue  may  occur.  Tuberculosis  causes  an 
erosion  or  an  ulceration  surrounded  by  granules. 
Lues  shows  an  ulceration  as  a mucous  plaque. 
Mosher’  performed  100  autopsies  to  prove  that  in- 
fection comes  from  within  the  esophagus  or  from 
diseases  without  the  esophagus.  The  lower  part  is 
most  frequently  involved,  probably  aided  by  the  nor- 
mal apposition  of  the  folds  of  the  tissue,  which  al- 
lows a small  amount  of  infection  to  produce  stric- 
ture. The  glands  are  probably  the  chief  route  of 
infection  from  within.  .Acute  infection  occurs  as  a 
superficial  ulceration  or  as  edema  of  the  submucosa 
and  infiltration  of  the  connective  tissue.  P.M.N. 
cells  predominate.  Chronic  infection  is  shown  by  a 
generalized  infiltration  with  small  round  cells  and 
plasma  cells,  or  by  an  increase  in  the  subepithelial 
connective  tissue,  or  by  an  increase  in  connective 
tissue  throughout  the  esophagus  and  periesophageal 

*Read  before  the  sixth-sixth  annual  meeting  of  the 
Medical  Society  of  V^irginia  in  Norfolk,  October  15-17, 
1935. 


tissues.  Hemorrhage  may  occur,  especially  in  cir- 
rhosis of  the  liver. 

Symptoms  and  Signs:  Chemical  burns  cause 
dysphagia  due  to  the  acute  reaction — redness,  swell- 
ing and  ulceration.  This  reaction  gradually  sub- 
sides in  seven  to  fourteen  days,  the  patient  appear- 
ing to  have  recovered,  and  swallowing  ma)'  be  nor- 
mal for  awhile.  Dysphagia  then  gradually  reap- 
pears and  progresses  until  liquids  only  can  be  taken. 
Dehydration  and  loss  of  weight  soon  appear.  Even 
emaciation  occurs. 

On  examination  through  an  esophagoscope  the 
stricture  appears  as  a pale  scar,  usually  eccentrically 
situated,  though  it  may  be  annular.  There  may 
be  ulceration  and  inflammation  or  granulations  pres- 
ent. Caustics  frequently  produce  multiple  stric- 
tures at  two  or  more  levels.  There  may  be  some 
esophageal  dilatation  above  the  stricture.  The  loca- 
tion varies,  the  order  of  frequency  according  to  Jack- 
son^®  being:  (1)  where  the  left  bronchus  crosses, 
(2)  at  the  cricopharyngeus,  and  (3)  at  the  hiatus. 
.According  to  Alosher,^^  it  is  frequently  at  the  liver 
tunnel. 

Diagnosis:  .A  history  and  complete  physical  ex- 
amination should  be  done  on  all  cases.  Fluoroscopic 
study  with  a barium  meal  is  done  almost  routinely. 
Lipiodol  may  be  used  if  the  stricture  is  very  small. 
X-ray  the  esophagus  following  fluoroscopy.  Esoph- 
agcscop)'  is  then  performed.  Xever  do  blind 
bouginage.  .A  filiform  may  be  passed,  preferably 
under  guidance  of  the  fluoroscope.  Differentiation 
from  carcinoma,  aneurysm,  compression  stenosis, 
foreign  body,  diverticulum  and  cardiospasm  is  to  be 
made. 

Prognosis:  Von  .Acker  reported  40  to  50  per  cent 
mortality  before  the  days  of  the  esophagoscope. 
Those  cases  treated  early  recover  more  quickly  and 
more  permanently.  .An  early  gastrostomy  and  retro- 
grade dilatation  cure  practically  all  cases.  Tucker^^ 
reported  twenty-five  cases  in  1924  with  100  per  cent 
improvement  by  retrograde  dilatation. 

Treatment:  Dehydration  and  emaciation  may  re- 
(juire  treatment  first.  .A  gastrotomy  should  be  done 
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early,  a feeding  tube  inserted  and  the  patient  al- 
lowed to  rest  for  two  or  three  weeks  with  tube  feed- 
ings. During  this  interval  the  patient  swallows  a 
string.  In  cases  that  are  likely  to  completely  close 
the  string  may  be  swallowed  at  first.  The  string  is 
placed  through  the  nasopharynx  and  the  looped  end 
placed  over  the  auricle,  being  secured  by  adhesive. 
The  frayed  end  is  swallowed  (method  of  Mixter). 
A small  sized  twisted  thread  is  best.  The  end  is 
drawn  from  the  stomach  through  the  gastrostomy 
opening  by  means  of  a blunt  hook,  such  as  Jackson’s 
pillow  retractor,  or  by  suction  with  a catheter  at- 
tached to  the  suction  hose.  Replace  this  small  string 
by  a larger  one.  Retrograde  bougies,  designed  by 
Dr.  Gabriel  Tucker,  are  now  attached  to  the  string 
and  pulled  upward  (retrograde  dilatation).  Dilata- 
tion should  be  done  carefully  to  avoid  rupture  of 
the  esophagus.  Each  bougie  should  pull  through 
easily  before  a larger  size  is  used.  Dilatations  are 
usually  done  ever}'  three  to  seven  days  at  first. 
.\fter  No.  18  or  20  French  is  reached  the  patient 
is  able  to  eat  by  mouth,  then  dilatations  may  be  done 
at  weekly  intervals.  The  feeding  tube  can  now  be 
removed  and  a short  tube,  tied  off  at  one  end  and 
secured  to  the  abdomen  with  adhesive  through  a 
safety  pin,  can  be  substituted.  This  short  tube  keeps 
the  gastrostomy  wound  open  and  prevents  leakage. 
The  patient  is  treated  as  an  out-patient  as  soon  as 
the  gastrostomy  wound  heals,  that  is,  after  about  two 
weeks.  Treatment  requires  from  six  months  to  two 
years.  Smaller  children  are  dilated  to  No.  36  to 
No.  38  F.;  larger  children  and  adults  to  40  F. 
The  tube  should  be  worn  for  about  six  months  after 
the  esophagus  is  fully  dilated.  Inspection  with  the 
esophagoscope  should  be  done  before  the  gastrostomy 
is  closed.  Closure  in  some  cases  is  spontaneous  after 
removal  of  the  tube;  others  require  surgery. 

Selected  cases  may  be  dilated  with  Jackson’s  steel- 
stemmed filiform  bougies  through  an  esophagoscope 
under  direct  vision.  Three  sizes  at  a sitting  are 
usually  used — gradually  increased.  Never  do  dila- 
tation blindly. 

Report  of  Cases 

A brief  report  of  six  cases  follows : 

I.  H.  S.,  age  4,  admitted  to  the  Surgical  Service 
of  Protestant  Hospital,  June  13,  1932,  with  a history 
of  having  swallowed  storage  battery  fluid  (H2SO4). 
There  were  acid  burns  of  the  mouth  and  tongue. 
No  stricture  was  demonstrated  at  the  time  of  dis- 


charge, July  1,  1932.  The  patient  was  readmitted 
one  year  later  (June  3,  1933)  with  gradually  in- 
creasing dysphagia.  The  intake  was  limited  to  fluids. 
A gastrostomy  was  immediately  done,  and  retrograde 
dilatation  was  begun  one  month  later.  Dilatations 
were  gradually  stepped  up  to  No.  40  F.,  and  con- 
tinued every  two  to  four  weeks  until  April,  1935. 
The  gastrostomy  wound  has  just  been  closed. 

II.  D.  F.,  age  4,  was  admitted  to  Protestant  Hos- 
pital, February  19,  1934,  with  a history  of  having 
swallowed  lye  nineteen  days  previously.  He  was  fed 
by  a stomach  tube  several  days  after  admission. 

Gastrostomy  was  done  March  15,  1934,  with  im- 
mediate retrograde  dilatation  to  No.  20  F.  There 
was  a good  deal  of  reaction  following.  Discharged 
from  the  hospital,  April  30,  1934,  and  treated  by 
dilatation  every  three  to  four  weeks.  The  patient 
now  accommodates  No.  38  to  40  F.  without  force, 
and  will  have  the  gastrostomy  closed  in  about  si.x 
months. 

III.  D.  W.,  age  4,  was  admitted  to  the  Protestant 
Hospital,  September  26,  1934,  with  a history  of 
“vomiting  everything.”  She  drank  lye  one  month 
before  admission.  General  examination  revealed 
malnutrition.  A gastrostomy  was  done  the  day  after 
admission,  a filiform  passed  from  above,  to  which 
a string  was  attached  and  pulled  upward.  Retro- 
grade dilatations  were  carried  out  as  usual.  The 
patient  now  accommodates  a No.  38  F.  bougie. 
Closure  may  be  done  in  about  six  months. 

The  three  cases  just  reported  were  treated  by  Dr. 
Burke  and  Dr.  Doggett,  and  were  first  seen  by  me 
after  dilatations  were  being  carried  out. 

IV.  E.  L.,  age  2%  years,  was  admitted  to  King’s 
Daughters  Clinic,  July  8,  1935,  with  a histor}'  of 
having  swallowed  lye  powder  four  or  five  months 
previously.  He  ate  well  for  two  months,  after  which 
time  dysphagia  gradually  progressed  until  liquids 
only  could  be  taken.  An  X-ray  could  not  be  satis- 
factorily obtained.  On  July  9,  1935,  an  esophago- 
scopy  showed  a stricture  15  cm.  below  the  upper 
teeth.  Dr.  Rawls  did  a gastrostomy  and  inserted  a 
feeding  tube.  Eighteen  days  later  retrograde  dilata- 
tion to  No.  18  F.  was  done,  and  has  been  continued 
every  week  since.  Bougie  No.  30  F.  passes  easily  at 
present. 

V.  J.  G.,  age  7,  was  first  admitted  to  the  Sur- 
gical Service  of  Dr.  Payne  at  St.  Vincent’s  Hospital, 
November  24,  1931,  with  the  following  brief  his- 
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ton’:  Pain  in  the  epigastrium  for  two  years  at  in- 
ten'als  of  two  or  three  weeks.  Some  nausea  and  oc- 
casional vomiting  occurred.  The  patient  had  an  ap- 
pendectomy in  1930.  Physical  findings  were  es- 
sentially negative  except  malnutrition. 

Laboratory^  examination  showed  secondary’  anemia 
(Hb.  58;  R.B.C.  3.730,000).  X-ray  and  fluoro- 
scopic findings  indicated  “mild  degree  of  cardiospasm 
and  marked  pylorospasm.” 

Dr.  Payne  did  a posterior  gastroenterostomy  for 
duodenal  ulcer  with  pyloric  obstruction. 

The  patient  w’as  readmitted  January  19,  1932, 
with  a history’  of  vomiting  for  several  days.  Fluoro- 
scopic and  X-ray  examinations  showed  marked  con- 
striction of  the  esophagus  at  the  lower  end,  with  a 
rather  marked  dilatation  above.  The  constriction 
was  considered  spasmodic.  Bougies  to  Xo.  28  F. 
passed  easily. 

The  third  admission  was  .A.pril  15,  1935,  with  a 
history  of  swallowing  liquids  w’ith  difficulty.  Phys- 
ical findings  were  marked  emaciation  and  dehydra- 
tion. Fluoroscopic  and  X-ray  reports  were  marked 
“cardiospasm.” 

gastrostomy  was  done  by  Dr.  Pa}’ne  two  days 
after  admission.  Under  the  same  anesthesia  in- 
spection with  an  esophagoscope  revealed  a stricture 
at  <he  cardia — the  folds  of  the  esophagus  seemed 
pasted  together  with  little  visible  scar  tissue. 
There  was  some  dilatation  above.  A filiform  would 
not  pass  into  the  stomach.  Following  feedings 
through  the  gastrostomy  tube  the  esosphagus  ap- 
peared slightly  more  patent;  however,  patient  could 
not  swallow  a string.  Several  attempts  to  place  a 
string  by  filiforms  and  small  bougies  through  an 
esophagoscope  were  not  successful.  Finally  (June 
4,  1935),  a small  frayed  end  string  passed  into  the 
stomach;  then  retrograde  dilatations  were  begun  and 
continued  as  above  described.  The  patient  now 
accommodates  a No.  36  F.  bougie. 

I believe  this  case  w’as  one  of  peptic  esophagitis 
or  peptic  ulcer  of  the  esophagus  which  gradually 
resulted  in  a stricture  at  the  cardia. 

VI.  A.  W.,  colored  female,  age  43,  was  admitted 
to  St.  Vincent’s  Hospital,  December  24,  1934,  with  a 
history  of  accidentally  swallowing  lye.  Chemical 
bums  of  the  mouth  were  present.  The  patient  re- 
turned January  25,  1935,  unable  to  swallow  solid 
food. 

Fluoroscopy  and  X-ray  showed  an  esophageal 


stricture  in  the  upper  third.  Through  the  esophago- 
scope a stricture  about  5 cm.  below  the  cricophaiym- 
geus  was  seen.  The  stricture  was  dilated  at  weekly 
interv’als,  with  gradually  increasing  sizes  of  bougies, 
through  an  esophageal  speculum  by  direct  vision  un- 
til a 7 m.m.  esophagoscope  would  pass.  On  in- 
spection below,  a second  stricture  32  cm.  from  the 
upper  teeth  was  found.  It  was  considered  safest  to 
do  a gastrostomy  and  continue  the  dilatations  by  the 
retrograde  method.  The  strictures  now  admit  a No. 
34  F.  bougie.  A good  deal  of  time  could  have  been 
saved  on  this  case  if  the  double  stricture  had  been 
diagnosed  earlier. 
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Discussion 

Dr.  a.  a.  Burke,  Norfolk:  Strictures  of  the  esophagus 
due  to  lye  burns  or  other  caustics  have  by  modern 
methods  of  treatment  within  the  last  fifteen  years  been 
lifted  from  the  realm  of  hopelessness  to  a position  in 
which  we  can  expect  practically  100  per  cent  cures. 

In  bringing  these  children  here  today  you  will  notice 
that  they  are  well-nourished  and  show  no  signs  of  anemia 
or  inanition,  whereas  all  of  these  little  ones  when  they 
first  came  to  us  were  so  emaciated  that  they  were,  to 
use  a slang  phrase,  “nothing  but  skin  and  bones.” 

The  retrograde  method  of  dilating  the  esophagus  was 
used  in  all  of  these  cases. 

With  regard  to  the  length  of  time  it  takes  to  cure 
one  of  these  cases,  I would  state  that  it  takes  at  least 
eighteen  months  before  we  discharge  them. 

At  first  the  dilatations  are  done  every  five  days  until 
we  have  reached  the  point  where  the  largest  bougie 
will  go  through  the  esophagus  without  any  difficulty. 
Having  reached  the  stage  of  maximum  dilatation,  we 
then  have  these  cases  to  report  about  every  two  weeks 
for  six  months,  and  usually  at  the  end  of  that  time  we 
find  there  is  no  tendency  for  the  esophagus  to  become 
strictured;  then  the  gastrotomy  wound  is  closed. 

For  those  who  wish  to  do  this  work,  you  will  find 
that  it  will  take  a great  deal  of  patience  and  time,  but 
you  will  be  well  rewarded  in  the  knowledge  that  you 
have  done  something  really  worthwhile  for  these  little 
unfortunates. 

Dr.  Benjamin  A.  Docgett,  Norfolk:  I have  been  in- 
terested in  this  work  purely  from  the  standpoint  of  the 
general  surgeon.  I started  about  two  and  a half  years 


ago.  The  first  case  I got  up  against  was  this  little 
Hannah;  started  in  July  two  years  ago.  Dr.  Payne 
and  Dr.  C.  C.  Smith  began  this  work  here  several  years 
ago.  In  the  period  of  a few  months  I came  in  contact 
with  four  cases,  which  were  all  emaciated,  dehydrated, 
starved  out,  and  looked  like  poor  subjects  for  anyone  to 
undertake  any  general  surgery  on.  They  were  practically 
water-tight;  they  were  not  getting  any  fluid  through, 
and  no  nourishment,  so  it  looked  as  if  we  had  to  tackle 
it.  So  far,  our  mortality  has  been  nil. 

There  are  a few  points  I think  we  should  take  in 
consideration  in  handling  these  cases,  because  they  are 
desperate  ones.  But,  if  you  handle  them  carefully,  you 
can  get  by  with  it.  The  first  is,  don’t  attempt  surgery 
too  early,  because  you  have  had  no  chance  to  build  up 
their  fluid  balance.  Even  in  children  you  can  do  that 
by  intraperitoneal  injections.  I have  followed  that  pro- 
cedure with  all  of  them,  and  they  have  stood  their  sur- 
gery very  well  so  far.  I believe  it  is  much  safer  to  do 
a gastrostomy  than  to  atempt  to  dilate  them  from  above 
and  traumatize  the  esophagus  and  produce  esophagitis 
and  mediastinitis,  as  the  in-between  child  here  had. 
Unfortunately,  they  tried  to  dilate  before  we  got  hold 
of  him,  and  he  had  a rather  stormy  time  afterwards, 
due  to  mediastinal  infection.  We  were  able  to  dilate 
him  afterwards  with  good  results. 

I believe  the  best  type  of  gastrostomy  is  the  Stamm 
type. 

The  same  thing  is  true  as  to  when  to  close  the  gastros- 
tomy. I believe  it  is  up  to  the  throat  man  to  say  when 
it  should  be  closed.  Many  of  these  gastrostomies  will 
close  themselves  after  the  feeding  tube  is  removed  unless 
the  mucous  membrane  prolapses.  Thorough  cauteriza- 
tion of  the  tract  is  sometimes  necessary  and  should  be 
done  with  the  actual  cautery.  Don’t  wait  too  long,  be- 
cause you  are  bound  to  lose  gastric  fluid  while  you  are 
waiting.  Incidentally,  that  happened  in  this  little  Hannah. 
She  had  some  little  upset  from  loss  of  fluid,  and  we 
were  quite  uneasy  for  a few  hours.  Her  gastrostomy 
was  closed  sixteen  days  ago,  and  she  is  taking  quite  a 
good  bit  of  nourishment. 

Dr.  Cooley,  closing  discussion:  Before  closing  the 
gastrostomy  wound  we  usually  do  an  esophagoscopy  in 
order  to  determine  whether  the  scar  tissue  has  resorbed 
and  whether  the  lumen  is  adequate  in  size.  If,  in  chil- 
dren the  age  of  these  demonstrated,  a number  7 m.m. 
esophagoscope  will  pass,  the  lumen  is  large  enough.  Due 
to  the  fact  that  there  is  always  danger  of  recurrence  of 
the  stricture,  we  hesitate  to  close  these  wounds  until 
the  esophagus  remains  open  at  least  six  months  without 
dilatation. 
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It  is  fitting  that  I begin  this  address  by  an  ex- 
pression of  great  appreciation  for  the  honor  con- 
ferred upon  me.  To  follow  the  Presidents  of  this 
Society,  whose  ability  is  so  well  known,  evokes  a 
sense  of  humility  commensurate  with  the  greatness 
of  the  honor  bestowed.  IMy  acceptance  is  rendered 
somewhat  easier  because  I feel  it  is  a tribute  to  the 
physicians  of  the  rural  sections  rather  than  to  me 
personally;  a tribute  that  will  stimulate  all  of  us 
in  rural  sections  to  greater  effort. 

To  the  secretary  of  the  Society,  I should  not  fail 
to  express  my  thanks.  Upon  his  unremitting  labor, 
year  in  and  year  out,  our  success  really  depends,  no 
matter  who  may  be  honored  with  the  presidency. 

Our  great  respect  for  the  accomplishments  of  our 
leaders  in  the  past  must  not  blind  our  eyes  to  our 
own  immediate  duties.  However  depreciatingly  we 
may  look  upon  ourselves,  we  should  not  fail  to 
realize  that  the  men  whose  past  labors  have  made 
the  Society  great  look  to  us  to  make  it  still  greater. 
Therein,  is  a call  to  duty  to  each  of  us  to  do  our 
best.  A half-hearted  interest  is  not  enough. 

physician  has  a great  responsibility  upon  his 
shoulders.  Health,  happiness  and  life  itself  depend 
upon  our  ability  to  diagnose  a condition,  to  apply 
the  remedy,  and  this  must  be  done  with  our  nerves 
steady  and  our  minds  clear.  To  us  has  been  entrusted 
the  almost  divine  art  of  ushering  into  the  world 
a new  life,  of  healing  the  sick  and  of  giving  peace 
to  an  earth-tired  spirit.  And,  because  of  this  sacred 
trust,  it  is  our  duty,  not  only  to  fit  ourselves  for 
the  work,  but  to  do  all  in  our  power  to  advance  the 
science  of  medicine.  We  should  encourage,  advise 
and  assist  those  who  are  fitted  for  its  practice,  and 
forever  drive  from  the  fields  of  medicine  and  surgery 
those  who  are  a menace  to  life  and  health  and  an 
insult  to  our  noble  calling. 

In  ancient  times,  and  in  all  countries,  the  profes- 
sion of  the  physician  was  annexed  to  the  priesthood. 
Men  imagined  that  all  their  diseases  were  inflicted 
because  of  the  immediate  displeasure  of  the  Deity; 
and,  therefore,  concluded  that  the  remed}’  would  most 

•Address  of  the  President  before  the  Seaboard  Medical 
.Association  of  Virginia  and  North  Carolina  at  Old  Point 
Comfort,  Va.,  December  3-5,  1935. 


probably  proceed  from  those  who  were  particularly 
employed  in  His  service.  Whatever,  for  the  same 
reason,  was  found  of  efficacy  to  avert  or  cure  dis- 
tempers was  considered  as  partaking  somewhat  of 
the  Divinity.  iSIedicine  was  always  joined  with 
magic;  no  remedy  was  administered  without  my.steri- 
ous  ceremony  and  incantation.  The  use  of  plants 
and  herbs,  both  in  medicinal  and  magical  practice, 
was  early  and  general. 

The  Chinese,  who  aspire  to  be  thought  an  en- 
lightened nation,  to  this  day  are  ignorant  of  the  cir- 
culation of  the  blood ; and  even  in  England,  the  man 
who  made  that  noble  discovery  lost  all  his  practice 
in  consequence  of  his  genius.  Hume  informs  us 
that  no  physician  in  the  United  Kingdom  who  had 
attained  the  age  of  forty  ever  submitted  to  become 
a convert  to  Harvey’s  theory. 

Once  upon  a time,  says  Herodotus,  in  the  land 
of  the . wise  there  were  no  doctors.  In  Egypt  and 
Babylon,  the  diseased  were  exposed  in  the  most  pub- 
lic streets,  and  passers-by  were  invited  to  look  at 
them,  in  order  that  they  who  had  suffered  under  simi- 
lar complaints  and  had  recovered  might  tell  what 
it  was  that  cured  them.  Nobody,  says  Strabo,  was 
allowed  to  go  by  without  offering  his  gratuitous 
opinion  and  advice.  Then,  since  it  was  found  that 
this  practical  idea  did  not  work  to  perfection,  the 
Egyptian  priests  made  themselves  students  of  medi- 
cine, each  man  binding  himself  to  the  study  of  a 
sole  disease. 

“It  is  hardly  an  exaggeration  to  summarize  the 
history  of  four  hundred  years,”  says  President  A. 
Lawrence  Lowell,  of  Harvard  University,  “by  say- 
ing that  the  leading  idea  of  a conquering  nation  in 
relation  to  the  conquered  was  in  1600  to  change  their 
religion;  in  1700  to  change  their  laws;  in  1800  to 
change  their  trade;  in  1900  to  change  their  drain- 
age.” May  we  not  say  that  on  the  prow  of  the  con- 
quering ship  in  these  four  hundred  years,  first  stood 
the  priest,  then  the  lawyer,  then  the  merchant,  and 
finally  the  physician. 

In  little  more  than  a century,  the  medical  pro- 
fession has  done  more  for  the  race  than  has  ever 
before  been  accomplished  by  any  other  body  of  men. 
These  gifts  to  the  people  have  come  in  the  form  of 
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vaccination,  sanitation,  anesthesia,  antiseptic  surgery, 
the  new  science  of  bacteriology,  and  the  new  art  in 
therapeutics  which  has  affected  a revolution  on  our 
civilization. 

Medicine  is  the  most  difficult  of  sciences  and  the 
most  laborious  of  arts;  it  taxes  the  powers  of  body 
and  mind.  A doctor  who  is  true  to  the  ideals  of 
his  profession  will  not  place  a monetary  value  as 
his  first  consideration  on  his  services,  but  the  wel- 
fare of  the  patient  and  the  restoring  of  his  health 
will  be  the  first  and  paramount  consideration  in 
his  mind. 

IMedical  service  costs  more  nov/  than  it  did  in  the 
“good  old  days.”  Compared  with  what  it  was,  say 
in  the  “gay  nineties,”  a doctor’s  bill  is  so  much 
larger  today  that  many  people  are  seriously  con- 
cerned about  it  as  a public  question.  In  every  way, 
it  costs  more  to  be  sick. 

The  kindly  old  doctor  of  a generation  ago,  with 
all  his  lovable  human  traits,  probably  was  the  in- 
direct cause  of  a rather  disturbing  situation  which 
exists  in  the  medical  field  today.  The  practitioner 
of  other  years  usually  was  a haphazard  sort  of  a 
business  man.  He  was  generous  to  a fault,  and  his 
patients,  being  human,  imposed  upon  him.  Folks 
got  into  the  habit  of  putting  their  doctor’s  bill  last 
on  the  list;  and,  if  there  was  not  quite  enough  money 
to  go  around,  well,  good  old  Doc  wouldn’t  be  too 
mean  about  it.  Fees  collected  often  were  only  a frac- 
tion of  the  fees  earned. 

This  subject  of  cost  is  one  of  the  greatest  outstand- 
ing problems  before  the  medical  profession  today,  as 
well  as  one  of  the  much  talked  about  subjects  by 
civic  organizations  and  the  public. 

There  seems  to  a growing  unrest  in  the  medical 
profession  owing  to  inadequate  compensation;  and, 
among  patients,  there  is  a widespread  complaint  be- 
cause of  the  inadequacy  and  high  cost  of  services, 
which  they  really  do  not  understand.  Dozens  of 
magazine  articles  and  a num,ber  of  newspaper  items 
published  in  the  past  few  years  have  emphasized  the 
extent  and  keenness  of  popular  interest  in  the  prob- 
lem. These  discussions  have  brought  forth  varieties 
of  opinions.  People  are  reaching  out  for  a solution 
of  the  economic  problems  which  have  arisen  from  the 
scientific  revolution  in  medicine.  Many  of  the  ar- 
ticles that  have  been  written  on  this  subject  have 
been  by  laymen. 

The  largest  measure  of  the  doctor’s  reward  lies 
in  the  knowledge  that  he  is  serving  humanity  for  a 


vital  purpose.  It  must  be  recognized,  however,  that 
the  doctor  is  subject  to  the  same  economic  forces  that 
weigh  upon  the  rest  of  society;  has  the  same  needs, 
desires  and  ambitions;  and  cannot  be  expected,  if  he 
is  to  continue  to  live  and  render  this  service,  to  find 
his  sole  reward  in  the  satisfaction  of  conscience.  In 
most  of  these  articles,  an  analysis  of  the  various  fac- 
tors that  enter  into  the  cost  of  medical  care  is  sel- 
dom made.  A satisfactory  solution  of  this  weighty 
problem  will  be  reached  only  when  the  study  is  ex- 
tended so  as  to  include  all  other  economics  of  the 
present-day  activities  of  the  people. 

One  of  the  first  things  that  enters  into  the  expense 
of  medical  care  is  the  cost  and  expense  of  medical 
training  and  education.  Statutory  requirements  in 
all  states  now  provide  that  to  practice  medicine  in 
any  state  a doctor  must  be  a graduate  of  a reputable 
medical  school,  pass  a licensing  examination  before 
a state  or  national  board;  and  register  annually  with 
some  officer  in  the  county  of  practice.  In  addition,  a 
hospital  interne  year  is  required  in  fourteen  states. 
The  minimum  requirements  for  admission  to  accept- 
able medical  schools,  in  addition  to  the  high  school 
work,  are  sixty  semester  hours  to  collegiate  work  ex- 
clusive of  military  and  physical  education,  extending 
through  two  years  of  thirty-two  weeks  each,  exclu- 
sive of  holidays,  in  a college  approved  by  the  Coun- 
cil on  Medical  Education  and  Hospitals.  This  can- 
not be  accomplished  without  an  outlay  of  expendi- 
ture of  very  much  less  than  fifteen  thousand  dollars 
to  the  student.  After  this,  in  order  for  one  to  keep 
abreast  with  the  medical  profession,  it  is  necessary 
for  him  to  be  taking  post-graduate  work  most  every 
year — which  is  very  expensive.  This  is  necessary 
if  a doctor  is  to  keep  up  with  the  latest  methods 
and  the  advancement  made  in  the  medical  world. 
The  people  are  demanding,  and  they  have  a right 
to,  the  very  best  medical  talent  that  can  be  had. 
Money  value  should  not  have  any  consideration  when 
you  are  dealing  with  human  life.  The  equipment 
and  furnishings  have  become  more  elaborate  and 
more  complicated  and  therefore  more  costly.  The 
diagnostic  appliances,  laboratories.  X-ray  outfits  are 
all  essential  now  in  rendering  proper  service  to  the 
patient. 

The  principal  thing  that  has  driven  medical  fees 
to  their  present  height  is  the  cost  of  delivering  medi- 
cal services.  A doctor  who  keeps  up  to  date  in  pro- 
fessional knowledge  and  equipment  is  compelled  to 
spend  from  forty  to  sixty  cents  of  every  dollar  that 


168 


Virginia  Medical  Monthly 


[June, 


he  receives  to  defray  the  actual  expense  of  delivering 
competent  service  to  his  patients.  This  hea^7■  over- 
head expense  is  something  that  did  not  exist  in  the 
nineties. 

A progressive  doctor  spends  considerable  a year 
for  books  and  journals  alone,  and  a good  many  more 
dollars  a year  attending  professional  meetings  and 
postgraduate  courses,  so  that  he  may  keep  up  his 
standard  of  ability.  Taken  all  together,  the  over- 
head expense  that  goes  into  the  ser\’ice  that  a patient 
gets,  even  though  it  is  merely  a fifteen  minute  con- 
sultation at  the  office,  is  astonishing.  A patient  may 
spend  ten  minutes  in  the  office  and  yet  the  ser\’ice 
rendered  may  involve  enough  overhead  to  call  for  a 
fee  of  ten  or  twent}'-five  dollars. 

Xo  physician  can  ever  be  said  to  have  finally  mas- 
tered his  profession.  There  is  always  something 
new  to  learn.  He  must  keen  constantly  studying  if 
he  is  to  keep  abreast  of  developments.  There  is  prob- 
ably no  other  profession  in  which  so  much  work  of 
this  sort  is  required  of  the  conscientious  practitioner. 
His  education  is  never  completed. 

The  hours  that  a physician  spends  with  his  pa- 
tients consume  only  a part  of  the  time  required  by 
his  job.  He  may  give  the  needed  sersdce  in  a 
“jiffy,”  but  it  has  taken  years  of  study  and  observa- 
tion to  accumulate  the  information  and  skill  that 
enables  him  to  render  it — a point  that  is  often  over- 
looked in  passing  judgment  on  the  fairness  of  the 
doctor's  bill. 

Another  reason  for  the  higher  cost  of  modem  medi- 
cal sendee  is  that  today  the  medical  profession  has 
more  to  give  to  the  public,  and  this  greater  value 
received  must  be  paid  for.  As  the  great  mass  of 
doctors  are  not  financially  endowed  and  are  not 
possessed  of  independent  incomes,  they  are  compelled 
to  make  their  practice  pay  expenses.  Under  our  pres- 
ent social  organization,  there  is  no  way  of  getting 
to  the  patient  the  benefit  of  modern  medical  science 
except  to  require  the  patient  to  pay  the  costs. 

It  would  not  be  possible  within  the  confines  of 
a short  speech  to  enumerate  and  extol  the  feats  of 
modem  medical  science.  Xo  one  needs  more  than 
the  merest  reminder  in  order  to  realize  and  appre- 
ciate that  the  accomplishments  of  modem  medical 
science  are  little  short  of  miracles  in  the  relief  of 
suffering,  the  salvage  of  human  efficiency  and  the 
prolongation  of  the  years  of  living.  What  I do  wish 
to  bring  out  is  the  fact  that  all  these  advances  have 
to  be  paid  for — just  as  our  skyscrapers  and  good 


roads,  our  automobiles  and  parks;  our  good  clothes 
and  vacation  trips  have  to  be  paid  for.  The  money 
for  them  does  not  remain  in  the  doctor’s  pocket.  The 
doctor  is  merely  a sort  of  retailer  of  these  benefits; 
the  dollar  that  he  gets  must  be  distributed  among 
a great  many  agencies  that  are  carrying  forward  the 
front  line  of  medical  progress  to  save  life  and  re- 
lieve pain — among  educators,  research  workers, 
manufacturers,  distributors  and  all  the  complex  so- 
cial fabric  that  makes  it  possible  for  all  these  peo- 
ple to  work  together. 

If  there  is  any  one  who  is  sincere  in  his  complaint 
about  the  exorbitance  of  medical  expenses,  let  him 
imagine  for  a moment  how  it  would  be  if  all  modern 
medical  service  were  suddenly  wiped  out.  Is  any 
price  at  all  too  high  to  pay  for  the  clean,  strong, 
healthy  bodies  that  we  are  seeing  about  us  today, 
and  for  the  clear-headed  persons  who  look  cheerfully 
foix\’ard  to  tasks  years  ahead  in  all  reasonable  con- 
fidence that  they  will  still  be  alive  and  well  able  to 
perform  them?  These  benefits  are  being  delivered 
to  the  public  by  the  medical  profession.  Their  cost 
is  high.  But  it  is  a cost  that  is  reaching  the  con- 
sumer on  a competitive  basis.  The  law  of  supply 
and  demand  is  making  it  the  lowest  possible  price 
at  which  these  benefits  may  be  produced  under  our 
present  state  of  social  organization. 

People  are  working  fewer  hours  today  and  earning 
more  than  ever  before  and,  when  an  unexpected  con- 
dition arises,  it  is  claimed  they  are  unable  to  meet 
the  expenses;  therefore,  we  seem  to  have  lost  the 
desire  of  saving  for  a rainy  day  and  feel  that  we 
must  not  only  have  the  necessities  but  the  luxuries 
regardless  of  our  incomes.  As  a result,  we  are 
almost  constantly  in  debt  and  one  thing  that  has 
contributed  to  this  more  than  anything  else  is  the 
present-day  installment  plan  of  paying  for  things 
and  the  high-pressure  salesmanship. 

The  business  and  financial  world  look  upon  the 
installment  plan  as  a great  success,  and  from  their 
viewpoint  it  is.  It  is  not  my  purpose  to  condemn 
entirely  the  installment  plan,  but  simply  to  empha- 
size the  fact  that  when  one  indulges  too  much  in 
installment  buying  of  luxuries  to  the  extent  of 
neglecting  every  reasonable  effort  to  provide  for  the 
ordinary  obligations  of  life,  he  has  little  right  to 
claim  charity  of  the  profession;  for,  when  the  in- 
come above  the  bare  necessities  of  life  is  pledged  for 
the  purpose  of  making  installment  pajonents  and 
the  unexpected  (which  should  always  be  expected. 
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since  it  always  happens)  comes  and  the  individual 
is  unable  to  meet  the  expense  necessarily  connected 
therewith,  he  either  defaults  on  his  mdical  bill  or 
on  his  installments. 

If  the  writers  who  are  so  little  informed  on  the 
expense  of  medical  care  and  are  so  interested  in  try- 
ing to  assist  the  people  in  economic  affairs,  would 
give  their  time  and  space  in  trying  to  educate  the 
people  to  leave  off  these  non-essentials  and  be  pre- 
pared for  emergencies  which  come  to  all  of  us,  they 
would  be  rendering  the  public  a greater  service  than 
trying  to  discount  the  doctor  by  prejudicing  the  pub- 
lic against  charges  of  the  medical  profession  which 
is  trying,  and  spares  neither  time  nor  money,  to  pro- 
long life  and  improve  the  health  of  the  country, 
generally. 

Most  of  the  articles  that  are  written  and  the  dis- 
cussion of  medical  care  seem  to  be  hitting  mainly  at 
the  doctor’s  fees  which,  in  reality,  have  not  advanced 
in  comparison  with  services  in  other  lines. 

According  to  the  Committee’s  report  made  in  1929 
(peak  of  high  prices),  one-third  as  much  money 
was  spent  in  buying  patent  medicine,  chiropractors, 
osteopaths,  naturopaths  and  an  allied  group  of  faith 
healers,  most  of  which  is  practically  wasted,  as  was 
paid  to  doctors  for  their  services.  Compare  the  class 
of  men  who  study  medicine,  their  years  of  prepara- 
tion, their  intelligence,  their  self-sacrifice,  and  the 
cost  physically  and  financially,  with  the  class  of 
men,  with  but  few  exceptions,  who  enter  politics. 
Then  remember  that  the  medical  profession  permits 
itself  to  attempt  to  practice  under  laws  and  regula- 
tions, most  of  which  are  suggested  by  members  of 
the  average  state  legislature  and  city  councils. 

The  legal  profession  should  be  taken  as  an  ex- 
ample for  the  medical  profession.  It  has  an  active 
body  known  as  the  bar  association,  and  through  this 
association,  laws  are  suggested  and  formulated,  and 
are  rarely  passed  if  they  have  any  direct  bearing  on 
their  profession  without  sanction  of  this  association. 

In  no  other  profession  or  business  are  there  so 
many  channels  being  used  to  divert  from  the  proper 
source  their  rights,  legitimate  business  and  income, 
as  we  find  directed  against  the  members  of  the  medi- 
cal profession. 

Physicians  should  take  more  interest  in  their 
various  societies,  starting  with  their  local  society, 
their  county  medical  societies  and  their  state  and 
national  societies.  They  should  insist  that  each  one 


of  these  societies  take  an  active  part  in  the  making 
of  laws  which  vitally  concern  and  interest  the  phy- 
sician. The  law-making  and  law-suggesting  should 
be  taken  absolutely  from  the  laity,  politicians  and 
special  interests,  and,  by  force  of  numbers,  be  backed 
by  sincerity  of  purpose  and  absolute  unity  and  pub- 
lic opinion.  The  profession  should  compel  laws  to 
be  passed  relegating  abuses,  and  permitting  only  such 
laws  as  will  be  healthy  for  the  physicians  and  pub- 
lic alike  to  be  written  into  the  statutes. 

Every  honest  physician,  and  I believe  the  ma- 
jority of  them  are  perfectly  honest,  wants  to  see  the 
diseases  which  cause  terrible  suffering  and  are  dan- 
gerous to  life,  stamped  out  wherever  possible,  or 
properly  controlled  if  it  is  not  possible  to  entirely 
eradicate  them.  But  the  physicians  should  have 
their  opportunity  to  be  the  guiding  factor  of  the  cases 
where  the  public  are  able  to  pay  for  such  service. 
It  is  as  much  the  duty  of  every  physician  and  his 
family  to  become  a factor  for  his  own  protection  as 
it  is  the  duty  of  every  citizen  to  regularly  vote  to 
choose  the  proper  representatives  in  all  branches  of 
government. 

Where  is  the  physician  who  would  not  inscribe 
his  name  in  flowing  John  Hancock  script  to  the 
proposition  of  free  medical  service  to  the  poverty- 
stricken  and  ailing;  but  when  free  clinical  service  is 
administered  to  those  quite  able  to  pay,  while  bureau- 
cratic boards  of  health  officials  in  different  sections 
of  these  United  States  advertise  their  superior  thera- 
peutic facilities  and  give  medical  attention  arid  pre- 
ventive medical  measures  and  immunization  with 
the  taxpayer’s  money  to  a throng  of  seekers  who 
flock  like  flies  around  sugar,  and  take  from  the 
physician  a legitimate  source  of  income,  then  the  phy- 
sician has  a right  to  register  one  loud,  long  howl. 

A certain  elevation,  a certain  dignity,  is  necessary 
to  the  successful  practice  of  our  calling;  but,  when 
that  aloofness  sets  us  apart  from  human  considera- 
tion as  men,  when  we  ourselves  erect  an  invisible 
but  unmistakable  wall  between  us  and  the  world,  it 
is  time  to  consider  a change  in  attitude. 

In  France,  there  is  a monument  to  Pasteur,  and 
it  has  on  it  a brief  inscription  in  French  which  has 
always  seemed  to  me  one  of  the  most  impressive  and 
accurate  inscriptions  that  I have  ever  heard  quoted. 
It  may  be  rendered  freely  in  this  way:  “To  cure 
sometimes;  to  relieve  often;  to  comfort  always.” 
That  is  rather  a fine  summary  of  the  opportunity  of 
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the  physician  armed  with  his  wealth  of  experience 
and  scientific  knowledge. 

We  have,  at  least  in  medical  teaching  and  train- 
ing and  in  public  health  work,  turned  the  emphasis 
from  therapeutics  to  prevention;  and  that  is  going  on 
more  and  more.  If  a thousand  infants  were  per- 
mited  to  become  actively  ill,  the  death  rate  would 
be  very  much  greater  than  is  the  case  when  that 
illness  is  specifically  prevented  by  controlling  cer- 
tain of  its  well  known  causes. 

There  is  no  substitute  for  health.  There  is  noth- 
ing of  any  consequence  that  can  be  accomplished  in 
this  world,  save  by  some  extraordinar}-  genius,  ex- 
cept on  the  basis  of  health.  A present-day  philo- 
sopher has  said,  "Health  is  an  end  in  itself  and  a 
means  to  all  other  ends.”  There  is  positively  no 
use  in  trying  to  substitute  .scientific  knowledge  for 
health;  interesting  occupation  for  health;  pecuniary 
gain  for  health.  It  is  substituting  brass  for  gold. 

A physician  is  armed  with  tools,  great  powerful 
weapons.  He  is  armed  first  and  chiefest  with  the 
instinct  of  humanity,  human  feeling,  service  and 
s}Tnpathy.  The  physician,  more  than  any  man  in 
a modern  community,  loses  control  of  his  own  time. 
He  may  not  agree  with  certainty  to  be  anywhere 
at  a given  time,  for  his  professional  instinct  for- 
bids him  to  refuse  a call  to  relieve  suffering.  I hope 
the  time  will  never  come,  when  the  test  tube  and 
the  microscope  with  all  their  immense  value  will 
be  permitted  to  displace  the  fundamental  humane 
and  human  instincts  which  make  the  great  physician. 

In  Xew  York  during  the  last  five  years,  the  diph- 
theria mortality  rate  was  reduced  75  per  cent  over 
the  previous  five-year  period.  The  diphtheria  death 
rate  in  Xew  York  State  is  approximatelv  a little  over 
two  per  one  hundred  thousand.  continuation  of 
the  intensive  educational  campaign  to  have  children 
immunized  will  eventuate  in  the  utter  disappear- 
ance of  this  disease.  What  has  been  done  in  Xew 
York  can  be  done  everywhere.  Diphtheria  will  fol- 
low the  paths  of  cholera  and  yellow  fever  and  other 
diseases  of  infectious  origin  which  today  are  rapidly 
diminishing  in  volume.  What  is  true  of  diphtheria 
may  be  true  in  the  ne.xt  few  decades  of  measles, 
whooping  cough  and  scarlet  fever.  Vlay  we  look 
forward  in  confidence  to  the  realization  that  children 
may  reach  adolescence,  not  only  free  of  these  dis- 
eases; but.  what  is  of  equal  importance,  free  of  their 
damaging  sequelae  which  frequently  manifest  them- 
selves in  adult  life. 


The  picture,  therefore,  which  we  have  today,  is 
the  prospect  of  the  disappearance  eventually  of  most 
if  not  all  diseases  of  germ  origin.  X^ewer  researches 
will  give  us  additional  information  regarding  cer- 
tain diseases  whose  causes  have  not  as  yet  been 
definitely  ascertained.  It  is  one  of  the  ironies  of 
the  situation  that  we  still  know  comparatively  little 
about  the  most  common  disease.  I refer  to  the  com- 
mon cold.  Here,  too,  are  indications,  even  more 
than  indications,  that  we  are  on  the  verge  of  discover- 
ing its  cause,  ^^'hen  we  shall  have  found  it,  we 
shall  have  made  great  progress  and  shall  have  re- 
lieved humanity  of  the  most  frequent  cause  of  de- 
bilitating illness. 

Encephalitis,  poliomyelitis,  meningitis  and  pneu- 
monia are  in  the  same  category.  As  yet,  research  in 
these  fields  has  not  reached  the  point  of  completion 
so  that  we  may  know  how  to  prevent  them.  But 
anyone  who  follows  the  research  work  now  being 
done  in  many  laboratories,  cannot  help  but  feel  that 
in  these  fields  as  well,  we  shall  soon  know,  not  only 
how  to  cure,  but  how  to  prevent. 

This  is  a fragment  of  the  advances  that  have  been 
made  along  preventive  lines.  It  will  take  a library 
or  two  to  fully  cope  with  these  gigantic  strides  lead- 
ing to  the  complete  emancipation  of  humanity  from 
the  ills  that  beset  it. 

In  our  Land  of  Freedom,  the  very  nature  of  so- 
ciety requires  that  physicians  shall  have  some  gen- 
eral system  of  written  ethics  to  define  their  duties, 
and,  in  cases  of  doubt,  regulate  their  conduct  to- 
ward each  other  and  the  public  in  their  intercourse 
and  competition.  Every  individual  in  the  profession 
is,  of  course,  supposed  to  be  gentlemanly,  actuated 
by  a lofty  professional  spirit,  striving  to  do  right  and 
to  avoid  wrong;  and,  even  where  there  are  no  written 
rules  at  all.  the  vast  majority  would  naturally  con- 
form to  the  rules  of  justice  and  honor,  as  far  as 
they  understood  them.  The  absence  of  rules  for 
our  government  would  leave  us  at  liberty  to  frame 
our  own  codes,  and  no  matter  how  equivocal  our  po- 
sition, or  how  crooked  or  insincere  our  ways,  no  one 
would  be  in  a position  to  prove  that  we  acted  from 
unworthy  motives,  and  not  from  an  error  of  judg- 
ment. even  in  the  most  flagrant  violation  of  the  car- 
dinal. the  glorious  old-fashioned  Golden  Rule,  the 
climax  of  all  ethics,  laid  down  by  Confucius  and 
repeated  by  the  Xazarene  Physician.  Do  unto  an- 
other what  ye  would  he  should  do  unto  you;  and 
do  not  do  unto  another  what  you  would  not  should 
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be  done  unto  you.  Truly,  a world  of  ethics  in  a 
nutshell — and  an  ocean  of  morals  in  a drop. 

The  non-e.\istence  of  a code  would  also  make  it 
possible  for  one  i)hysician  to  pounce  upon  the  pa- 
tient of  another  doctor,  like  a wolf  on  sheep,  and 
to  carry  on  a regular  system  of  infringements,  self- 
advertising, certificate-giving  and  wrong-doing  in 
genera],  regardless  of  their  rights,  and  still  claim  to 
be  as  honorable  as  Socrates,  while  those  aggrieved 
would  have  no  visible  standard  of  appeal  by  which 
the  contrary  could  be  proven.  In  view  of  these  and 
many  other  facts,  it  has  been  found  necessary  to  have 
a code  of  written  ethics  for  regulating  the  conduct 
of  physicians  toward  each  other  and  toward  the  pub- 
lic in  general. 

Doctor  Thomas  Percival,  an  English  physician, 
published  a small  book  in  London  in  1807,  in  which 
he  proposed  an  admirable  code  of  ethics  which,  ex- 
cepting a few  alterations  made  necessary  by  the  lapse 
of  time  and  the  advance  of  medical  science,  is  the 
identical  code  adopted  by  the  American  Medical  As- 
.sociation  in  1847,  and  which,  from  then  until  now, 
has  governed  nine-tenths  of  our  profession  through- 
out this  broad  land,  protecting  the  good  and  restrain- 
ing the  bad,  just  as  the  Ten  Commandments  instruct 
and  restrict  mankind  in  general.  To  this  lofty  code, 
in  a great  measure,  is  due  the  binding  together  and 
elevation  far  above  ordinary  avocations,  of  the  medi- 
cal profession  of  our  land,  and  the  esteem  and  hon- 
orable standing  which  it  everywhere  enjoys.  By  its 
dignity  and  justness,  it  remains  as  fresh  and  useful 
today  as  when  the  {profession  adopted  it;  and,  if  we 
faithfully  observe  its  canons,  we  can  truthfully  ex- 


claim— “I  feel  within  me  a peace  alpove  all  earthly 
dignities;  a clear,  quiet  conscience.’’ 

In  our  land,  the  code  is  regarded  as  the  balance 
wheel  that  regulates  all  professional  conduct,  and 
none  can  openly  ignore  it  without  overthrowing  that 
which  is  vital  to  his  standing  among  medical  men. 

As  the  President  of  the  Seaboard  Medical  As- 
sociation of  Virginia  and  North  Carolina,  I want 
to  arouse  each  and  every  one  of  you  to  your  own 
responsibility.  I am  making  an  earnest  plea  that 
each  and  every  one  of  you  appoint  yourself  a com- 
mittee to  see  that  every  physician  in  the  boundaries 
of  this  society  is  a member  of  this  organization. 
That  you  yourselves  will  pledge  to  carry  out  to  the 
letter  the  rules  and  regulations  concerning  the  ethics 
of  our  profession,  regulating  your  conduct  concerning 
your  brother  practitioner  and  the  public. 

In  order  to  meet  the  present-day  economic  prob- 
lems. we  must  be  united  in  purpose  and  be  ready 
at  all  times  to  carry  on  to  the  honor  of  our  pro- 
fession. \\’e  must  set  our  own  house  in  order.  When 
we  do,  we  are  then  ready  to  combat  all  criticism 
from  any  source  and  defend  the  high  standards  of 
our  profession  and  stand  before  our  critics  proud 
and  fearless. 

In  closing,  may  I acknowledge  to  Dr.  G.  O. 
Sharrett,  of  Cumberland,  INId.,  many  historical  facts 
and  data  in  his  “Presidential  Address”  to  the  Medi- 
cal and  Chirurgical  Faculty  of  ^Maryland  in  April, 
1934,  from  which  I have  freely  quoted.  But  be  that 
as  it  may,  my  parting  w'ord  to  you  is  think  well 
of  what  I have  attempted  to  bring  to  you;  reject 
what  is  false;  examine  what  is  doubtful;  remember 
what  is  true. 


REPORT  OF  TWO  CASES  OF  GUNSHOT  WOUNDS  OF 

THE  EAR.* 


Emanuel  U.  Wallerstein,  M.  D., 

Richmond,  Va. 


Case  Xo.  1.  C.  S.,  a healthy  colored  man,  age 
36  years,  entered  St.  Philip  Hospital,  February  19, 
1925,  with  a self-inflicted  bullet  wound  of  the  ear. 
The  patient  had  in  a joking  manner  pointed  to  his 
ear  a pistol  which  he  thought  to  be  unloaded  and 
f)ulled  the  trigger.  However,  he  was  mistaken  and 

*From  the  Department  of  Oto-laryngology,  Medical 
College  of  Virginia. 


a .32  calibre  bullet  lodged  in  the  region  of  the  ear. 
He  was  brought  to  the  hospital  immediately  and 
an  admission  note  reads  as  follows:  “The  bullet 
entered  the  e.xternal  ear  just  inside  the  opening  of 
the  canal  and  apparently  perforated  the  tympanic 
membrane.  Pulse  80,  respiration  20.  Not  in  shock.” 

X-ray  report  was  as  follows:  “A  deformed  bul- 
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let  is  seen  apparently  at  the  bottom  of  the  left  ex- 
ternal auditory  meatus.  A small  fragment  2 by  2 
mm.  is  seen  against  the  lower  end  of  the  bullet.” 

The  following  day  under  local  anesthesia  bullet 
was  removed  from  the  temporal  region  just  below 
the  concha.  The  bone  was  shattered  but  the  dura 
was  uninjured. 


Case  1. — Retouched  X-ray  plate. 

The  temperature  for  one  week  was  slightly  ele- 
vated and  never  exceeded  100.3  F.  Then  fever 
disappeared.  The  patient  remained  for  one  month 
at  the  hospital  since  he  complained  of  dull  pain  and 
there  w'as  a moderate  amount  of  purulent  discharge 
present  in  the  auditory  canal.  Also  there  remained 
a small  sinus  at  the  site  of  the  operative  scar. 

Ten  weeks  after  his  injury  I first  saw  the  patient. 
His  sole  complaint  at  this  time  was  a persistent 
dull  ache  in  the  region  of  the  ear.  The  hearing 
was  markedly  impaired.  The  mastoid  tip  was  ten- 
der upon  pressure  and  the  canal  contained  purulent 
discharge.  The  fundus  was  filled  with  granulation 
tissue  which  apparently  had  replaced  the  drum. 

Functional  test  of  the  hearing  showed  a marked 
conduction-apparatus  deafness.  There  was  complete 
loss  of  hearing  for  the  tuning  forks  until  the  2048 
D.  V.  fork  was  used.  Bone  conduction  was  increased 
and  the  Weber  test  was  referred  to  the  left  side. 
Using  a noise  apparatus  to  block-out  the  uninvolved 
ear  conversational  voice  could  be  heard  at  3 feet. 

X-ray  examination  revealed  a diffuse  cloudiness 
of  the  entire  mastoid  area.  There  was  a marked 
development  of  the  xygomatic  cells  which  extended 
as  far  as  the  middle  of  the  glenoid  fossa. 

A simple  mastoidectomy  was  done.  The  mastoid 
cells  were  filled  with  granulation  tissue  but  no  pus 
was  found  in  the  mastoid  proper.  A bone  defect 


filled  with  infected  granulation  was  found  anterior 
and  superior  to  the  external  canal.  This  marked 
the  site  from  which  the  bullet  had  been  removed. 

Recovery  from  operation  was  uneventful.  For 
one  month  there  was  a very  scant  mucopurulent  dis- 
charge but  this  disappeared  leaving  a dry  fundus 
filled  with  granulation  tissue  which  replaced  ■ the 
tympanic  membrane. 

Case  No.  2.  G.  J.,  aged  53,  white,  male,  lawyer, 
while  in  a despondent  mood  fired  a .32  calibre  pis- 
tol into  the  right  auditory  canal.  There  was  some 
bleeding  from  the  ear  but  no  loss  of  consciousness. 
On  January  19,  1935,  six  days  after  the  suicidal 
attempt  the  patient  was  admitted  to  Memorial  Hos- 
pital and  assigned  to  the  service  of  Dr.  C.  C.  Cole- 
man. 

At  this  time  he  complained  of  deafness  of  the 
right  ear  and  a dull  constant  pain  originating  in 
the  region  of  the  ear  and  radiating  toward  the 
temple. 

Examination  was  essentially  negative  except  for 
the  ear.  The  canal  was  entirely  occluded  by  soft 
tissue  swelling.  There  was  a small  amount  of  puru- 
lent discharge.  Deafness  was  total  but  there  was 
no  vertigo. 


Case  2. — Retouched  X-ray  plate. 

X-ray  examination  showed  the  presence  of  three 
fragments  of  a bullet;  No.  1 was  situated  above  the 
zygoma  and  4 cm.  anterior  to  the  auditory  canal; 
No.  2 pointed  inward  toward  the  center  of  the  skull 
and  was  just  below  the  auditory  canal;  No.  3 was 
more  superficially  placed  and  at  right  angles  to  the 
fragment  No.  2. 
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Under  general  anesthesia  on  January  28,  1935, 
Dr.  \V.  G.  Crutchfield  removed  the  fragment  above 
the  zygoma  through  an  incision  in  this  region.  The 
writer  removed  fragment  No.  3 directly  through 
the  external  auditory  canal.  Although  a second 
fragment  could  be  located  by  a probe,  removal 
could  not  be  accomplished. 

Recovery  was  prompt.  The  pain  disappeared  but 
the  deafness  remained.  The  swelling  of  the  canal 
subsided  and  the  remaining  fragment  could  be  seen 
buried  in  the  bone  of  the  canal. 

After  waiting  until  March  8,  1935,  another  at- 
tempt was  made  to  remove  the  fragment.  Despite 
numerous  attempts  using  hooks  and  forceps  the  for- 
eign body  could  not  be  dislodged.  Since  removal 
would  require  an  extensive  operation,  it  was  thought 
advisable  to  permit  the  fragment  to  remain  and  ob- 
serve the  patient  for  any  untoward  effect  of  the  for- 
eign body.  After  a lapse  of  thirteen  months  there 
have  been  no  ill  effects  except  the  deafness  and  a 
slight  aural  discharge. 

It  appears  remarkable  to  the  writer  that  a .32 
calibre  pistol  can  be  fired  point  blank  into  the  ex- 
ternal auditory  canal  without  causing  serious  in- 
jury or  death.  When  one  considers  the  thickness 
and  structure  of  the  bone  he  would  expect  the  bullet 
to  cause  fracture  of  the  skull  and  penetrate  the 
brain. 

The  damage  to  hearing  in  both  cases  must  be  due 
to  the  destruction  of  the  drum  membrane  and 
middle-ear  contents  by  concussion. 

One  cannot  conceive  of  the  middle-ear  remaining 
uninjured  in  such  cases  when  he  takes  into  cogni- 
zance the  fact  that  a drum  rupture  can  occur  from 
a slight  slap  on  the  ear.  Cases  of  drum  rupture 
are  even  reported  as  a result  of  a kiss  on  the  ear. 
It  is  of  interest  that  in  neither  case  was  there  any 
vertigo. 

Alexander  states  that  unconsciousness  is  frequent 


when  the  projectile  remains  in  the  middle  ear.  In 
both  cases  reported  here  there  was  no  loss  of  con- 
sciousness. 

Reports  of  peace-time  bullet  wounds  of  the  ear 
are  not  frequent  in  the  literature.  This  does  not 
apply  to  war  injuries.  Here  we  have  a wealth  of 
material.  Surgeons  serving  on  both  sides  during 
the  World  War  have  reported  many  cases.  Bullet 
wounds  incurred  in  peace  vary  considerably  from 
those  in  war.  The  main  , factor  is  the  high  velocity 
projectiles  of  war  weapons.  Also  war  weapons  are 
usually  fired  from  a much  greater  distance.  Alex- 
ander and  Urbanschitsch  serving  in  the  Austrian 
army  observed  nearly  2,500  projectile  wounds  of 
the  ear.  Indirect  wounds  of  the  ear  were  three 
times  as  frequent  as  the  direct.  The  lesion  of  the 
direct  wound  is  caused  by  the  bullet  itself.  In  the 
indirect  it  results  from  splintering,  fracture,  hemor- 
rhage, and  the  dislocation  of  tissue  due  to  trans- 
mission of  concussion  from  a neighboring  area. 

Although  a preponderant  number  of  bullet  wounds 
are  infected,  this  does  not  always  obtain.  A deter- 
mining factor  is  the  presence  of  hair  in  the  wound 
or  foreign  material  such  as  bits  of  clothing.  Some 
projectiles  are  very  hot  and  may  act  as  a sterilizing 
agent. 

Fraser  has  reported  several  cases  in  which  a bul- 
let penetrated  both  mastoid  processes  without  caus- 
ing death  or  serious  disability.  This  is  explained 
by  the  fact  that  the  passageway  of  the  bullet  is 
through  the  brain  between  the  occipital  lobe  and 
cerebullum  at  the  level  of  the  tentorium. 
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FOREIGN  BODIES  IN  THE  ABDOMEN,  WITH  REPORT  OF  A 

CASE.* 


O.  T.  Amory,  M.  D.,  F.  a.  C.  S., 

Newport  News,  Va. 


In  1909,  Crossen,  of  St.  Louis,  being  concerned 
over  the  alarming  number  of  lawsuits,  as  well  as  the 

•Read  before  the  Seaboard  Medical  Association  of  the 
Carolinas  and  Virginia  at  Old  Point  Comfort,  Va.,  De- 
cember 3-5,  1935. 


frequent  tragic  outcome  of  cases  involving  foreign 
bodies  in  the  abdomen,  reviewed  the  literature  cover- 
ing a period  of  fifty  years,  from  1859  to  1908.  He 
found  during  this  period  172  cases  reported  of 
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sponges  and  fifty  cases  of  artery  forceps  or  other 
foreign  bodies  left  in  the  abdomen  after  laparotomy. 
Among  the  172  sponge  cases  the  end-results  were 
as  follows:  eighty-three  patients  (4S..>  per  cent)  re- 
covered, fifty-three  (30.S  per  cent)  died,  and  in 
thirty-six  cases  (20.9  per  cent)  the  outcome  was  not 
reported,  .\mong  the  fifty  patients  with  forceps  or 
other  foreign  bodies  the  outcome  was  as  follows: 
seventeen . patients  (34  per  cent)  recovered,  fourteen 
patients  (28  per  cent)  died,  and  in  nineteen  cases 
(38  per  cent)  the  result  was  not  stated.  So  from 
these  tabulations  it  can  be  seen  that  a little  over 
one-fcurth  of  all  the  foreign  bodies  left  in  the  ab- 
domen in  Crossen's  series  caused  death  from  the  com- 
plications of  this  tragic  accident. 

Greenhill,  of  Chicago,  took  up  his  review  where 
Crossen  left  off  and  from  1908  to  1932,  twenty-four 
years,  found  109  reported  cases  in  American  and  for- 
eign literature.  This  series  contained  fifty-eight 
cases  (52.2  per  cent)  of  sponges,  artery  forceps 
thirty-eight  cases  (34.9  per  cent),  the  remainder 
being  various  and  sundry  objects.  In  this  series  there 
was  a death  rate  of  17.6  per  cent;  this  lowering  of 
mortality  is  due  to  the  fact  that,  the  accident  being 
discovered,  the  abdomen  was  re-opened  in  quite  a 
few  cases  within  a week  after  the  operation  and  the 
foreign  body  removed.  The  complications  increased 
very  rapidly  the  longer  the  foreign  bodies  were  al- 
lowed to  remain  in  the  abdomen. 

Autopsies  have  revealed  a considerable  number  of 
cases  of  foreign  bodies  unsuspected  in  patients  sup- 
posed to  have  died  from  some  other  post-operative 
complications.  From  this  review  of  the  literature 
the  number  of  cases  of  foreign  bodies  left  in  the 
abdomen  each  year  must  be  far  greater  than  sus- 
pected. as  doubtlessly  a very  insigtnificant  number 
of  cases  have  found  their  way  into  the  literature. 

There  are  four  recognized  methods  of  entry  for 
foreign  bodies  into  the  abdomen: 

First,  through  the  mouth  and  esophagus,  which 
usually  are  introduced  accidentally  or  by  the  insane. 

Second,  introduction  through  the  rectum. 

Third,  projectiles  forced  through  the  abdominal 
wall. 

And  lastly,  the  one  of  most  interest  to  the  sur- 
geon, those  overlooked  after  abdominal  section. 

Crossen  was  primarily  interested  in  the  last  classi- 
fication for,  as  he  states.  “It  is  the  one  condition 
where  the  public  can  see  no  other  side  but  gross 
negligence  on  the  surgeon's  part  and  holds  him  ab- 


solutely responsible  for  the  outcome.’’  It  is  well 
recognized  that  approximately  90  per  cent  of  the 
foreign  bodies  entering  the  gastro-intestinal  tract 
through  the  mouth  are  passed  spontaneously,  pro- 
vided there  is  no  ob-^^truction  in  the  pylorus,  or  the 
object  is  not  too  large  or  too  long  so  as  to  hang  in 
the  various  curv  es  and  angles  of  the  intestine.  The 
latter  condition  will  be  the  case  in  the  report  at- 
tached below. 

Mrs.  W.  D.  C..  age  26,  occupation,  a farmer's 
housewife,  was  first  seen  by  me  on  her  admission 
at  the  Riverside  Hospital  in  2klay,  1934.  Her  his- 
tory at  that  time,  as  taken  by  the  hospital  historian, 
reveals  that  her  father  and  one  brother  were  dead, 
cause  unknown.  The  rest  of  the  family  history  was 
essentially  negligent. 

Past  history:  Had  had  the  usual  diseases  of  child- 
hood. married  happily  for  six  years,  no  pregnancies, 
no  serious  illnesses  until  two  years  before  admission, 
when  she  was  operated  upon  for  chronic  appendi- 
citis. She  made  an  uneventful  recovery  and  re- 
mained in  perfect  health  until  two  months  ago,  at 
which  time  she  was  .seized  with  a severe  pain  in  the 
lower  mid-abdomen,  radiating  to  the  right  lower 
quadrant;  nausea  and  vomiting,  with  temperature; 
pain  on  voiding,  with  some  frequency.  The  pain  was 
described  as  severe  and  cutting-like  in  character, 
exaggerated  on  the  slightest  motion.  She  had  been 
confined  to  bed  for  two  weeks  prior  to  admission. 

On  admission  to  the  hospital  her  temperature 
was  102,  pulse  110,  respiration  24,  hemoglobin  82, 
red  blood  cells  4,300.000,  white  blood  cells  14.500, 
P.  70,  S.  L.  23,  E.  5,  B.  2.  The  urine  was  cloudy 
with  a good  trace  of  albumen,  occasional  pus  cell, 
a rare  blood  cell,  few  epithelial  cells  and  few  bac- 
teria. Physical  examination  revealed  a very  ill.  de- 
hydrated. nervous,  restless  individual  with  a mod- 
erately distended  abdomen,  tenderness  over  the  whole 
lower  quadrant;  moderate  rigidity;  no  masses  were 
seen,  none  were  felt. 

Vaginal  examination  was  essentially  negative  with 
the  exception  of  a marked  tenderness  and  the  sug- 
gesticn  of  a mass  in  the  left  lower  quadrant,  appar- 
mtly  fixed  to  the  uterus.  Cystoscopic  examination 
was  practically  negative. 

Upon  opening  the  abdomen,  a mass  of  omentum 
presented  itself  in  the  womb.  F'pon  further  inspec- 
tion it  was  found  to  contain  an  abscess  in  which 
was  discovered  a large  cambric  needle.  In  addition, 
the  left  tube  presented  acute  pathology  and  the  left 
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ovary  several  cysts.  The  omental  abscess  was  re- 
moved in  toto;  the  left  tube  was  removed,  cyst  punc- 
tured, and  the  abdomen  was  closed  without  drainage. 

The  patient  made  an  uneventful  recovery  and  with 
the  exception  of  an  attack  of  influenza,  had  been 
free  from  symptoms  until  about  August  1,  1935,  a 
period  of  fourteen  months,  when  she  was  again  taken 
with  severe  pains  in  the  lower  abdomen  with  some- 
what the  same  s}’mptoms  as  presented  on  her  first 
admission,  but  more  severe.  X-ray  at  that  time  re- 
vealed seven  needles  in  the  abdomen.  Her  pain, 
tenderness  and  symptoms  were  localized  over  the 
right  lower  quadrant,  in  a position  occupied  by  two 
of  these  needles.  After  considerable  discussion,  the 
patient  being  acutely  ill,  an  exploration  was  decided 
upon.  The  abdomen  w'as  opened,  needles  searched 
for,  and  four  located  and  removed.  The  two  corre- 
spondihg  to  her  pain,  etc.,  were  fortunately  found. 
She  made  an  uneventful  recovery  and  left  the  hos- 
pital two  weeks  later.  Has  remained  symptom-free 
since. 

On  going  into  her  case  more  in  detail  she  reluct- 
antly admitted  that  both  her  father  and  a brother 
had  committed  suicide,  but  no  other  family  history 
of  mental  disturbance  was  obtained.  Although  she 
very  strenuously  denied  having  swallowed  those 
needles,  nevertheless  she  admitted  that  she  was  given 
to  spells  of  melancholia  and  she  evidently  swallowed 
the  needles  during  one  of  these  severe  attacks  which 
occurred  a few  months  prior  to  her  appendix  opera- 
tion. The  husband  was  able  to  find  several  other 
needles  in  her  home  having  the  same  characteristics 
as  those  found  in  her  abdomen. 

This  case  presents  several  interesting  features. 


both  from  a scientific  and  a medical-legal  standpoint. 

First,  the  importance  of  a careful  and  tactful 
history,  preferably  taken  by  the  surgeon  himself,  or 
at  least  checked  on  important  points. 

Second,  the  importance  of  a complete  and  thor- 
ough examination,  including  X-ray  studies  if  the 
findings  are  at  all  indefinite,  as  foreign  bodies  in 
the  abdomen  may  simulate  most  any  abdominal 
pathology.  (Those  needles  very  evidently  had  re- 
mained unrecognized  in  this  patient’s  abdomen  and 
were  overlooked  by  the  first  surgeon  and  seven  left 
unsuspected  by  the  author  at  his  first  exploration, 
as  only  one  was  removed  at  that  time.) 

Third,  the  difficulty  probably  one  would  have  of 
convincing  the  average  jury  in  conditions  of  this 
kind,  as  two  surgeons  had  previously  opened  her 
abdomen. 

This  case  could  have  very  easily  been  confused 
with  post-operative  foreign  bodies. 

Regardless  of  modern  improvements  in  technique, 
regardless  of  the  methods  used  in  counting  the 
sponges,  needles,  instruments,  etc.,  after  each  opera- 
tion, there  will  always  be  a wide  margin  of  error 

I 

as  long  as  the  human  equation  enters  into  our  opera- 
tive work.  There  are  quite  a few  methods  employed 
as  to  the  use  of  sponges,  etc.,  in  abdominal  work. 
All  of  them  have  their  virtues,  but  none  of  them 
are  fool-proof.  As  Crossen  stated  in  his  report,  the 
surgeons  are  usually  too  frequently  inclined  to  rely 
upon  the  statements  of  the  force  of  the  operating 
room  and  so  do  not  personally  check  the  sponges, 
needles,  instruments,  etc.,  themselves,  and  thereby 
invite  the  tragedies  as  stated  above. 

Medical  Arts  Building. 


THE  METHOD  OF  TREA.TING  SEVERE  ACIDOSIS  DEVELOPED 
IN  THE  ST.  LOUIS  CHILDREN’S  HOSPITAL.* 


W.  Eugene  Keiter,  M.  D., 
Kinston,  N.  C. 


Severe  acidosis,  usually  associated  with  anhy- 
dremia,  is  a medical  emergency  of  the  first  rank  and 
demands  prompt  and  effective  control.  Control  of 
this  symptom  is  more  urgent  than  removal  of  the 
underlying  cause.  Once  in  abeyance  there  is  op- 
portunity to  investigate  the  cause,  and  take  measures 

*Read  before  the  Seaboard  Medical  Association  of 

Virginia  and  North  Carolina,  at  Old  Point,  Va.,  Decem- 
ber 4,  1935. 


to  correct  it,  but  until  that  time  every  minute  wasted 
is  a drain  on  the  patient’s  endurance  and  a factor 
in  his  destruction. 

The  problem  of  acidosis  and  anhydremia  is  met 
more  frequently  by  the  pediatrician  than  by  those 
dealing  with  adults.  This  is  because  of  the  higher 
incidence  of  severe  diarrhea  in  infants,  and  because 
of  their  small  size,  which  means  they  have  less  re- 
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serve  of  both  body  water  and  body  salts.  The  chem- 
ical pattern  of  the  pathological  state,  the  process  of 
its  development,  and  the  means  by  which  it  is  cor- 
rected are  the  same  in  both  the  infant  and  the  adult, 
but,  as  so  frequently  is  the  case,  the  rapidity  and  in- 
tensity of  the  changes  are  exaggerated  in  the  infant. 

Diabetic  Acidosis.  The  pathogenesis  of  the  severe 
acidosis  of  diabetes,  often  leading  to  diabetic  coma, 
may  be  outlined  as  follows:  Because  of  the  body’s 
inability  to  bum  carbohydrate  the  blood  sugar  rises 
to  inordinate  height.  The  rise  of  blood  sugar  in- 
creases the  osmotic  pressure  of  the  blood,  which  stim- 
ulates diuresis,  just  as  it  can  be  stimulated  by  in- 
travenous injection  of  hypertonic  dextrose,  so  that 
tremendous  quantities  of  urine  containing  sugar  are 
excreted.  The  patient  must  drink  large  quantities 
of  water  to  maintain  his  tissue  hydration  and  pro- 
vide a medium  for  carrying  the  excess  sugar  out  of 
the  body. 

This  enormous  flow  of  water  through  the  body  by 
analogy  may  be  expected  to  initiate  the  loss  of  elec- 
trolyte from  the  body,  like  that  loss  which  results 
from  water  intoxication. 

But  the  chief  mechanism  which  reduces  the  elec- 
trolyte of  the  blood  depends  on  the  ketogenic  state. 
-Along  with  the  inability  of  the  diabetic  to  metabolize 
de-xtrose  is  more  or  less  inability  to  metabolize  fats. 
The  products  of  incomplete  fat  combustion,  namely, 
acetone,  diacetic  acid,  and  beta-oxy-butyric  acid  must 
be  neutralized  as  formed  and  excreted.  The  sodium 
bicarbonate  of  the  blood  must  neutralize  these  acids. 
\\'hen  this  happens  carbon  dioxide  is  formed,  which 
must  be  blown  off  through  the  lungs.  The  sodium' 
ion  then  is  lost  through  the  kidneys  in  combination 
with  these  organic  fatty  acids.  Thus  sodium  bicar- 
bonate is  depleted  from  the  blood  because  the  sodium 
ion  acts  as  a vehicle  to  carry  out  through  the  kidneys 
the  “acetone  bodies”  which  the  diabetic  leaves  un- 
burned in  his  inability  to  metabolize  fats. 

Xot  only  is  the  bicarbonate  of  the  blood  reduced 
by  the  excretion  of  these  “acetone  bodies”  but  also 
the  chloride.  The  kidneys  make  ammonium  ions 
from  urea,  combine  them  with  chloride  ions  from 
the  sodium  chloride  of  the  blood  and  thus  provide 
additional  sodium  ions  for  excretion  with  “acetone 
bodies”  or  for  retention  and  maintenance  of  the  alka- 
line reserve.  Thus  the  neutral  salt,  sodium  chloride, 
through  the  activity  of  the  kidneys,  serves  to  main- 


tain the  acid-base  balance  of  the  body,  and  provides 
a reservoir  of  potential  base  as  long  as  this  function 
of  the  kidneys  is  unimpaired. 

As  the  development  of  diabetic  acidosis  progresses, 
anhydremia  and  tissue  dehydration  occur.  The 
anhydremia,  or  diminished  blood  volume,  leads  to 
more  or  less  circulatory  failure  which  interferes  with 
the  base  conserving  functions  of  the  kidney.  Con- 
sequently the  development  of  acidosis  is  accelerated. 

In  the  extremely  acidotic  state  the  alkaline  reserve 
is  so  depleted  the  carbon  dioxide  carrying  capacity 
of  the  blood  is  greatly  reduced — sometimes  three- 
fourths  or  more.  At  the  same  time  oxygenation  of 
the  hemoglobin  is  interfered  with,  because  this  too 
depends  on  the  alkaline  reserve. 

These  changes  in  the  blood  are  naturally  part  and 
counterpart  of  even  more  fundamental  changes  in 
the  tissues,  and  obviously  normal  function  could  not 
be  expected.  Body  temperature  falls.  The  pulse 
rate  and  respiratory  rate  increase.  A state  of  ex- 
haustion gradually  supervenes.  Unless  the  chain  of 
events  is  broken,  irreparable  damage  is  done  and 
death  follows. 

Severe  Diarrhea.  In  severe  diarrhea  there  is  loss 
of  -water  from  the  body  in  the  liquid  stools.  This 
water  loss  may  readily  lead  to  anhydremia  with  renal 
insufficiency.  The  liquid  stools  also  contain  large 
quantities  of  alkali  which  normally  is  reabsorbed 
from  the  bowel  and  utilized  over  and  over  again  in 
the  circulating  blood.  Thus  much  of  the  body’s  elec- 
trolUe  is  carried  away  in  the  bile  and  pancreatic 
juice  which  are  lost  in  the  liquid  stool.  Besides 
these  factors  a starvation  ketosis  may  develop  with 
much  the  same  effect  as  the  ketosis  of  the  diabetic 
state. 

It  is  remarkable  how  often  acidosis  can  be  pre- 
vented in  severe  diarrhea  by  the  simple  expedient  of 
supplying  enough  water  by  mouth.  So  often  well 
meaning  but  ill-advised  parents  withhold  water  from 
these  babies  because  they  are  vomiting.  Naturally 
this  leads  to  more  rapid  rise  of  body  temperature  and 
the  faster  development  of  acidosis.  Time  and  again 
if  water  is  supplied  rather  constantly  in  small 
amounts,  like  one  tablespoonful  every  fifteen  minutes, 
enough  is  retained  to  prevent  development  of  acidosis 
and  make  parenteral  administration  unnecessary. 
Yet  it  is  surprising  how  few  parents  have  been  im- 
pressed with  the  necessity  for  this  continuous  water 
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administration  by  the  physician  who  sees  the  infant 
at  the  onset  of  the  diarrhea.  Entirely  too  much 
reliance  is  put  in  drugs,  both  by  the  parents  and  the 
physician. 

Defense  Against  Acidosis.  The  kidneys  are  the 
body’s  chief  stronghold  against  acidosis.  First,  they 
can  regulate  the  acidity  of  the  urine  in  a wide  range 
and  by  making  it  very  acid  can  excrete  some  of  the 
weaker  acids  unneutralized.  This,  of  course,  con- 
serves base.  Secondly,  they  can  form  ammonia  out 
of  urea  and  use  the  ammonium  ion  in  the  place  of 
fixed  base. 

The  lungs  are  the  delicate  adjustor  of  the  degree 
of  alkalinity  of  the  blood  and  make  the  finer  changes 
in  acid-base  balance.  As  long  as  the  ratio  of  sodium 
bicarbonate  to  free  carbonic  acid  is  twenty  to  one  the 
alkalinity  of  the  blood  is  at  the  proper  degree  or  pH. 
If  this  ratio  should  increase  (alkalosis)  we  simply 
breathe  less  rapidly,  let  some  carbonic  acid  accumu- 
late, and  thus  restore  the  normal  pH.  If  the  ratio 
is  less  than  twenty  to  one  we  breathe  fast  for  a while 
and  blow  off  the  excess  carbonic  acid  to  restore  it. 
In  severe  acidosis  the  bicarbonate  of  the  blood  is  so 
low  that  very  rapid  deep  breathing  is  necessary  all 
the  time  to  maintain  the  ratio  at  twenty  to  one.  The 
lungs  are  the  chief  excretory  organ  of  the  volatile 
carbonic  acid  and  they  also  remove  a certain  amount 
of  acetone. 

Usual  Treatment.  The  usual  treatment  of  severe 
acidosis,  quite  rationally,  is  directed  toward  restoring 
the  body’s  natural  defenses  against  the  condition  as 
rapidly  as  possible.  Body  fluid  is  replaced  by 
parenteral  administration  of  saline  and  dextrose  so- 
lutions. Saline  and  dextrose  solutions  are  much 
more  effective  than  simple  de.xtrose  solutions.  On 
the  other  hand,  it  must  be  remembered  that  cal- 
cium and  potassium  salts  also  have  been  depleted 
and  that  potassium  is  the  most  important  intra- 
cellular base.  Therefore,  Ringer’s  solution  and  dex- 
trose are  preferable  to  saline  and  dextrose.  When 
the  dextrose  and  salt  solutions  are  administered  the 
anhydremia  is  relieved.  In  other  words,  the  circu- 
lation is  restored  and  the  kidneys  again  can  assume 
their  base  conserving  functions.  Then  it  is  up  to 
the  kidneys  to  manufacture  ammonia  from  urea, 
excrete  it  with  chloride,  and  leave  behind  sodium 
enough  to  restore  the  body’s  alkaline  reserve.  This 
they  can  accomplish  in  many  instances,  but  usually 


it  is  a process  which  extends  over  a period  of  days. 
Twelve  hours  is  an  excellent  response  when  this 
method  is  relied  upon,  and  in  many  severe  cases  the 
acidosis  will  continue  unabated  for  two  or  three  days. 
Always  it  must  be  remembered  that  with  this  treat- 
ment we  rely  on  renal  function,  and  that  often  in 
these  cases  renal  function  is  impaired  and  actual 
kidney  damage  is  present,  as  is  evidenced  by  urinary 
and  autopsy  findings. 

There  is  another  mechanism  which  tends  to  restore 
base.  When  the  ketogenic  state  is  relieved  by  ad- 
ministration of  insulin  and  dextrose  to  the  diabetic 
the  underlying  cause  of  the  acidosis  is  removed.  At 
the  same  time  there  may  be  present  in  the  body  fluids 
a certain  amount  of  sodium  salts  of  ketone  bodies. 
If,  then,  ketone  bodies  are  promptly  burned,  the 
sodium  ion  is  left  free  to  restore  the  alkaline  reserve. 
But  the  amount  of  sodium  salt  which  can  be  set  free 
in  this  fashion  is  extremely  variable  and  cannot  be 
predicted.  Sometimes  a large  amount  of  these 
ketone-body  salts  will  persist  for  days  after  insulin 
and  dextrose  treatment  have  been  established,  and 
at  other  times  they  are  burned  promptly.  Sometimes 
in  the  cases  of  severest  acidosis  there  is  little  of  these 
salts  present,  and  at  other  times  there  is  much.  It 
is  a mechanism  which  cannot  be  relied  upon. 

To  summarize,  in  the  usual  treatment  of  severe 
acidosis  we  depend  on  the  prompt  restoration  of  kid-^ 
ney  function  by  relieving  the  anhydremia.  W’e  sup- 
ply the  raw  materials  to  the  kidneys  in  the  form  of 
^chlorides  and  hope  that  they  will  be  able  to  convert 
them  into  base  bicarbonate,  we  remove  the  underly- 
ing cause  of  the  acidosis  by  supplying  insulin  and 
dextrose,  and  we  give  supportive  measures  such  as 
external  heat  and  stimulants.  If  the  disease  is  severe 
diarrhea  we  try  to  relieve  the  cause  of  the  frequent 
stools  and  vomiting. 

Sodium  Lactate  Therapy.  Sodium  lactate  will  re- 
store the  alkaline  reserve  of  the  body  accurately, 
promptly,  and  safely.  It  will  relieve  the  symptoms 
Xof  acidosis  in  three  to  five  hours.  It  does  not  depend 
on  renal  function  for  its  action.  The  liver  cells 
convert  a little  less  than  half  the  lactate  ions  into 
liver  glycogen,  most  of  the  remainder  is  burned  by 
the  muscle  cells  with  production  of  carbon  dioxide 
and  heat  (3  or  4 cals,  per  kilo  body  weight).  A 
small  amount  of  the  lactate  is  lost  in  the  urine. 

Thus  in  three  to  five  hours  the  lactate  is  metabo- 
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lized,  exerting  an  anti-ketogenic  effect  like  dextrose, 
restoring  body  temperature,  and  releasing  valuable 
sodium  ions  for  the  restoration  of  the  alkaline  re- 
serve. The  metabolism  of  the  lactate  radical,  like 
dextrose,  requires  extra  insulin  in  the  case  of  the 
diabetic.  In  the  cases  of  diarrhea  insulin  need  not 
be  given. 

-•Mong  with  the  lactate.  Ringer’s  solution  is  given 
to  restore  the  chlorides,  calcium,  and  potassium. 
The  diabetic  patients  as  a rule  are  able  to  take  their 
trays  within  twelve  hours  of  admission,  and  from 
that  time  on  it  is  a problem  of  diet  and  insulin 
adjustment. 

The  patients  with  severe  diarrhea  will  continue  to 
lose  base  and  fluids  in  their  stools.  The  condition 
of  acidosis  and  anhydremia  may  recur  in  a few  hours 
after  it  is  completely  relieved  by  sodium  lactate  treat- 
ment. By  the  continuous  administration  of  dex- 
trose and  Ringer’s  solution  with  intravenous  drip 
they  will  usually  maintain  their  improvement  in 
alkaline  reserve,  but  still  may  succumb  to  the  over- 
whelming toxemia  of  a dysenterc’  infection. 

Indications  and  Dosage.  The  indication  for 
sodium  lactate  therapy  is  severe  acidosis  from  any 
cause.  The  most  frequent  causes  are  diabetes  and 
diarrhea  and  vomiting.  The  recognition  of  severe 
acidosis  should  be  based  on  experience  in  correlating 
the  clinical  picture  with  the  laboratory  determina- 
tions of  carbon  dioxide  content  of  the  blood.  After 
one  is  familiar  with  the  picture  it  is  not  absolutely 
essential  to  have  these  carbon  dioxide  determina- 
tions to  recognize  the  need  for  this  therapy.  The 
hyperventilation  of  fever  or  pneumonia  might  be 
confusing  to  the  inexperienced.  Certainly  the  car- 
bon dioxide  determinations  are  a great  help  in  fol- 
lowing the  course  of  the  recovery.  But  many  a 
patient  can  be  rescued  from  overwhelming  acidosis 
in  the  backwoods  without  laboratory  aid. 

The  dose  is  determined  by  the  size  of  the  individ- 
ual. If  ten  c.c.  of  molar  sodium  lactate  per  kilo 
of  body  weight  is  administered  the  carbon  dioxide 
content  of  the  blood  will  be  increased  about  35  vols. 
per  cent.  The  molar  lactate  is  diluted  to  one-sixth 
molar  concentration  with  distilled  water  before  ad- 
ministration. This  dilution  is  essential;  otherwise 
a fatal  hyperpyrexia  might  be  precipitated.  From 
one-third  to  half  of  the  total  dose  is  given  in  the 
vein  and  the  remainder  either  subcutaneously  or  in- 


traperitoneally.  In  diabetic  coma  this  dose  is  given 
as  promptly  as  possible,  without  waiting  for  the  re- 
ports from  the  laboratory,  and  at  the  same  time  two 
units  of  insulin  per  kilo  of  body  weight.  Subse- 
quent doses  of  insulin  will  depend  on  the  original 
and  subsequent  laboratory  reports.  In  children  we 
estimate  the  excess  sugar  in  the  body  from  the  blood 
sugar  and  body  weight,  and  give  enough  insulin 
promptly  to  restore  it  to  normal.  In  adults  I believe 
there  are  objections  to  reducing  the  blood  sugar  too 
rapidly. 

The  standard  dose  of  60  c.c.  of  1/6  molar  lactate 
per  kilogram  of  body  weight  is  never  too  much  in 
severe  acidosis  and  can  be  given  as  soon  as  the 
diagnosis  is  established.  If  before  administration 
40  c.c.  of  Ringer’s  solution  per  kilogram  is  added  to 
the  60  c.c.  of  lactate  solution,  the  resultant  mixture 
is  rapidly  absorbed  from  the  subcutaneous  spaces,  is 
not  irritating  when  given  intraperitoneally,  and  rap- 
idly restores  the  chlorides,  potassium  and  calcium 
ions  as  well  as  the  sodium  ion. 

Summary 

1.  Loss  of  sodium  ion  in  combination  with  ketone 
bodies  depletes  the  blood  bicarbonate  and  chloride 
and  leads  to  the  acidosis  and  dehydration  of  diabetic 
coma. 

2.  Loss  of  fixed  base  in  the  bile  and  pancreatic 
juice  which  are  passed  in  the  diarrheal  stool,  to- 
gether with  a starvation  ketosis,  accounts  for  the 
acidosis  of  severe  diarrhea. 

3.  The  kidneys  are  the  body's  chief  defense 
against  acidosis  because  of  their  ability  to  regulate 
the  acidity  of  the  urine  and  to  substitute  ammonia 
for  fixed  base  in  the  excretion  of  acids.  The  lungs 
excrete  volatile  acids  and  regulate  the  pH  of  the 
blood. 

4.  The  usual  treatment  of  acidosis  is  to  restore 
the  circulation  and  supply  chlorides  from  which  the 
kidneys  can  derive  fixed  base.  It  depends  on  kidney 
function. 

5.  Sodium  lactate  therapy  is  independent  of  kid- 
ney function  and  will  restore  the  alkaline  reserve 
in  three  to  five  hours. 

6.  The  indication  for  sodium  lactate  therapy  is 
severe  acidosis  from  any  cause.  The  dosage  de- 
pends on  body  weight,  60  c.c.  of  1/6  molar  lactate 
p)er  kilogram  of  body  weight  elevating  the  alkaline 
reserve  about  35  vols.  per  cent.  To  this  should  be 
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added  40  c.c.  of  Ringer’s  solution  per  kilogram  to 
restore  the  blood  chlorides,  potassium  and  calcium. 
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Miscellaneous 


Function  and  Scope  of  Health  Units  in  Vir- 
ginia. 

As  a number  of  Health  District  units  have  been 
organized  in  Virginia  during  the  past  year,  we  be- 
lieve many  of  our  readers  will  be  interested  in  know- 
ing more  of  the  work  of  the  various  units  as  is  well 
e.xplained  in  the  following  correspondence  taken 
from  The  Northampton  Times  of  Cape  Charles,  Va. 
As  will  be  noted,  the  inquiry  by  the  Eastville  Com- 
munity League  was  made  in  a spirit  of  cooperation 
and  Dr.  McCreary  has  given  a ver)^  enlightening 
reply. 

March  20,  1936. 

Dr.  a.  B.  McCreary, 

County  Health  Officer, 

Eastville,  Virginia. 

My  Dear  Dr.  McCreary: 

Several  members  of  the  Eastville  Community  League 
have  brought  to  the  attention  of  the  League  the  fact 
that  there  is  not  a great  deal  of  clarity  in  the  minds 
of  many  of  the  citizens  as  to  the  functions  of  the  Health 
Unit.  Feeling  that  your  office  wishes  the  people  to  un- 
derstand the  scope  of  the  work  of  the  Health  Unit,  the 
League  has  delegated  me  to  ask  you  to  publish  in  the 
county  press  an  outline  of  the  work  of  the  health  units 
as  they  traditionally  operated  throughout  the  country. 

You  will  understand,  of  course,  that  our  League  is 
promulgating  this  question  in  a spirit  of  cooperation 
rather  than  in  a spirit  of  fault-finding.  So  frequently 
public  agencies  of  long  and  useful  standing  are  unwit- 
tingly maligned  because  of  ignorance  of  the  merits 
actuating  the  work  of  such  agencies.  We  feel,  therefore, 
that  a statement  of  the  scope  of  work  of  the  local  health 
unit  will  be  not  only  timely,  but  will  also  go  a long  way 
toward  building  up  an  appreciation  of  the  principles 
guiding  the  work  of  other  indispensable  agencies.  Such, 
certainly,  is  the  spirit  of  our  League. 


With  the  assurance  that  we  are  willing  to  assist  you 
in  any  of  your  clinics,  educational  campaigns,  and 
drives  in  the  field  of  preventive  medicine,  we  are 

Very  sincerely  yours, 

EASTVILLE  COMMUNITY  LEAGUE.  Per  W.  F. 
LAWSON,  JR.,  Chairman  of  Committee  to  confer  with 
Health  Unit  Officials  as  to  Duties  of  Health  Office. 


March  23,  1936. 

Mr.  W.  F.  Lawson,  Jr., 

Eastville  Community  League, 

Eastville,  Virginia. 

My  Dear  Mr.  Lawson  and  Members  of  the  Community 
League: 

Your  letter  of  March  20th  relative  to  the  function  and 
scope  of  Public  Health  activities  to  hand.  The  depart- 
ment wishes  to  express  its  appreciation  of  the  interest 
manifested  by  this  inquiry  as  well  as  the  spirit  of  co- 
operation exhibited  at  all  times  by  the  League. 

The  functions  of  a Public  Health  Department  may 
be  defined  as  being  within  the  scope  of  the  meaning  of 
four  words,  viz.:  educational,  advisory,  investigatory, 
and  legal.  Under  education  would  come  all  activities 
of  a nature  designed  to  acquaint  the  public  with  neces- 
sary facts  for  the  safeguarding  of  health  and  the  con- 
servation of  life.  Advisory  may  be  considered  as  that 
service  rendered  to  the  physicians  and  to  the  public  in 
consultations,  conferences,  and  advice  of  community  in- 
terest. Investigatory  rendered  to  individuls  on  prob- 
lems is  self-explanatory  and  refers  to  the  survey  of 
conditions  involving  sanitary  environment,  contacts, 
family  history,  or  anything  which  may  have  a bearing 
on  the  source  of  known  disease,  or  a nuisance  which 
may  be  a menace  to  health  and  life.  Under  legal  would 
be  included  the  enforcement  of  public  health  statutes, 
quarantine,  sanitation,  and  abatement  of  nuisances  detri- 
mental to  health. 

A health  department  may  be  considered  as  having  five 
major  divisions,  namely:  Vital  Statistics,  Health  Edu- 
cation and  Hygiene,  Epidemiology,  Laboratory,  and  Sani- 
tation. Vital  Statistics  deal  with  the  fundamental  facts 
regarding  population,  births,  deaths,  marriages,  divorces 
and  the  incidence  of  disease. 

These  facts  are  invaluable  to  a health  department. 
No  capable  business  man  would  think  of  attempting  to 
conduct  a business  without  an  inventory  of  all  facts 
and  conditions  which  have  a bearing  upon  the  ultimate 
success  of  the  venture.  The  department  files,  com- 
putes, and  analyzes  these  figures  with  a view  to  apply- 
ing sane  preventive  measures  where  they  are  needed. 

Health  Education  and  Hygiene  includes  all  phases  of 
Health  Education:  Infant  and  Maternal  Clinics,  Pre- 
school Clinics,  School  examination,  distribution  of  litera- 
ture, release  of  news  articles,  lectures  on  health  con- 
ditions, the  dessemination  of  information. 

Sanitation  is  the  basis  of  all  public  health  procedure, 
but  in  order  to  achieve  the  greatest  results  it  is  neces- 
sary that  the  public  be  educated  to  understand  the 
reasons  for  health  measures. 
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The  division  of  Sanitation  strives  through  education, 
demonstration  and  legislation  to  create  a healthful  en- 
vironment, and  wholesome  nutritious  foods.  Control  of 
all  food  and  milk  should  be  under  the  Health  Depart- 
ment, but  even  then  the  most  satisfactory  inspector  is 
the  purchaser  who  knows  to  demand  only  that  which 
is  approved  by  the  health  department.  Control  of 
sewage  disposal  is  an  important  function  of  this  di- 
vision because  of  the  diseases  due  to  alvine  discharges, 
typhoid,  dt'sentery,  parasitosis,  etc. 

Epidemiology  is  that  division  which  deals  with  the 
source,  spread  and  control  of  communicable  disease. 
Having  found  and  corrected  the  source  of  disease,  con- 
trol measures  may  then  be  more  effectively  applied.  The 
Laboratory  is  for  the  diagnosis  of  disease,  and  the 
analysis  of  food,  water  and  milk  to  determine  their 
safetj-  for  human  consumption. 

This  is  a brief  synopsis  of  the  duties  of  a health 
department;  more  detailed  discussion  of  the  activities 
in  this  county  will  be  found  in  the  annual  report  to  be 
released  soon. 

There  is  an  erroneous  idea  in  the  minds  of  many  peo- 
ple that  the  health  department  should  indulge  in  the 
practice  of  medicine.  Prevention,  and  not  Treatment 
is  the  function  of  the  Health  Department.  The  depart- 
ment is  working  for  the  people  of  Northampton  County 
as  a whole. 

The  Highway  Department  builds  roads  through  our 
State  and  county,  but  they  are  not  authorized  to  build 
a private  road  through  some  individual’s  property.  Our 
teachers  instruct  the  children  at  school,  but  they  are  not 
expected  to  furnish  private  tutoring  in  the  homes.  The 
county  employs  a Commonwealth  Attorney  to  protect  the 
legal  interests  of  the  people,  yet  no  one  would  expect 
him  to  take  a private  case  in  court  as  a part  of  his 
duties  as  an  office  holder.  The  Health  Department  is 
the  legal  arm  of  government  for  the  protection  of  the 
health  of  the  community,  and  not  for  the  medical  treat- 
ment of  the  individual.  Public  Health  is  a specialty  of 
medicine.  One  would  not  go  to  an  obstetrician  to  get. 
glasses  fitted ; they  would  consult  a specialist  on  that 
phase  of  medical  science. 

It  is  obvious  that  one  Health  Officer  cannot  serve 
Northampton  County  in  the  capacity  of  private  physician. 
No  one  physician  could  possibly  carry  such  a load  and 
such  an  attempt  would  completely  curtail  all  legitimate 
public  health  activities. 

The  medical  profession  has  always  carried  the  charity 
load  without  grumbling,  although  there  is  no  logical 
reason  wht'  this  load  should  not  be  spread  over  the 
many  as  a community  problem  rather  than  expecting  the 
private  practitioner  to  carry  the  entire  burden.  No  one 
expects  the  grocer  to  supply  the  indigent  with  food, 
neither  does  anyone  contemplate  the  opening  of  a State 
or  County  Commissary  to  supply  the  indigent.  Why 
then  should  a different  arrangement  be  expected  with 
reference  to  medical  care  of  this  class? 

The  Health  Department  and  the  medical  profession 
of  Northampton  County  are  working  in  complete  har- 


mony and  cooperation  for  the  furtherance  of  the  best 
interests  of  the  people  of  this  area. 

No  Health  Department  can  succeed  without  the  co- 
operation of  the  physicians,  and  no  health  department 
can  maintain  this  cooperation  by  disregarding  the  pre- 
rogatives of  the  physicians. 

Thanking  you  again  for  your  letter  which  affords  us 
the  opportunity  of  clarifying  our  position  and  thanking 
the  League  for  the  whole-hearted  cooperation  given  us 
in  the  past,  we  assure  you  of  our  continued  desire  to 
serve  you  in  any  capacity  for  the  good  of  the  whole 
people.  Very  sincerely  yours, 

A.  B.  McCreary,  M.  D., 

Director  Northampton  Unit. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 

The  communicable  disease  reports  received  at 
the  office  of  Dr.  G.  F.  McGinnes,  State  Epidemi- 
ologist, for  the  month  of  April,  1936,  show  the  fol- 
lowing cases  compared  with  the  same  month  in 


1935:  1936  1935 

Typhoid  and  Paratyphoid  Fever 13  22 

Diphtheria  55  56 

Scarlet  Fever  212  151 

Measles  568  2,977 

Meningitis  43  31 

Poliomyelitis  2 0 

Rocky  Mountain  Spotted  Fever 0 0 

Typhus  Fever  0 0 

Undulant  Fever  0 1 

Tularaemia  0 6 

Smallpox  2 2 


The  above  figures  show  an  increase  in  the  num- 
ber of  scarlet  fever,  meningitis  and  poliomyelitis 
cases  reported  for  April,  1936,  over  those  reported 
for  the  same  month  in  1935.  However,  when  the 
total  number  of  these  cases  for  the  four  months 
period  January  through  April,  1936,  is  compared 
with  the  same  period  in  1935  an  increase  in  men- 
inaitis  alone  is  observed.  The  following  table  shows 
the  total  number  of  cases  of  certain  diseases  re- 
ported for  the  four  months  period  January  through 
.■\pril,  1936,  compared  with  the  same  period  in  1935. 

Jan. -April  Jan. -April 


- 1936  1935 

Typhoid  and  Paratyphoid  Fever 62  93 

Diphtheria  292  329 

Scarlet  Fever  883  919 

Measles  1,692  14,116 

Meningitis  229  98 

Poliomyelitis  5 6 
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Rocky  Mountain  Spotted  Fever 0 1 

Typhus  Fever  0 1 

Undulant  Fever  : 6 9 

Tularaemia 18  19 

Smallpox  2 9 


Meningitis  was  slight!)'  increased  throughout  the 
State  and  reached  epidemic  proportions  in  certain 
areas  of  Southwest  Virginia.  In  these  localities  the 
disease  was  quite  virulent  and  appeared  chiefly  in 
those  homes  in  w’hich  overcrowding  was  evident. 
Young  children  w'ere  more  frequently  attacked  than 
adults  with  a high  case  fatality  rate  in  the  very 
young.  The  secondary  attack  rate  was  appreciably 
higher  than  that  generally  recorded  for  this  disease 
in  the  civil  population.  The  clinical  manifestations 
were  confusing  in  a number  of  the  cases,  the  dis- 
ease in  its  onset  resembling  influenza  or  a severe  re- 
spiratory infection  with  evidence  of  patchy  consoli- 
dation with  moist  rales  in  one  or  both  lungs.  Men- 
ingeal symptoms  were  frequently  late  in  appearing 
and  occasionally  death  supervened  before  definite 
signs  of  meningitis  could  be  detected.  Only  by  a 
high  degree  of  suspicion  and  the  routine  use  of 
lumbar  puncture  as  a diagnostic  procedure  were  a 
number  of  these  cases  detected  and  given  specific 
therapy.  The  peak  of  the  meningitis  cases  was 
reached  in  February  during  which  month  100  cases 
were  reported,  chiefly  from  the  Southwest  area. 
Since  this  time  there  has  been  a steady  decline  in 
the  number  of  cases  reported. 

Though  at  no  time  Statewide  in  its  distribution, 
scarlet  fever  has  shown  an  unusual  increased  preva- 
lence in  certain  areas,  noticeably  in  one  area  of  Rich- 
mond city.  In  other  areas  the  disease  has  been 
masked  by  the  appearance  of  German  measles  which, 
occurring  at  the  same  time  with  mild  cases  of  scarlet 
fever,  has  led  to  the  necessity  of  careful  observation 
to  differentiate  the  two  diseases. 

The  marked  decrease  in  the  number  of  measles 
cases  is  to  be  expected  when  the  cyclic  nature  of  this 
disease  is  considered.  The  decrease  in  the  number 
of  cases  of  diphtheria  and  typhoid  fever  is  encour- 
aging and  perhaps  indicates  that  with  the  continua- 
tion of  the  methods  advocated  for  the  control  of 
these  diseases  a new  low  level  may  be  expected  for 
1936. 

Little  of  significance  can  be  shown  in  the  num- 
ber of  cases  reported  for  the  other  diseases  listed. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Fletcher  J.  Wright,  49  S.  Market  St., 
Petersburg. 

President-Elect — Mrs.  F.  D.  Wilson,  5352  Studley  Ave., 
Norfolk. 

Corresponding  Secretary — Mrs.  Meade  Edmunds,  Wal- 
nut Hill,  Petersburg. 

Recording  Secretary — Mrs.  Harold  W.  Potter,  70  33rd 
St.,  Newport  News. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Ave.,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  James  B.  Stone, 
15  Maxwell  Road,  Richmond. 

Why  An  Auxiliary? 

The  campaign  now  well  under  way  to  form 
auxiliaries  to  the  county  and  State  medical  societies 
gives  point  to  the  question  raised  in  the  Wisconsin 
'Medical  Journal,  “Why  an  Auxiliary?”  We  might 
as  well  ask  “Why  a Wife?”  says  the  writer,  who 
dips  his  pen  in  effervescent  ink,  and  gives  us  this: 

“Medical  organization  went  on  for  nearly  a cen- 
tury in  a state  of  single  blessedness.  Like  an  old 
bachelor,  it  never  seemed  to  realize  that  it  was  doing 
many  odd  jobs  which  could  be  done  by  a,  helpmate, 
and  that  its  standing  in  the  community  was  being 
sorely  neglected.  Then  one  spring  morning  some  ten 
years  ago  came  a comely  lady,  who  announced  her- 
self as  Mrs.  Auxiliary,  rolled  up  her  sleeves,  nudged 
Mr.  Medicine  in  the  side,  and  said,  ‘Shove  over — 
I’m  going  to  pitch  in,  help  get  your  house  in  order, 
and  Tm  going  to  be  your  partner.’  The  old  fellow, 
unaccustomed  to  team  work,  grumbled,  and  still 
sputters  at  times,  but  down  in  his  heart  realizes  how 
efficient  she  has  been.  During  the  years  she  has 
grown  and  developed  into  a buxom  housewife,  on 
whom  he  has  learned  to  depend  more  and  more. 
She  has  been  helpful  in  more  ways  than  he  realizes, 
and  she  can  do  more  and  more  for  him  as  time 
goes  on,  and  he  learns  more  to  rely  on  her.  Her 
main  job  is  to  improve  his  standing  in  the  com- 
munity. He  has  been  a hermit  and  has  covered  up 
his  sterling  qualities  and  his  good  deeds.  He  has 
had  few  contacts  with  others  and  she  can  do  much 
in  bringing  about  a better  appreciation  of  his  work 
and  of  his  worth.” — New  York  State  Journal  of 
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iMedicine,  October,  1935,  also  Pennsylvania  Medi- 
cal Journal,  December,  1935. 

Auxiliary  to  Accomac  and  Northampton 

Medical  Societies. 

The  above  organization  is  the  latest  addition  to 
the  State  Auxiliary  family.  A called  meeting  of 
the  physicians’  wives  of  Accomac  and  Northamp- 
ton Counties  was  held  in  the  early  spring  at  the 
home  of  Mrs.  H.  L.  Denoon,  Jr.,  in  Nassawadox. 
Airs.  Franklin  D.  Wilson,  State  Chairman  of  Or- 
ganization was  present.  The  first  regular  meeting  of 
this  newly-organized  group  took  place  on  April  21st 
at  the  home  of  Mrs.  Rooker  J.  White,  Keller,  Va., 
with  sixteen  members  present.  The  president,  Mrs. 
H.  L.  Denoon,  Jr.,  presided.  Plans  for  the  Work 
Projects  for  the  remainder  of  the  year  were  dis- 
cussed— the  main  project  being  the  supplying  of 
pillows  and  linens  to  the  Northampton- Accomac  Me- 
morial Hospital.  The  Projects  Chairman,  Mrs.  E. 
W.  P.  Downing,  suggested  a general  fund  for  pa- 
tients at  Catawba — especially  children.  Mrs.  J.  H. 
Hiden  suggested  that  the  Auxiliary  work  towards 
the  education  of  the  public  in  general  health  prin- 
ciples and  better  hygiene.  A motion  was  made  and 
carried  that  a series  of  subscription  card  parties  be 
given  to  raise  the  needed  funds  for  these  projects. 
The  new’ly-elected  officers,  installed  at  this  time,  were 
as  follows:  President,  Mrs.  H.  L.  Denoon,  Jr., 
Nassawadox;  vice-president,  Mrs.  John  W.  Robert- 
son, Onancock;  secretary,  Mrs.  Holland  Trower, 
Eastville;  treasurer,  Mrs.  C.  E.  Critcher,  New' 
Church;  advisory  council,  Dr.  J.  Mortimer  Lynch, 
Northampton  County;  Dr.  John  W.  Robertson,  Ac- 
comac County. 

The  next  regular  meeting  w’ill  be  held  at  the 
home  of  Mrs.  S.  K.  Ames,  Cape  Charles,  on  Tues- 
day, October  6th. 

The  Woman’s  Auxiliary  to  Mid-Tidewater 

Medical  Society 

Alet  in  Saluda  April  28th,  with  Mrs.  Fletcher  J. 
Wright,  State  President,  and  Mrs.  Edmunds,  of 
Petersburg,  as  guests.  Plans  were  discussed  for  a 
debate  on  State  Medicine  to  be  given  in  the  near 
future.  Mrs.  James  W.  Smith  read  an  interesting 
article  on  State  Medicine,  followed  by  a poem  read 
by  Mrs.  Hawes  Campbell,  entitled,  “I  Will.”  Mrs. 
^^'right  brought  an  interesting  message  on  auxiliary 


work,  which  she  followed  up  with  a Doctors’  Day 
program.  The  next  meeting  will  be  held  in  July 
at  Gloucester,  Va. 

The  Auxiliary  to  the  Richmond  Academy  of 

Medicine. 

Had  as  guests  at  its  April  meeting  Mrs.  Fletcher 
J.  Wright,  State  President,  Dr.  Allison  Hodges  of 
the  State  Advisor}'  Council,  and  Dr.  Roshier  W. 
hliller.  President  of  the  Richmond  Academy  of 
Aledicine.  The  Doctors’  Day  program  was  obsers'ed 
at  this  meeting,  and  took  the  form  of  a memorial 
to  Dr.  Southgate  Leigh.  Mrs.  Raymond  Garcin  read 
Edgar  Guest’s  poem,  “The  Doctor.”  Mrs.  Joseph 
Bear  read  an  account  of  Dr.  Leigh’s  life  from  the 
April  issue  of  the  Virginia  Medical  Monthly, 
and  Mrs.  James  B.  Stone  read  an  appreciation  of 
Dr.  Leigh  from  the  Woman’s  Auxiliary  page  of  the 
same  issue  of  the  Monthly.  Dr.  and  Mrs.  Alli- 
son Hodges,  co-founders  of  the  State  Auxiliary  w'ith 
Dr.  Leigh,  both  paid  fitting  tributes  to  his  memor}'. 

On  May  19th,  20th,  21st,  and  22nd,  the  Rich- 
mond Auxiliary  sponsored  a Cooking  School  in  con- 
junction with  the  Florence  Nightingale  Circle,  Sun- 
shine Circle  King’s  Daughters,  and  the  American 
Legion  Auxiliary,  Post  38.  This  Cooking  School, 
the  largest  of  its  kind  in  the  country,  aroused  much 
interest  locally  and  w'as  well  attended.  The  Auxil- 
iary receives  one-fourth  of  the  proceeds  from  the 
sale  of  tickets,  and  this  money  w’ill  be  used  to 
further  the  philanthropic  w'ork  of  the  Auxiliary. 

James  City-New  Kent  Medical  Auxiliary. 

- The  March  meeting  of  this  Auxiliary  was  held 
at  the  home  of  Mrs.  E.  B.  Kilby  in  Toano,  with 
iSIrs.  A.  M.  Sneed,  the  president,  presiding.  In  the 
discussion  of  old  and  new  business,  plans  were 
made  to  entertain  our  State  president  at  an  early 
date.  Plans  w'ere  also  discussed  to  have  a “Doctors’ 
Night”  in  May  or  June. 

Our  guests  for  the  afternoon  w'ere  Mrs.  T.  S. 
Cox,  chairman  of  the  Red  Cross  division  for  James 
City  County,  and  IHrs.  Brake,  our  Red  Cross  nurse, 
both  of  whom  gave  interesting  talks  about  their  w'ork 
in  James  City  County. 

Upon  adjournment,  !Mrs.  Kilby  entertained  at  a 
social  hour. 

(Mrs.  L.  V.)  Mabel  Henderson, 

Reporter. 
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Book  Announcements 

You  Must  Eat  Meat.  Fancies,  Foibles  and  Facts 
about  Meat.  By  MAX  ERNEST  JUTTE,  M.  D., 
Formerly  lecturer  on  Stomach  and  Intestinal  Dis- 
eases, New  York  Polyclinic  Medical  School;  etc. 
New  York.  G.  P.  Putnam’s  Sons.  1936.  7%x5i/4 

inches,  xi-164  pgs.  Illustrated.  Cloth.  Price, 
$2.00. 

The  author’s  theme  is  that  many  digestive  disturb- 
ances and  most  diseases  are  due  to  too  large  a per- 
centage of  carbohydrate  in  the  diet,  with  consequent 
auto-intoxication.  Therefore,  one  “must  eat  meat.” 
However  laudable  the  author’s  fundamental  idea  may 
be,  it  is  unfortunate  that  he  supports  his  conclusions 
with  a mass  of  erroneous  verbiage.  He  submits  to 
the  laity  the  weirdest  and  most  outworn  conceptions 
of  human  physiology  and  biochemistry  that  have  ap- 
peared in  print  since  Dr.  Hays  first  offered  to  the 
breathlessly  expectant  world  the  facts  of  food  in- 
compatibility. We  learn  that  fermentation  of  foods 
by  bacteria,  yeast,  and  molds,  give  rise  to  gases 
which  “irritate  and  benumb  their  (the  intestinal) 
lining  membranes,  and  later  give  rise  to  intestinal 
‘catarrh’  and  ultimately  to  ‘dropping’  of  the  abdomi- 
nal organs.”  Likewise,  carbohydrates  are  fermented 
into  glucose,  then  lactic  acid,  and  finally  (by  some 
triumph  of  chemistry),  into  butyric  acid,  carbonic 
acid  gas,  and  hydrogen.  Epinephrine  also  main- 
tains the  proper  sugar  content  of  the  blood  and  neu- 
tralizes various  poisons.  The  principal  function  of 
the  spleen  is  to  assist  in  the  generation  of  red  blood 
corpuscles.  The  liver  probably  secretes  a hormone, 
because  of  its  beneficial  effects  in  pernicious  ane- 
mia. .‘\cid  citrous  fruits  do  not  produce  an  alkaline 
reaction  in  the  body.  On  the  contrary,  since  there 
is  “certainly  no  such  a thing  as  an  acid,  as  if  by 
magic,  turning  into  an  alkali  in  the  body,”  they  de- 
plete the  alkali  reserve.  “Vitamins  are  substances 
of  unknown  composition  . . .” 

Such  an  exhibition  of  gross  ignorance  of  modern 
physiology  completely  nullifies  the  praiseworthy 
purpose  of  the  author  in  combating  prevalent  fads 
of  vegetarianism  and  food  incompatibilities.  . 

R.  J.  Main. 

Cardiac  Output  and  Arterial  Hypertension.  By  SID- 
NEY A.  GLADSTONE,  M.  D.  New  York  City. 
1935.  Octavo  of  56  pages.  Cloth.  Price,  $1.00. 

Foreword:  The  following  papers  represent  a par- 
tial report  of  the  investigations  conducted  during 


the  author’s  second  year  (September  1,  1934  to 
September  1,  1935)  of  tenure  of  the  Richard  and 
Ella  Hunt  Sutro  Fellowship  for  Cardio-vascular 
research  at  the  Mount  Sinai  Hospital,  New  York 
City.” 

The  title  is  somewhat  misleading  for  the  major 
part  of  the  book  is  taken  up  with  a study  of  cardiac 
output  and  the  evaluation  of  the  different  methods 
used  for  determining  cardiac  output  in  man.  The 
critical  analysis  of  the  different  methods  is  a very 
valuable  survey  of  this  difficult  field  of  research. 
The  modification  of  the  gas  method  for  estimating 
cardiac  output  designed  by  the  author  would  appear 
to  the  reviewer  to  have  certain  advantages ; neverthe- 
less, one  still  feels  that  there  is  much  to  be  desired 
in  technique  before  cardiac  output  and  minute 
volume  studies  can  be  utilized  with  any  degree  of 
assurance  in  the  study  of  the  dynamics  of  this  cir- 
culation. 

In  Chapter  3 he  re-emphasizes  the  well-known 
fact  that  cardiac  output  has  little  if  anything 'td  do 
with  arterial  hypertension. 

I 

The  fourth  chapter  is  a very  ingenious  discussion 
of  the  pathogenesis  of  hypertension.  In  summary, 
the  author  believes  that  there  is  formed  in  the  kid- 
ney a pressor  substance  which  has  much  to  do  with 
control  of  the  blood  pressure.  The  mechanism  of 
control  consists  of  eliminating  in  the  urine  this  ma^ 
terial  in  such  amounts  that  the  blood  pressure  will 
remain  at  a level  adequate  for  an  effective  filtration 
pressure  in  the  glomeruli,  and  in  hypertension  the 
kidney  allows  the  concentration  of  the  pressor  ma- 
terial to  accumulate  in  the  blood  so  that  a compen- 
satory hypertension  will  maintain  adequate  blood 
flow  through  the  kidney.  This  hypothesis  is  a re- 
statement of  the  old  concept  originally  conceived  by 
Cohnheim. 

Space  does  not  allow  a critical  discussion  of  this 
concept  of  hypertension,  therefore,  it  is  recom- 
mended that  those  interested  in  the  pathogenesis  of 
hypertension  could  very  profitably  review  the 
author’s  monograph. 

The  monograph  as  a whole  will  interest  largely 
those  concerned  with  the  academic  aspects  of  cardio- 
vascular disease. 

William  B.  Porter,  M.  D. 
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Editorial 


Rabies  on  a Rampage. 

For  the  past  ten  years  we  have  averaged  annually 
in  Virginia  120  proven  cases  of  rabies  among  dogs. 
In  1935  the  incidence  of  this  disease  rose  to  235. 
During  the  first  three  months  of  1936  there  have 
been  113  heads  reported  as  positive  in  the  various 
laboratories  of  the  State  Department  of  Health.  If 
the  present  rate  of  increase  continues  we  may  ex- 
pect a total  of  no  less  than  450  mad  dogs  in  the 
State  of  Virginia  this  year. 

Since  hydrophobia  is  a disease  almost  exclusively 
of  canine  origin  no  one  can  view  this  increasing  in- 
cidence of  rabies  among  dogs  with  complacency. 
Something  must  be  done  about  it.  The  Board  of 
Health  is  the  logical  agency  to  which  we  should 
turn.  It  possesses  the  necessary-  factual  informa- 
tion and  it  must  know  how  the  danger  can  be 
eradicated,  how  it  has  been  eradicated  in  England, 
how  it  has  been  eradicated  in  other  countries.  It 
is  a well-known  fact  that  preinfection  vaccination  of 
dogs  is  utterly  impracticable.  On  the  other  hand 
the  results  of  muzzling  and  rigid  quarantine  are 
astonishly  effective.  This  disease  can  be  controlled 
only  by  law  and  by  law  enforcement.  The  proper 
sort  of  propaganda  is  needed  to  effect  this  control. 
The  Board  of  Health  should  put  before  the  people 
of  Virginia  the  situation  as  it  exists  and  see  to  it 
that  the  public  sentiment  necessary-  in  all  law  en- 
forcement is  aroused. 


Roentgen  Therapy  in  Sinusitis. 

Roentgen  therapy  in  both  acute  and  chronic 
sinusitis  is  now  being  so  extensively  employed  that 
some  evaluation  of  the  procedure  seems  indicated. 
.A.S  long  ago  as  1922  cautious  attempts  at  this  ap- 
proach to  the  relief  of  infected  sinuses  were  being 
made.  In  1930  Butler  and  Woolley  reported  a large 
group  of  cases,  80  per  cent  of  whom  were  said  to 
have  been  rendered  s^Tuptom  free  or  definitely  im- 
proved. In  the  latter  part  of  1934  the  same 
authors  published  their  results  in  700  cases  which 
they  roughly  divided  into  five  groups:  (1)  cases 
with  chronic  infection  with  hypertrophic  mem- 
branes; (2)  cases  with  polypi  or  cysts;  (3)  cases 
with  atrophic  membranes;  (4)  cases  with  fibrotic 
membranes;  (5)  cases  which  had  been  unrelieved 
by  radical  surger}-.  In  this  larger  series  they  re- 
ported 9 per  cent  not  cured  or  definitely  improved. 
Their  method  is  now  being  applied  also  to  the 
treatment  of  acute  and  subacute  infections  and  the 
same  optimism  seems  to  prevail.  It  is  generally  ad- 
mitted that  every  case  treated  should  first  be  studied 
by  a competent  otolarAngologist  who  is  prepared  to 
inject  lipiodol  where  indicated,  to  carry  out  the 
necessar}'  cHological  examinations  of  sinus  wash- 
ings and  who  is  alert  to  all  the  puzzling  factors  in 
chronic  sinusitis — infected  dental  roots,  allergic 
swelling  of  the  membrane,  and  the  multiple  locali- 
zation of  streptococci  in  small  intramural  abscesses. 
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The  roentgen  ray  method  in  competent  hands  seems 
to  be  devoid  of  danger,  and  the  end-result  so  far 
as  the  mucous  membrane  is  concerned  appears  to 
be  improvement  in  function. 

The  manner  in  which  these  therapeutic  results 
following  X-ray  exposure  are  attained  is  said  to 
have  been  worked  out  in  experimental  studies  of 
artificially  infected  sinuses  in  cats  where  it  was 
shown  that  the  primar}'  effect  of  the  rays  was  de- 
struction of  the  hanphocytes  which  extensively  in- 
filtrate the  lining  membrane.  It  is  assumed  that  in 
the  breaking  down  of  these  lymphocytes  “antibodies, 
ferments  and  other  protective  substances”  are  lib- 
erated to  the  confusion  of  invading  bacteria.  These 
changes  are  said  to  be  followed  by  increased  blood 
supply  and  secondary  fibrosis  without  harmful 
epithelial  effects.  It  is  not  maintained  that  the 
roentgen  ray  sterilizes  the  sinus. 

These  reports  make  it  clear  that  the  best  results 
are  obtained  in  chronic  infections  with  hypertrophic 
membranes.  One  is  reminded  of  the  fact  that  these 
are  the  cases  which  also  yield  most  readily  to  the 
ordinary  measures  of  therapy.  One  wonders  also 
what  are  the  late  after-effects  of  this  type  of  treat- 
ment, how  long  a sinus  so  treated  remains  cured, 
and  if  recurrences  follow  and  the  same  method  of 
treatment  is  used,  are  the  same  results  to  be  ex- 
pected? After  further  experimentation  we  shall  prob- 
ably be  told  that  roentgen  therapy  of  sinusitis  is  use- 
ful in  a certain  group  of  cases,  perhaps  those  char- 
acterized chiefly  by  round-cell  infiltration;  that  in 
the  early  stages  the  plan  of  watchful  waiting  will 
still  offer  its  large  quota  of  expected  cures;  and  that 
for  certain  other  cases,  particularly  those  having 
polypi  and  fibrotic  membranes,  radical  surgery  will 
still  have  its  place. 

Serums  and  Vaccines. 

The  frontiers  of  bacteriology  and  immunology 
are  being  extended  constantly.  Fothergill  in  a re- 
cent issue  of  Clinical  North  America  has  given  a 
valuable  summary  of  some  recent  advances  in  serums 
and  vaccines. 

Tetanus  toxoid  represents  a recent  development 
of  promise  in  the  prophylaxis  of  one  of  our  most 
dreaded  infections.  The  toxoid  is  made  by  alum 
precipitation  of  a formaldehyde  incubated  toxin.  It 
requires  three  to  five  months  before  maximum  im- 
munity is  conferred.  Its  effects  last  from  twelve  to 


eighteen  months.  If,  however,  on  some  sub.sequent 
occasion,  a second  dose  is  administered,  a rapid 
secondary  stimulation  of  immunity  occurs,  “often 
many  times  higher  than  the  optimum  level  follow- 
ing the  primary  stimulation.”  This  effect  is  secured 
in  from  seven  to  fifteen  days.  Tetanus  toxoid  is  not 
a substitute  for  antitoxin  in  the  treatment  of  lockjaw, 
nor  should  it  be  employed  in  an  emergency  unless  a 
previously  immunizing  dose  has  been  given  at  least 
five  months  before.  It  has  been  suggested  that  in 
the  future  we  may  come  to  a place  where  a mixture 
of  diphtheria  and  tetanus  toxoids  with  t^-phoid  and 
paratyphoid  A and  B vaccine  in  a single  injection 
may  become  routine  in  the  prophylactic  manage- 
ment of  soldiers  and  those  subject  to  the  hazards 
of  agriculture  and  animal  husbandr}c 

Interest  in  the  toxin  of  the  staphylococcus  was 
reawakened  by  the  recent  Bundaberg  accident  in 
which  twelve  out  of  twenty-one  children  to  whom 
an  injection  of  diphtheria  toxin  antitoxin  had  been 
administered  died  from  an  acute  staphylococcus  sep- 
ticemia having  its  origin  in  a contamination  of  the 
diphtheria  mixture.  Out  of  this  new  interest  in  the 
staphylococcus  a potent  toxoid  has  been  developed 
w'hich  is  being  employed  satisfactorily  in  the  treat- 
ment of  certain  types  of  acne,  boils,  carbuncles, 
blepharitis,  recurrent  styes  and  sycosis  barbae.  It 
is  definitely  of  no  value  in  staphylococcus  osteo- 
myelitis or  in  septicemia  due  to  this  organism.  Ex- 
perience with  staphylococcus  antitoxin  has  not 
yielded  such  favorable  results.  In  fact  all  that 
may  be  said  at  this  time  for  this  type  of  therapy  is 
that  it  may  relieve  certain  symptoms  which  are  of 
a purely  toxic  nature  or  it  may  prolong  the  life  of 
the  victim  of  the  staphylococcus  pyemia,  but  it  is 
never  curative. 

Ferry’s  new  meningococcus  antitoxin  has  received 
considerable  clinical  trial  within  recent  months.  It 
is  based  upon  the  revolutionary  assumption  that  the 
meningococcus  is  capable  of  producing  a soluble 
exotoxin.  This  very  premise  is  ardently  denied  by 
many  competent  bacteriologists  who  call  attention 
to  the  autolytic  processes  commonly  associated  with 
the  growth  and  culture  of  the  meningococcus  and 
point  out  that  in  broth  filtrates  such  as  Ferry  has 
used,  liberated  endotoxins  are  abundant.  Some  feel 
that  the  toxin  employed  by  Ferry  in  the  production 
of  his  so-called  antitoxin  differs  verj^  little  from 
the  material  commonly  used  in  the  immunization 
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of  horses  to  produce  commercial  antimeningococcus 
serum.  If  this  be  true  Ferry’s  antitoxin  may  turn 
out  to  be  identical  with  Flexner’s  serum  arrived  at 
in  a slightly  different  way. 

At  least  vaccination  against  whooping  cough  seems 
to  be  upon  a firm  foundation  with  Sauer’s  vaccine 
being  preferred  to  Krueger’s.  The  secret,  as  with 
most  vaccines,  appears  to  be  in  employing  at  the 
proper  time  in  large  enough  doses  a vaccine  de- 
rived from  virulent  Phase  I cultures  of  Hemophilus 
pertussis.  The  vaccine  must  be  given  at  least  a 
month  before  exposure  or  during  the  catarrhal  stage. 
It  therefore  represents  an  active  immunizing  agent 
and  is  in  no  sense  a therapeutic  measure. 

Placental  extracts  as  immunizing  agents  are  com- 
ing to  the  fore,  and  depend  for  their  rationale  upon 
the  well-known  fact  that  new-born  infants  enjoy  im- 
munity to  many  communicable  diseases  by  virtue  of 
immune  bodies  contained  in  the  placenta  and  its 
imprisoned  blood.  These  preparations  are  saline 
extracts  of  macerate  human  placentas,  the  globulin 
fraction  of  which  has  been  precipitated  with  am- 
monium sulphate,  redissolved  and  rendered  sterile 
by  Berkefeld  filterization.  The  application  of  this 
extract  in  the  prevention  of  measles  is  of  chief  in- 
terest at  the  present  time.  Fothergill  states  that 
“there  appears  to  be  no  question  but  that  placental 
extract  is  capable  of  preventing  or  modifying  measles 
and  should  therefore  be  a valuable  agent  in  the  con- 
trol of  this  disease.  ...  It  should  do  away  with 
the  trouble  and  annoyance  of  seeking  and  obtaining 
convalescent  serum  at  just  the  right  moment  when 
occasion  for  its  use  arises.” 

When  the  Ideal  Hospital  Comes. 

The  ideal  modern  hospital  will  exhibit  all  the  ad- 
vantages of  present-day  building  construction.  It 
will  be  at  once  beautiful  and  useful.  If  in  a down- 
town district  it  will  tower  above  the  noise  of  the 
street.  From  it  odors  will  be  banished.  It  will  be 
built  of  durable  sound-proof  material.  It  will  be 
air  conditioned.  It  will  be  ministered  to  by  silent 
elevators  run  with  speed  and  promptness.  Courtesy 
and  tact  and  expedition  will  characterize  its  tele- 
phone service.  There  will  be  an  abundance  of  day- 
light, but  windows  and  bed  space  will  be  so  arranged 
that  patients  will  not  have  to  lie  facing  the  fatigu- 
ing rays  of  the  sun.  Artificial  lighting  will  also  be_ 
planned  with  the  comfort  of  the  patient  in  mind. 


The  ideal  modern  hospital  will  boast  a department 
of  physical  therapy,  which  will  furnish  massage  and 
all  types  of  therapeutic  heat  and  baths.  There  will 
be  no  crowding  of  operating  rooms  which  will  not 
only  be  properly  air  conditioned,  lighted  and 
equipped,  but  so  physically  arranged  that  they  will 
be  as  accessible  to  patients  as  they  are  inaccessible 
to  germs.  The  laboratory  service  of  such  a hos- 
pital will  be  expeditious  and  accurate  and  its  of- 
fices will  be  executed  with  a consideration  for  the 
feelings  of  patients  sometimes  said  to  be  neglected 
in  the  nonclinical  branches  of  medicine. 

Nursing  in  the  ideal  modern  hospital  will  closely 
approximate  the  Nightingale  ideal.  Long  ago  that 
eminent  Victorian  set  an  ageless  standard  when  she 
demanded  of  her  followers,  chastity,  sobriety,  hon- 
esty, truthfulness,  trustworthiness,  cheerfulness, 
cleanliness,  quietness,  thought  only  of  their  pa- 
tients. In  such  a hospital  discipline,  good  manners 
and  the  art  of  medicine  will  be  so  intimate  a part 
of  interne  instruction  that  when  these  young  men 
make  the  inevitable  shift  to  private  practice  there 
will  be  no  rude  awakening  for  any  of  them.  All 
the  orderlies  and  male  nurses  in  such  an  institution 
will  be  graduates  of  a recognized  training  school. 
Too  often  they  have  been  the  untutored  male  spirit- 
ual descendants  of  Sarah  Gamp. 

Visitors  will  be  few  in  such  an  institution.  They 
will  not  be  permitted  to  throng  the  corridors  and 
wards  to  the  discomfort  and  positive  injurj'  of  pa- 
tients. In  such  a hospital  less  primitive  methods 
of  serving  food  will  obtain  and  meal  time  will  appear 
less  like  feeding  time  at  the  circus. 

In  the  ideal  modern  hospital  there  will  be  no  big 
chief  to  whom  all  must  kowtow.  All  attending 
physicians  and  surgeons  will  be  men  of  reputable 
standing  who  adhere  to  the  rigid  standards  of  mod- 
ern medical  practice.  The  democracy  of  science 
leaves  little  room  for  any  other  ambition  than  that 
of  service. 

The  ideal  modern  hospital  will  of  course  be  con- 
nected with  some  teaching  institution,  but  the  diag- 
nosis and  cure  of  the  sick  will  always  be  para- 
mount, relegating  teaching,  research  and  all  other 
legitimate  uses  of  the  hospital  into  a secondary 
position.  To  its  public  wards  will  be  attached 
private  pavilions,  for  the  type  of  care  which  money 
can  purchase  is  not  beyond  the  ideals  of  a democratic 
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hospital,  and  private  pavilions  are  served  enormously 
by  the  spirit  of  research  and  careful  investigation 
that  inevitably  spill  over  from  properly  conducted 
wards. 

Finally  in  the  ideal  modern  institution  hospitali- 


zation will  be  within  the  reach  of  all  the  citizens 
of  the  community.  From  it  some  patients  will  be 
able  to  purchase  a superior  tj^e  of  service  but  all 
patients  will  be  able  to  secure  an  adequate  type  of 
service. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Postgraduate  Clinics  at  University  of  Vir- 
ginia. 

'Fhe  Seventeenth  Postgraduate  Clinic  offered  by 
the  Department  of  Medicine  of  the  University  of 
Virginia  was  held  at  the  University  of  Virginia 
Hospital  on  May  8th  according  to  the  program  an- 
nounced in  the  last  issue  of  the  Monthly.  Sixty- 
one  physicians  of  the  State,  in  addition  to  members 
of  the  staffs  of  the  Department  of  Medicine  and 
University  of  Virginia  Hospital  were  in  attendance. 
Staunton,  Virginia,  furnished  larger  attendance  than 
any  other  community,  ten  physicians  from  that  town 
being  present. 

The  names  and  addresses  of  physicians  attending 
follow; 

Dr.  R.  R.  Goad,  Hillsville. 

Dr.  E.  L.  Grubbs,  Front  Royal. 

Dr.  D.  M.  Kipps,  Front  Royal.  ' 

Dr.  W.  O.  Smith,  Altavista. 

Dr.  J.  W.  Preston,  Roanoke. 

Dr.  G.  B.  Barrow,  Staunton. 

Dr.  John  O.  Hurt,  Staunton. 

Dr.  J.  F.  Repass,  Wytheville. 

Dr.  W.  R.  Culbertson,  Norton. 

Dr.  H.  E.  Clarke,  Massie’s  Mills. 

Dr.  J.  F.  Thaxton,  Tye  River. 

Dr.  B.  A.  Rice,  Forest. 

Dr.  O.  W.  Carper,  Front  Royal. 

Dr.  N.  M.  Canter,  Harrisonburg. 

Dr.  W.  S.  Ferguson,  Lynchburg. 

Dr.  E.  A.  Harper,  Lynchburg. 

Dr.  E.  G.  Scott,  Lynchburg. 

Dr.  J.  J.  Waff,  Shenandoah. 

Dr.  Carol  Rice,  Sweet  Briar. 

Dr.  M.  J.  Payne,  Staunton. 

Dr.  J.  S.  Dejarnette,  Staunton. 


Dr.  Alex.  Robertson,  Staunton. 

Dr.  W.  A.  Murphy,  Staunton. 

Dr.  C.  D.  Bennett,  Chatham. 

Dr.  W.  A.  Kyger,  Free  Union. 

Dr.  O.  N.  Shelton,  Orange. 

Dr.  H.  S.  Daniel,  Louisa. 

Dr.  H.  G.  Byrd,  Louisa. 

Dr.  Charles  O.  Dearmont,  White  Post. 
Dr.  E.  D.  Davis,  Jr.,  Crozet. 

Dr.  C.  H.  Iden,  Berryville. 

Dr.  H.  L.  Baptist,  Ivy. 

Dr.  W.  C.  Archer,  Waynesboro. 

Dr.  F.  J.  Wright,  Petersburg. 

Dr.  J.  Bolling  Jones,  Petersburg. 

Dr.  D.  C.  Mayes,  Church  Road. 

Dr.  B.  F.  Randolph,  Arrington. 

Dr.  Charles  Robins,  Jr.,  Richmond. 

Dr.  L.  T.  Stoneburner,  Jr.,  Richmond. 
Dr.  Anita  Lotti,  Charlottesville. 

Dr.  Dan  O.  Nichols,  Charlottesville. 

Dr.  W.  H.  Turner,  Round  Hill. 

Dr.  G.  R.  Elliott,  Orange. 

Dr.  John  E.  Cole,  Fredericksburg. 

Dr.  T.  W.  Dew,  Fredericksburg. 

Dr.  F.  T.  Cassiday,  Fredericksburg. 

Dr.  H.  C.  McCoy,  Gordonsville. 

Dr.  H.  F.  White,  Fishersville. 

Dr.  C.  W.  Putney,  Staunton. 

Dr.  1.  M.  Nuckols,  Mt.  Sidney. 

Dr.  L.  G.  Roberts,  Moorman’s  River. 

Dr.  C.  C.  Canada,  Staunton. 

Dr.  C.  W.  Rodgers,  Staunton. 

Dr.  S.  H.  Garst,  Staunton. 

Dr.  A.  S.  Graham,  Richmond. 

Dr.  J.  M.  Hurt,  Blackstone. 

Dr.  Percy  Harris,  Scottsville. 

Dr.  L.  B.  Newman,  Hampton. 

Dr.  H.  T.  Chelf,  Culpeper. 

Dr.  J.  O.  Mundy,  Charlottesville. 

Dr.  T.  E.  Patteson,  Ransons. 
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Proceedings  of  Societies 


The  Albemarle  County  Medical  Society, 

At  its  regular  meeting  on  Vlay  7th,  elected  dele- 
gates and  alternates  to  the  State  meeting  in  Octo- 
ber. At  this  time,  also,  the  Society  presented  to 
Dr.  T.  H.  Daniel  a parchment  on  which  wa^  in- 
scribed: “The  Albemarle  County  Medical  Society 
having  learned  with  regret  of  the  retirement  from 
the  active  practice  of  medicine  of  Thomas  Henry 
Daniel,  VI.  D.,  and  desiring  to  express  its  apprecia- 
tion of  his  services  to  this  community  as  physician, 
counselor  and  friend,  hereby  confers  on  him  the 
honors  and  privileges  of  life  membership.”  This 
was  presented  on  behalf  of  the  Society  by  Dr.  J.  C. 
Flippin.  The  following  doctors  have  been  ad- 
mitted to  membership  in  the  past  few  months:  Drs. 
W.  B.  Hankins,  J.  W.  Davis,  Jr.,  Asher  McComb 
and  G.  S.  Fitzhugh,  of  the  University  Hospital, 
and  Dr.  Mason  C.  Rowe,  of  the  Vlartha  Jefferson 
Hospital,  Charlottesville. 

Dr.  \\'.  H.  Paine  and  Dr.  A.  M.  Smith,  both 
of  Charlottesville,  are  president  and  secretar}’,  re- 
spectively, of  this  Society. 

Richmond  Academy  of  Medicine. 

The  regular  meeting  of  the  Academy  on  April 
28th  was  held  under  the  auspices  of  its  section  on 
the  Histor}-  of  VIedicine.  This  section,  now  com- 
posed of  fifty-four  local  members  and  Dr.  J.  C. 
Flippin,  of  the  University  of  Virginia,  and  Dr. 
Frederick  C.  Rinker,  of  Norfolk,  had  a dinner  for 
members  and  their  wives  prior  to  the  meeting  of 
the  .\cademy.  Dr.  Beverley  R.  Tucker,  Richmond, 
was  elected  chaimian  of  the  section  for  the  coming 
year,  succeeding  Dr.  James  K.  Hall. 

At  the  meeting  of  the  Academy,  following  the 
dinner.  Dr.  David  Riesman,  emeritus  professor  of 
clinical  medicine  and  professor  of  historj-  of  medi- 
cine in  the  VIedical  School  of  the  University  of 
Pennsylvania,  gave  a most  interesting  address  on 
“Life  in  a Mediaeval  University.”  Preceding  his 
address.  Dr.  J.  VIcCaw  Tompkins  presented  the 
.\cademy  with  a snuff  box  and  an  early  book  by 
Hunter  which  had  belonged  to  Dr.  James  D. 
VIcCaw,  of  Richmond,  but  which  was  a gift  to  the 
.\cademy  from  General  \\'alter  D.  VIcCaw,  a great 
srandson  of  their  original  owner.  At  this  time, 


also.  Dr.  VI.  Pierce  Rucker  presented  to  the  Acad- 
emy the  portrait  of  Dr.  Philip  Syng  Physick,  “the 
father  of  American  surgen.-.”  The  portrait,  recently 
discovered  in  a second-hand  shop  in  Philadelphia 
and  believed  to  have  been  painted  by  Thomas  Sully 
in  his  best  style,  has  been  acquired  by  the  Academy 
and  now  hangs  in  its  auditorium.  The  snuff  box, 
book  and  portrait  were  accepted  for  the  .Academy  by 
its  president.  Dr.  Roshier  W.  Vliller. 

The  Roanoke  Academy  of  Medicine 

Held  its  regular  meeting  on  Vlay  4th,  at  which 
time  was  received  the  report  of  the  special  commit- 
tee appointed  in  February  to  submit  to  the  City 
Council  its  consideration,  suggestions  and  recom- 
mendations for  the  care,  treatment,  and  hospitaliza- 
tion of  the  city’s  indigent  sick,  .\fter  this  the  fol- 
lowing program  was  presented:  Report  of  Two 
Cases  of  Necrosis  of  the  Skin  of  the  Scrotum  Fol- 
lowing the  Use  of  Ice  in  the  Treatment  of  Epi- 
didATnitis,  with  lantern  slides,  by  Dr.  S.  D.  Carey; 
Carcinoma  of  the  Scrotum  by  Dr.  Frank  Helves- 
tine;  and  Roentgen  Ray  Findings  in  Gastro-Intes- 
tinal  Vlalignancy  by  Dr.  J.  T.  VIcKinney. 

Officers  elected  for  the  year  1936-37  are:  Presi- 
dent, Dr.  Fred  E.  Hamlin;  vice-presidents,  Drs.  H. 
H.  Wescott  and  T.  J.  Hughes;  and  secretar}--treas- 
urer.  Dr.  J.  VI.  Bishop.  .\11  are  of  Roanoke.  Dele- 
gates to  the  State  Society  meeting  in  Staunton  were 
also  elected. 

The  Amelia  County  Medical  Society, 

At  a recent  meeting,  elected  the  following  officers: 
President,  Dr.  G.  Craig  Eggleston,  .Amelia;  vice- 
president,  Dr.  G.  A.  .\rhart,  Amelia;  and  secretar}’- 
treasurer,  Dr.  J.  L.  Hamner  (re-elected),  Vlann- 
boro.  Delegate  and  alternate  were  also  named  to 
the  State  meeting.  Dr.  J.  VI.  Habel,  Ji.,  Jeters- 
ville,  is  a new  member  of  this  Society. 

Dickenson-Buchanan  County  Medical  So- 
ciety. 

-Vt  the  meeting  of  this  Society  on  Vlay  15th,  Dr. 
T.  C.  Sutherland,  Haysi,  was  appointed  secretary, 
to  take  the  place  of  Dr.  J.  C.  Sutherland  who  has 
moved  to  Sparta,  111.  Dr.  R.  L.  Phipps,  Clintwood, 
continues  as  president.  The  Society  also  elected  its 
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delegate  and  alternate  for  the  next  meeting  of  the 
State  Society  at  this  time. 

Mid-Tidewater  Medical  Society. 

The  regular  quarterly  meeting  of  this  Society  was 
held  on  April  28th  at  Saluda,  with  Dr.  E.  L.  W. 
Ferry  presiding  in  the  absence  of  the  president, 
Dr.  T.  B.  Latane.  Papers  were  presented  by  Dr. 
F.  S.  Johns  and  Dr.  O.  O.  Ashworth,  of  Richmond; 
and  by  Dr.  ISI.  H.  Harris,  West  Point. 

.Among  the  members  present  were  Drs.  J.  N. 
DeShazo  and  J.  M.  Gouldin,  of  Essex;  Drs.  H.  A. 
Tabb  and  James  W.  Smith,  Gloucester;  Drs.  W.  S. 
Cox,  R.  D.  Bates,  and  E.  L.  W.  Ferry,  of  King 
and  Queen;  Drs.  W.  E.  Croxton,  M.  H.  Harris, 
Paul  Pearson,  Hawes  Campbell,  Sr.,  and  Hawes 
Campbell,  Jr.,  of  King  William;  Dr.  Clarence 
Campbell,  of  Hanover;  and  Drs.  W.  P.  Jones,  V. 
E.  Stiff,  and  Horace  F.  Hoskins,  of  Middlesex.  The 
following  visitors  were  also  in  attendance:  Drs.  F. 
S.  Johns,  O.  O.  Ashworth,  and  L.  T.  Price,  of 
Richmond;  Drs.  C.  L.  Harrell  and  P.  St.  L.  Mon- 
cure, of  Norfolk;  and  James  Gary,  of  West  Point. 

Delegates  to  the  Staunton  meeting  of  the  Medi- 
cal Society  of  Virginia  were  elected  at  this  time 
and  it  was  voted  to  hold  the  next  meeting  of  the 
Society  on  the  fourth  Tuesday  in  July,  at  Gloucester. 

The  Fauquier  County  Medical  Society 

Met  at  the  residence  of  Dr.  J.  Elwood  Knight, 
Warrenton,  Va.,  April  30th,  with  Drs.  Knight  and 
AI.  B.  Hiden  as  hosts.  The  president.  Dr.  Richard 
Mason,  presided.  The  following  program  was  pre- 
sented: Dr.  John  A.  Gibson,  Leesburg,  on  Doctors 
in  Court  and  How  They  Should  Testify;  Colonel 
Benjamin  L.  Jacobson,  of  the  U.  S.  Army,  on  Senil- 
ity and  also  some  of  his  experiences  in  the  Philip- 
pine Islands;  Dr.  W.  O.  Bailey,  Leesburg,  on  the 
Practice  of  Medicine  in  Modern  Russia;  Miss  Mary 
Riley,  Superintendent  of  the  Loudoun  County 
Hospital,  Leesburg,  on  Cooperation  Between  the 
Nursing  Staff  of  the  Hospital  and  Visiting  Physi- 
cians, this  being  discussed  by  Miss  Eleanor  M. 
Fisher,  Superintendent  of  the  Fauquier  County  Hos- 
pital, Warrenton;  and  Dr.  Wm.  R.  Pretlow,  War- 
renton, on  Insanity  in  Female  Patients,  with  Dr. 
Mark  Thumim,  of  Delaplane,  discussing  it.  A gen- 
eral round-table  discussion  followed  this  program. 

After  the  business  session,  supper  was  served  and 
a social  hour  was  enjoyed. 


Alexandria  Medical  Society. 

Dr.  W.  Clyde  West  was  elected  president  of  this 
Society  for  the  present  year  and  Dr.  W.  B.  Wilkins 
was  re-elected  secretary-treasurer.  Both  are  of 
Alexandria.  At  a recent  meeting  delegate  and 
alternate  were  named  to  the  meeting  of  the  Medi- 
cal Society  of  Virginia  to  be  held  in  Staunton  in 
the  Fall. 

Virginia  Society  of  Oto-Laryngology  and 
Ophthalmology. 

This  Society  held  its  annual  meeting  in  the  Rich- 
mond .Academy  of  Medicine  Building  on  May  2nd, 
with  a good  attendance.  The  president.  Dr.  Emor}" 
Hill,  of  Richmond,  presided  and  made  the  opening 
address.  Invited  guests  on  the  program  were  Dr. 
.Alfred  Cowan  and  Dr.  Chevalier  L.  Jackson,  both 
of  Philadelphia.  Interesting  papers  were  read  also 
by  Dr.  E.  G.  Gill  and  Fred  E.  Hamlin,  of  Roan- 
oke, and  Dr.  Clifton  M.  Miller,  Dr.  Neilson  H. 
Turner  and  Dr.  E.  U.  Wallerstein,  of  Richmond. 

The  following  officers  were  elected:  President,  Dr. 
Edwin  W.  Burton,  University;  vice-president.  Dr. 
M.  H.  Hood,  Portsmouth;  and  secretary-treasurer. 
Dr.  G.  G.  Hankins  (re-elected),  Newport  News. 
It  was  decided  to  hold  the  next  meeting  in  Staunton^ 
A’a.,  in  May,  1937. 

Virginia  Peninsula  Academy  of  Medicine. 

Officers  of  this  Society  at  the  present  time  are: 
President,  Dr.  H.  D.  Howe,  Hampton,  and  secre- 
tary, Dr.  .A.  .A.  Creecy,  Newport  News. 

The  South  Piedmont  Medical  Society 

Held  its  regular  semi-annual  meeting  in  Lynch- 
burg on  .April  21st,  under  the  presidency  of  Dr. 
J.  J.  Neal,  of  Danville.  Dr.  F.  O.  Plunkett,  Lynch- 
burg, Dr.  1.  C.  Harrison,  Danville,  Dr.  J.  D. 
Hagood,  Clover,  and  Dr.  W.  O.  Tune,  Brookneal, 
presented  a symposium  on  Obstetrics.  In  addition 
to  these,  papers  were  read  by  Drs.  Bernard  H.  Kyle, 
E.  S.  Groseclose,  H.  H.  Hurt,  and  Ernest  G.  Scott, 
of  Lynchburg,  and  by  the  following  guests:  Dr. 
J.  C.  I'lippin,  of  the  University  of  Virginia;  Dr. 
Wright  Clarkson,  Petersburg;  Dr.  A.  .A.  Wilson, 
Charleston,  W.  Va.,  and  Dr.  Deryl  S.  Hart,  Dur- 
ham, N.  C. 

Election  of  officers  was  held  at  this  meeting:  and 
the  following  named  for  the  ensuing  year : President, 
Dr.  J.  W.  Devine,  Lynchburg;  vice-presidents,  Drs. 
Ernest  G.  Scott,  of  Lynchburg,  Roy  W.  Upchurch, 
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of  Danville,  L.  P.  Bailey,  of  Nathalie,  and  W.  R. 
Martin,  of  Charlotte  C.  H.;  secretar>'-treasurer.  Dr. 
J.  A.  Owen  (re-elected).  South  Boston.  It  was  de- 
cided to  hold  the  next  meeting  of  the  Society  in 
Danville  on  November  24th. 

The  Clinch  Valley  Medical  Society 

Held  its  annual  Spring  meeting  in  Norton,  Va., 
on  April  25th,  with  the  president.  Dr.  W.  R.  Wil- 
liams, Richlands,  presiding.  Dr.  C.  B.  Bowyer, 


Stonega,  was  at  the  secretary’s  desk.  The  subject 
for  discussion  was  “Meningitis”  and  Dr.  Sara 
Branham,  of  the  National  Institute  of  Health  of 
Washington,  D.  C.,  was  the  guest  speaker.  Dr.  C. 
H.  Reagan,  district  health  officer.  Dr.  W.  R.  Wil- 
liams, and  Dr.  E.  C.  Harper,  director  of  the  South- 
western Virginia  unit  of  the  State  Health  Depart- 
ment, also  took  part  in  the  program. 

The  Fall  meeting  will  be  held  in  Lebanon,  Va. 


News  Notes 


American  Medical  Association. 

Those  attending  the  Kansas  City  meeting  of  the 
A.  M.  A.  reported  an  excellent  meeting.  Dr.  J.  Tate 
^lason,  Seattle,  Wash.,  was  installed  as  president, 
although  he  was  prevented  by  illness  from  attend- 
ing. Dr.  John  H.  J.  Upham,  of  Columbus,  Ohio, 
was  named  president-elect  and  Dr.  Charles  Gordon 
Heyd,  of  New  York  city,  was  elected  vice-president. 
It  was  voted  to  hold  the  1937  meeting  of  the  -Asso- 
ciation at  .Atlantic  City. 

Virginia  Doctors  Named  as  Section  Officers 

in  the  A.  M.  A. 

.At  the  Kansas  City  meeting  of  the  A.  M.  A.,  Dr. 
M.  Pierce  Rucker,  of  Richmond,  was  appointed 
chairman  of  the  Section  on  Gynecology,  Obstetrics 
and  .Abdominal  Surgery  for  the  coming  year,  and 
Dr.  Emory  Hill,  also  of  Richmond,  was  named 
vice-chairman  of  the  Section  on  Ophthalmology. 

Doctors  Asked  to  Cooperate. 

The  National  Health  Survey  in  regard  to  chronic 
and  disabling  illness,  conducted  by  the  U.  S.  Pub- 
lic Health  Service  in  nineteen  states,  has  been  com- 
pleted. .As  announced  last  Fall,  to  secure  the  full 
value  of  this  survey,  it  will  be  necessary  to  have 
additional  data  from  the  doctor  in  cases  of  medically 
attended  illnesses  for  purposes  of  statistical  compila- 
tion. Families  visited  were  very  cooperative  in 
granting  permission  to  secure  necessar)'  details  from 
the  doctor,  such  information,  of  course,  to  be  re- 
garded as  confidential. 

* 

Forms  are  now  being  mailed  doctors  and  we 
hope  our  readers  will  fill  in  and  return  them 
promptly.  A fee  of  twenty-five  cents  will  be  paid 


the  physician  for  each  form  he  executes  and  re- 
turns. This  help  is  needed  to  assure  the  scientific 
accuracy  of  the  results. 

Warning ! 

A man  representing  himself  as  J.  C.  Hinton,  Presi- 
dent of  Hinton  and  Company,  518  4th  Street,  Louis- 
ville, Ky.,  collects  surgical  instruments  to  be  re- 
plated and  resharpened  or  repaired  and  never  re- 
turns them — the  fee  being  paid  in  advance.  The 
chief  of  police  of  Louisville  advises  that  there  is 
no  such  firm  there. 

Dr.  F.  H.  Crawford,  Staunton,  writes  that  the 
man  is  a crook,  and  should  any  doctor  contact  him, 
he  would  appreciate  it  if  they  would  wdre  him  col- 
lect. 

Dr.  E.  P.  Tompkins,  Lexington,  sends  in  tbe 
following  description  of  the  man — he  is  gentle- 
manly in  appearance,  about  five  feet  eight  inches 
in  height,  weighing  about  140  pounds,  about  thirty- 
six  or  thirty-eight  years  old,  light  complexion,  wears 
glasses  habitually  (astigmatic  lenses,  rimless,  octa- 
gon shaped),  wore  a Shriner’s  pin  (sword  and 
crescent),  is  a fluent  talker  and  interested  in  Egyp- 
tologAL 

The  Southside  Virginia  Medical  Association 

Will  hold  its  regular  quarterly  meeting  at  South 
Hill,  Va.,  on  June  9th.  Dr.  L.  S.  Early,  Peters- 
burg, is  president,  and  Dr.  R.  L.  Raiford,  Frank- 
lin, secretar}'. 

Dr.  C.  C.  Trice  Wins  Automobile. 

Dr.  C.  C.  Trice,  who  graduated  from  the  Aledical 
College  of  Virginia  in  1935  and  has  since  been 
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interning  at  St.  Luke’s  Hospital,  Richmond,  Va., 
was  presented  with  a master  Chevrolet  sedan  on 
May  16th.  This  was  given  as  a major  prize  in  a 
nationwide  contest  conducted  by  the  Rexall  Stores. 

To  Head  Fredericksburg  Rotary  Club. 

Dr.  J.  M.  Holloway,  Fredericksburg,  Va.,  has 
been  elected  president  of  the  Rotary  Club  of  that 
city  for  the  year  beginning  July  1st. 

Dr.  Claude  Nunnally  has  been  elected  a member 
of  the  board  of  directors. 

Dr.  R.  S.  Herring  Returns  from  Abroad. 

Dr.  R.  S.  Herring,  a member  of  the  attending 
staff  of  Grace  Hospital,  Richmond,  Va.,  has  just 
returned  from  a year’s  study  at  the  University  of 
Vienna;  Rotunda  Hospital,  Dublin,  Ireland;  and 
the  Chicago  Maternity  Center.  He  opened  offices 
at  401  West  Grace  Street,  this  city,  on  the  first  of 
May,  and  is  specializing  in  gynecology  and  obstet- 
rics. 

Delayed  Honor. 

Upon  authorization  of  the  State  Legislature  of 
Georgia,  a statue  in  honor  of  Dr.  Crawford  W. 
Long,  first  physician  to  use  ether  anesthesia,  was 
recently  unveiled  at  Danielsville,  Ga.,  near  the 
place  of  Dr.  Long’s  birth. 

Dr.  Bigger  Honored. 

Dr.  I.  A.  Bigger,  professor  of  surgery  at  the  Medi- 
cal College  of  Virginia,  Richmond,  was  elected  to 
membership  in  the  American  Surgical  Association 
at  its  meeting  in  Chicago,  May  7th-9th.  Member- 
ship in  this  .Association  is  limited  to  175  for  the 
United  States  and  Canada.  The  other  Virginia 
members  are:  Dr.  Stuart  McGuire  and  Dr.  J.  Shel- 
ton Horsley,  Richmond;  Dr.  R.  L.  Payne,  Norfolk; 
Dr.  Hugh  Trout,  Roanoke;  and  Dr.  E.  P.  Lehman 
and  Dr.  Stephen  H.  Watts,  University  of  Virginia. 

Married. 

Dr.  Morton  Morris  Pinckney,  Richmond,  Va., 
and  Miss  Louise  Lippitt  Sinnickson,  Bryn  Mawr, 
Pa.,  May  16th. 

Dr.  Leland  Coffey  Brown,  Stuarts  Draft,  Va.,  and 
Miss  Alarjorie  Mower,  Staunton,  Va.,  April  18th. 
Dr.  Brown  is  an  alumnus  of  the  Medical  College  of 
Virginia,  class  of  ’33,  following  which  he  interned 
at  the  White  Cross  Hospital  in  Columbus,  Ohio. 

Dr.  Oscar  Hugh  Fulcher,  Welch,  W.  Va.,  of  the 
class  of  ’26,  University  of  Virginia,  and  Mrs.  Irene 


Pendleton  Moorman,  at  Princeton,  W.  Va.,  in 
March. 

Dr.  James  P.  Pregnall,  Jr.,  class  of  ’29,  Medical 
College  of  Virginia,  now  practicing  at  Asbury  Park, 
N.  J.,  and  Miss  Marian  Elizabeth  Thompson,  Al- 
lenhurst,  N.  J.,  May  12th. 

Dr.  W'alter  L.  Thomas,  Lynchburg,  Va.,  class  of 
’31,  University  of  Virginia,  and  Miss  Maisie  Den- 
hold,  Durham,  N.  C.,  March  10th. 

Medical  College  of  Virginia  News. 

Dr.  William  B.  Porter,  professor  of  medicine, 
attended  the  annual  meeting  of  the  South  Carolina 
State  jMedical  Association  at  Greenville,  giving  a 
paper  on  The  Relation  of  Nutritional  Deficiencies 
to  Heart  Failure. 


Promotions  in  the  adjunct  faculty  for  the  ses- 
sion 1936-37  were  as  follows:  Dr.  Nathan  Bloom 
from  assistant  in  medicine  to  instructor  in  medicine; 
Dr.  H.  C._  Spalding  from  instructor  in  obstetrics  to 
associate  in  obstetrics;  Dr.  W.  T.  Oppenheimer, 
Jr.,  from  assistant  in  radiology  to  instructor  in 
radiology;  Dr.  Charles  M.  Nelson  from  assistant 
in  surgery  to  instructor  in  surgery;  Dr.  George  D. 
Vermilya  from  assistant  in  surgery  to  instructor  in 
surgery.  In  the  school  of  dentistry  Dr.  H.  T. 
Knighton  was  promoted  from  instructor  in  opera- 
tive dentistry  to  associate  in  operative  dentistr}\ 

Dr.  Rolland  J.  Main,  associate  professor  of 
physiology,  will  spend  the  summer  months  in  Europe 
visiting  various  institutions  and  observing  teaching 
methods. 


Dr.  Lewis  E.  Jarrett,  superintendent  of  the  hos- 
pital division,  has  been  re-elected  president  of  the 
Virginia  Hospital  Association. 


The  fourth  annual  visiting  day  was  held  April 
24th  with  students  from  twelve  different  colleges  at- 
tending. The  group  was  welcomed  by  the  president 
in  the  morning  after  which  tours  were  made  to  the 
various  departments  of  the  institution.  Luncheon 
was  served  to  the  visitors  at  Cabaniss  Hall. 


Dr.  Harvey  B.  Haag,  professor  of  pharmacology, 
attended  the  annual  meeting  of  the  American  Medi- 
cal Association  in  Kansas  City,  discussing  a paper 
on  teaching  and  research  in  pharmacology. 
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Commencement  exercises  of  the  College  are  being 
held  from  May  31st  to  June  2nd,  inclusive.  The 
graduates  will  represent  fourteen  states,  one  foreign 
countr}-,  and  thirty-four  of  the  100  counties  in  Vir- 
ginia. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

At  the  meeting  of  the  University  of  Virginia  Medi- 
cal Society  on  April  17th,  Dr.  J.  Arnold  Bargen, 
of  the  Mayo  Clinic,  spoke  on  the  subject  of  Func- 
tional and  Anatomic  Effects  of  Colitis  of  Long 
Standing. 

On  the  morning  of  April  20th,  Dr.  W.  H.  Stoner, 
Research  Consultant  at  the  Experimental  Research 
Laboratories  of  Burroughs,  Wellcome  and  Company, 
addressed  the  Fourth-Year  Class  on  the  subject  of 
Cancer  Research. 

Dr.  C.  S.  Lentz,  Superintendent  of  the  Univer- 
sity of  Virginia  Hospital,  spoke  before  the  joint 
meeting  of  The  Tri-State  Hospital  Conference  and 
the  Virginia  Dietetic  .Association,  .April  15th-18th, 
on  the  subject  of  The  Hospital’s  Obligatfon  to  Its 
House  Staff. 

Dean  J.  C.  Flippin  spoke  before  the  Ohio  Valley 
Medical  Society  at  their  meeting  in  ^^’heeling,  W. 
Va.,  on  .April  17th  on  the  subject  of  .Aseptic  Alen- 
ingitis. 

Dr.  Dudley  C.  Smith  attended  the  .Annual  Con- 
ference of  Federal  and  State  Health  Officers  in 
^^'ashington  on  .April  13th.  He  read  a paper  on 
The  Epidemiolog}’  of  Syphilis  as  part  of  a SAinpo- 
sium  on  various  phases  of  the  Public  Health  aspects 
of  syphilis. 

.At  the  meeting  of  the  University  of  Virginia 
Medical  Society  on  .April  27th,  Dr.  Fred  M.  Hodges, 
of  Richmond,  Va.,  spoke  on  the  subject  of  X-ray 
Therapy  of  Skin  Infections. 


Dr.  William  B.  Sharp,  Professor  of  Bacteriology 
and  Preventive  Medicine  in  the  Medical  School  of 
the  University  of  Texas,  was  a visitor  here  on 
.April  24th. 

.At  the  meeting  of  the  University  of  Virginia  ^Medi- 
cal  Society  on  May  7th,  Dr.  .Albert  AI.  Snell,  of  the 
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Mayo  Clinic,  spoke  on  the  subject  of  Pathologic 
Physiology  of  Common  Duct  Stone. 

Commencement  Exercises  for  the  Graduating 
Class  of  the  University  of  Virginia  Hospital  School 
of  Nursing  were  held  on  the  afternoon  of  May  7th. 
Twenty-six  nurses  from  the  University  Hospital, 
ten  transfers  from  the  Sheltering  .Arms  Hospital  in 
Richmond,  four  one-year  affiliates  from  Catawba 
Sanatorium  and  four  from  Blue  Ridge  Sanatorium 
received  their  diplomas.  The  address  to  the  class 
was  made  by  Mrs.  .A.  D.  Fraser,  former  President 
of  the  Charlottesville  Branch  of  the  .American  .As- 
sociation of  University  Women. 

.At  the  annual  initiation  meeting  of  the  Society  of 
Sigma  Xi  on  .April  30th,  Dr.  Carl  Caskey  Speidel 
was  awarded  the  President  and  Visitors’  Prize  of 
SI 00  for  his  paper  Studies  on  Living  Nerves.  III. 
Phenomena  of  Ners'e  Irritation  and  Recovery,  De- 
generation and  Repair. 

The  following  members  of  the  Aledical  Faculty 
attended  the  annual  meeting  of  the  Virginia  .Aca- 
demy of  Science  at  Lexington  from  May  1st  to  2nd 
and  participated  in  the  program  of  the  Medical 
Section:  J.  E.  Kindred,  C.  C.  Speidel,  S.  W.  Brit- 
ton, H.  Silvette,  W.  M.  Aloir,  .Alfred  Chanutin, 
AI.  Ehrenstein,  Kenneth  Maxcy,  H.  E.  Jordan,  E. 
L.  Corey  and  .A.  E.  Casey. 

Dr.  .Alfred  Chanutin,  Professor  of  Biochemistry, 
received  the  annual  Virginia  .Academy  of  Science 
Research  Prize  with  the  value  of  S50  and  the  Jef- 
ferson Gold  Medal  for  his  paper  on  The  Effect  of 
^\’hole  Dried  Meat  Diets  on  Renal  Insufficienc)" 
Produced  by  Partial  Nephrectomy. 

The  seventeenth  Postgraduate  Clinic  of  the  Uni- 
versity of  Virginia  Hospital  was  held  on  Friday, 
May  8th,  with  the  attendance  of  sixty-one  physi- 
cians. .A  Neurological  Clinic  was  conducted  by 
Dr.  D.  C.  \\'ilson,  a Dermatological  Clinic  by  Dr. 
D.  C.  Smtih,  an  Oto-Laryngological  Clinic  by  Dr. 
F.  D.  M'oodward,  an  Orthopedic  Clinic  by  Dr.  Rob- 
ert V.  Funsten,  and  a Surgical  Clinic  by  Dr.  C.  B. 
Alorton. 

News  from  Duke  University  School  of 

Medicine. 

On  .April  23rd,  Dr.  William  J.  Dieckmann,  .As- 
sociate Professor  of  Obstetrics,  University  of  Chi- 
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cago,  lectured  to  the  staff  and  students  on  Blood 
^"olume  Changes  in  Eclampsia. 

On  IMay  7th  and  8th,  Dr.  William  P.  Murphy, 
Associate  in  ^ledicine,  Harvard  Medical  School, 
lectured  on  Granulocytopenia  and  Deficiencies  and 
Their  Control  in  Anemia,  respectively. 

On  IMay  8th,  The  North  Carolina  Dietetic  As- 
sociation held  its  third  annual  meeting  at  Duke  Hos- 
pital.' attended  by  approximately  ninety  dietitians. 

The  following  seniors  were  elected  recently  to 
Alpha  Omega  Alpha  Honorar}^  Fraternity;  Elijah 
E.  Menefee  and  Charles  P.  Stevick. 

Virginia  Tuberculosis  Association. 

Dr.  lago  Galdston,  director  of  the  Medical  In- 
formation Bureau  of  the  New  York  Academy  of 
Medicine,  was  the  guest  speaker  before  the  Virginia 
Tuberculosis  Association  at  its  annual  meeting  in 
Richmond,  IMarch  26th.  At  the  business  session.  Dr. 
Roy  K.  Flannagan,  Richmond,  was  re-elected  sec- 
retary and  Miss  Leslie  C.  Foster,  also  of  Richmond, 
executive  secretary.  The  following  doctors  were 
elected  to  the  board  of  directors:  Dr.  J.  L.  Rawls, 
Suffolk;  Dr.  A.  Warren  Rucker,  Fieldale;  Dr.  T.  E. 
Patteson,  Ransons;  Dr.  F.  D.  Wilson,  Norfolk;  and 
Dr.  E.  E.  Watson,  Salem. 

Dr.  F.  T.  Hauser, 

Class  of  ’33,  Medical  College  of  Virginia,  re- 
cently at  War  Station  Hospital,  Fort  IMonroe,  Va., 
has  just  located  at  Purcellville,  Va.,  for  general 
practice. 

Dr.  T.  Dewey  Davis, 

Richmond,  Va.,  announced  that  he  will  con- 
tinue practice  in  the  same  offices  with  the  complete 
equipment  and  all  of  the  case  records  used  by  him- 
self and  Dr.  Douglas  VanderHoof  in  their  associa- 
tion for  the  past  fourteen  years. 

Dr.  VanderHoof  has  announced  his  retirement 
from  practice  on  July  1st. 

Dr.  Beverly  L.  Holladay, 

Class  of  ’35,  University  of  Virginia,  will  on 
July  1st  locate  at  Suffolk,  Va.,  where  he  will  be 
engaged  in  general  practice.  He  is  completing  an 
internship  at  St.  Vincent’s  Hospital  in  Norfolk,  Va. 

Dr.  Howard  R.  Masters, 

Richmond,  Va.,  attended  the  American  Psychia- 


tric .A.ssociation  which  met  in  St.  Louis  in  May 
and  presented  a paper  at  this  time.  On  his  return 
home,  he  stopped  for  a time  in  Chicago  for  ob- 
servation of  work  in  his  specialty. 

Dr.  J.  A.  B.  Lowry, 

Crewe,  Va.,  was  the  guest  speaker  at  the  meeting 
of  the  Crewe  Better  Service  Club  on  May  21st. 

Dr.  John  P.  Lynch,  Jr., 

Class  of  ’35,  Medical  College  of  Virginia,  who 
has  been  interning  at  the  State  of  Wisconsin  Gen- 
eral Hospital,  Madison,  Wis.,  will  return  to  Rich- 
mond in  June  to  take  a second  year’s  internship  in 
the  medical  department  of  Memorial  Hospital  un- 
der Dr.  W.  B.  Porter. 

Assistant  to  Dr.  B.  B.  Bagby. 

Dr.  A.  L.  Carson,  Jr.,  of  Fairfax,  Va.,  has  been 
appointed  assistant  to  Dr.  B.  B.  Bagby  in  the 
Bureau  of  Child  Health  of  the  State  Department 
of  Health,  effective  June  1st.  Dr.  Carson  has  been 
health  officer  of  Fairfax  County  for  the  past  five 
years  and  in  addition  has  done  special  work  in  ob- 
stetrics which  will  enable  him  to  be  of  service  in 
the  expanded  program  of  Dr.  Bagby’s  department. 

Dr.  Charles  A.  Young, 

Roanoke,  Va.,  who  sailed  on  April  15th  for  a 
two  months’  postgraduate  course  in  ophthalmology 
at  Oxford  University,  England,  found  the  work 
there  did  not  suit  his  needs  so  arranged  to  take  up 
postgraduate  work  in  London,  Vienna  and  Buda- 
pest. He  expects  to  resume  his  practice  in  Roanoke 
on  July  1st. 

Dr.  H.  Hudnall  Ware,  Jr., 

Richmond,  Va.,  by  invitation,  presented  a paper 
on  “Full  Term  Extrauterine  Pregnancy”  in  the 
Section  of  Obstetrics  and  Gynecology  of  the  Medi- 
cal Society  of  the  State  of  New  York  in  New  York 
City,  the  end  of  April. 

Leslie  Dana  Medal  Awarded  Dr.  Wheeler. 

Dr.  John  M.  Wheeler,  professor  of  ophthalmology 
in  the  Medical  School  of  Columbia  University  and 
director  of  the  Eye  Institute  at  the  Columbia-Pres- 
byterian  Medical  Center  in  New  York,  was  presented 
with  the  Leslie  Dana  Gold  Medal  for  “outstanding 
achievements  in  the  prevention  of  blindness  and  the 
conservation  of  vision”  at  a dinner  in  his  honor  in 
New  York  on  May  10th.  He  was  selected  for  the 
award  by  the  National  Society  for  the  Prevention 
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of  Blindness  in  cooperation  with  the  St.  Louis  So- 
ciety for  the  Blind  which  offers  this  highly  prized 
mark  of  recognition  annually. 

Dr.  Vheeler  is  a former  president  of  the  Ameri- 
can Academy  of  Ophthalmolog}’  and  Otolaryngology. 
His  most  publicized  operation  was  performed  in 
1931  when  he  removed  a cataract  from  the  left  eye 
of  the  King  of  Siam. 

Dr.  W.  S.  Cox, 

Formerly  of  Shacklefords,  Va.,  is  now  located  in 
West  Point,  Va.,  where  he  has  taken  up  the  practice 
of  the  late  Dr.  W.  E.  Croxton. 

Annual  Report  of  the  State  Department  of 

Health  of  Virginia. 

The  twenty-seventh  annual  report  of  the  State  De- 
partment of  Health,  for  the  year  ending  June  30, 
1935,  has  recently  been  issued.  “The  work  of  the 
Department  in  the  control  and  prevention  of  dis- 
ease as  carried  on  in  previous  years  has  been  con- 
tinued and  an  expansion  of  service  has  been  made 
possible  through  the  aid  of  Federal  funds.” 

Organized  local  health  service  now  includes 
twenty-three  new  counties,  and  a fully-equipped 
branch  office  has  been  established  at  Abingdon,  so 
that  health  service  can  be  rendered  more  adequately 
to  Southwest  Virginia. 

Tj-phoid  and  diphtheria  morbidity  were  the  low- 
est in  the  history  of  the  Department,  but  there  was 
a definite  increase  in  the  number  of  measles  and 
Dabney’s  grippe.  The  incidence  of  other  com- 
municable diseases  did  not  vary  greatly  from  other 
years.  There  was  a slight  increase  in  birth  rate 
due  entirely  to  an  increase  in  the  white  birth  rate. 
The  number  of  marriages  in  1934  was  the  largest 
on  record. 

The  report  shows  a definite  need  for  an  increased 
number  of  free  beds  at  the  tuberculosis  sanatoria 
in  order  to  meet  the  demands  caused  by  the  cases 
with  advanced  tuberculosis  making  application  for 
treatment. 

Statistics  in  detail  are  given  in  the  report. 

Dr.  Arthur  M.  Shipley, 

Baltimore,  Md.,  was  elected  president  of  the 
Medical  and  Chirurgical  Faculty  of  Mar}’land,  at 
its  annual  meeting  in  Baltimore,  the  last  of  April. 


[June, 

The  West  Virginia  State  Medical  Associa- 
tion 

Is  holding  its  annual  meeting  at  Fairmont,  June 
8th,  9th  and  10th,  under  the  presidency  of  Dr. 
Charles  G.  Morgan,  of  Moundsville.  The  program 
is  interesting  and  a good  attendance  is  expected.  -A. 
feature  of  this  meeting  will  be  the  dedication  of  the 
Founders’  monument  at  Rivesville,  six  miles  north 
of  Fairmont.  This  was  erected  by  the  West  Virginia 
State  Medical  Association  and  its  site  was  selected 
because  it  was  the  home  of  Dr.  James  E.  Reeves, 
first  secretar)'  and  prime  mover  in  the  organization 
of  this  .Association  at  Fairmont  in  April,  1867. 

Assistant  Surgeons,  U.  S.  Public  Health 
Service. 

The  following  graduates  from  Virginia  medical 
schools  have  been  commissioned  as  Assistant  Sur- 
geons in  the  Regular  Corps  of  the  U.  S.  Public 
Health  Service,  to  rank  as  such  from  date  of  oath: 

Dr.  Robert  F.  Martin,  class  of  ’32,  University  of 
Virginia. 

Dr.  John  B.  Hozier,  class  of  ’33,  University  of 
Virginia. 

Dr.  Hugh  L.  C.  Wilkerson,  class  of  ’33,  Medical 
College  of  Virginia. 

Delegates  to  Democratic  Convention. 

The  names  of  Dr.  R.  E.  Booker,  Lottsburg,  and 
Dr.  R.  T.  Hawks,  Carson,  have  been  noted  among 
the  delegates  to  the  Democratic  Convention  to  be 
held  in  Norfolk  on  June  16th. 

Dr.  William  T.  Pyles, 

Class  of  ’35,  Aledical  College  of  Virginia,  has 
located  at  Franklin,  Va.,  where  he  is  engaged  in 
general  practice.  He  has  just  completed  an  intern- 
ship at  the  Lewis-Gale  Hospital,  Roanoke,  Va. 

Dr.  Grey  C.  Hughes, 

.An  alumnus  of  the  Medical  College  of  Virginia, 
recently  completed  a two-year  service  at  the  Chil- 
dren’s Hospital,  Boston,  Mass.,  and  has  located  at 
the  Shackelford  Hospital,  Martinsville,  Va.,  where 
he  will  limit  his  practice  to  diseases  of  children. 

Dr.  Frederick  Pilcher,  Jr., 

Of  the  class  of  ’29,  University  of  Virginia,  who 
for  the  past  three  years  has  been  a fellow  at  the 
Mayo  Clinic,  Rochester,  Minn.,  has  recently  been 
appointed  first  assistant  to  Dr.  Hugh  Cabot,  one 
of  the  senior  consulting  surgeons  at  the  Clinic.  Dr. 
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Pilcher  is  a native  of  Petersburg,  Va.,  and  spent 
some  time  at  both  the  University  of  Virginia  Hos- 
pital and  in  Richmond. 

Dr.  William  R.  Pretlow, 

Class  of  ’34,  Medical  College  of  Virginia,  re- 
cently at  The  Plains,  Va.,  is  now  located  in  War- 
renton,  Va. 

The  Petersburg  Hospital  Staff 

Held  its  regular  meeting  on  April  9th,  with  Dr. 
Thomas  Wheeldon  and  his  assistants,  Drs.  Frank 
Hedges,  Jr.,  and  Robert  Mazet,  Jr.,  of  Richmond, 
conducting  the  program  on  orthopedics,  presenting 
cases,  motion  pictures  and  Leica  films. 

Virginia  Academy  of  Science. 

At  the  annual  meeting  of  the  Academy,  held  in 
Lexington,  in  May,  Dr.  H.  E.  Jordan,  University, 
succeeded  to  the  presidency  and  Dr.  D.  M.  Allen, 
Hampden-Sydney,  was  named  president-elect.  Dr. 
E.  C.  L.  Miller,  Richmond,  is  secretary-treasurer. 
The  next  meeting  will  be  held  at  the  University  of 
Virginia  in  1937. 

Dr.  Dudley  C.  Smith, 

Of  the  University  of  Virginia  Medical  School, 
has  been  elected  president  of  the  Charlottesville 
Rotary  Club. 

Additions  to  State  Hospitals. 

Work  has  been  begun  at  Petersburg,  preparatory 
to  the  construction  of  a new  building  at  the  Cen- 
tral State  Hospital,  to  house  780  patients.  The  hos- 
pital is  overcrowded  and  the  new  building  will  sup- 
ply a long-needed  want. 

Bids  have  been  asked  for  two  new  buildings  at 
the  Epileptic  Colony.  The  tuberculosis  ward  will 
be  built  first  and  the  hospital  addition  and  admin- 
istration building  later. 

Dr.  and  Mrs.  W.  L.  Harris, 

Of  Norfolk,  Va.,  will  spend  the  summer  at  Vir- 
ginia Beach,  Va. 

Dr.  F.  H.  Smith, 

.\bingdon,  Va.,  is  representing  the  Medical  Col- 
lege of  Virginia  at  the  ceremonies  marking  the  in- 
auguration of  President  Johnston  at  Kings  College, 
Bristol,  Va.,  on  June  2nd. 


Dr.  Beverley  R.  Tucker, 

Richmond,  Va.,  in  IMay  delivered  the  commence- 
ment address  before  the  graduating  classes  of  both 
the  Roanoke  Rapids,  N.  C.,  Hospital  and  the  Park 
View  Hospital  at  Rocky  Mount,  N.  C. 

For  Sale — 

Physician’s  office  equipment  and  instruments,  in- 
cluding diatherm.  Quartz  mercury  lamp,  and  infra- 
red ray  treatment  lamp.  In  first-class  condition. 
Address  “Office  Equipment,”  care  Virginia  Med- 
ical Monthly,  1200  E.  Clay  St.,  Richmond,  Va. — 
{Adv.) 

Doctor  Wanted. 

We  are  advised  that  there  is  an  opening  for  a 
physician  at  Bentonville,  Va.  For  information  about 
this  place,  write  to  Mrs.  Ada  R.  Fristoe,  postmis- 
tress at  Bentonville.  {Adv.) 

Office  Available. 

Office  for  twenty-two  years  and  much  of  the  prac- 
tice of  the  late  Dr.  F.  H.  Beadles  are  available  for 
a dermatologist  or  any  practitioner.  For  informa- 
tion, apply  to  113  East  Grace  Street,  or  phone 
3-2566,  Richmond,  Va.  {Adv.) 

Ideal  Vacation  and  Rest  Home  for  Women, 
In  the  Blue  Ridge  Mountains,  at  the  northern 
gateway  to  the  Shenandoah  National  Park.  Es- 
pecially suited  to  the  nervous  or  underweight.  Con- 
ducted by  a graduate  nurse  and  special  attention^ 
given  to  diet  of  convalescents  or  people  in  a run- 
down condition.  Reasonable  prices.  For  further 
information,  write  Johnson’s  Woman’s  Nursing 
Heme,  Front  Royal,  Va.  {Adv.) 

Wanted 

By  thirty-bed  hospital,  attractively  located  in 
Southwest  Virginia,  young,  industrious,  sober,  in- 
telligent and  well-recommended  physician  to  act  as 
house  officer.  One  having  served  a year’s  rotating 
internship  preferred.  Position  pays  room,  board, 
laundr>'  and  $75.00  monthly.  Write  “Hospital,” 
care  Virginia  Medical  Monthly,  1200  East  Clay 
Street,  Richmond,  Va. — {Adv.) 

Position  Wanted. 

Graduate  Medical  College  of  Virginia,  complet- 
ing year’s  internship  at  Memorial  Hospital,  Rich- 
mond, desires  substitute  work  for  next  twelve  months. 
Write  X.Y.Z.,  care  Virginia  Medical  Monthly. — 
{Adv.) 
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Obituary  Record 


Dr.  William  Edwards  Croxton, 

Prominent  physician  of  West  Point,  Va.,  died  of 
pneumonia  on  May  9th.  He  was  fifty-four  years 
of  age  and  a graduate  of  the  Medical  College  of 
Virginia  in  1904.  Dr.  Croxton  began  the  practice 
of  medicine  in  King  William  County  in  1906  and 
for  the  past  twelve  years  has  been  located  at  West 
Point.  He  was  immediate  past  president  of  the 
West  Point  Kiwanis  Club,  vice-president  of  the 
Citizens  and  Farmers  Bank,  and  served  as  chair- 
man of  the  school  board.  Dr.  Croxton  was  one  of 
the  founders  of  the  ]Mid-Tidewater  Medical  Society 
and  had  been  a member  of  the  Medical  Society  of 
Virginia  for  thirty-two  years.  He  was  a Mason 
and  member  of  several  other  organizations.  His  wife 
and  five  daughters  survive  him. 

Dr.  Newton  Eugene  McDannald, 

News  Ferry,  Va.,  died  May  4th,  after  having 
been  in  ill  health  for  several  years.  He  was  born 
in  Bath  County,  Va.,  in  1861,  and  graduated  from 
the  former  University  College  of  Medicine,  Rich- 
mond, in  1900.  Dr.  McDannald  had  practiced  in 
Halifax  County  since  his  graduation,  at  which  time 
he  also  joined  the  IMedical  Society  of  Virginia.  His 
wife  and  several  brothers  and  sisters  survive  him. 

Resolutions  on  Death  of  Dr.  Southgate 

Leigh,  Sr. 

The  officers  and  members  of  the  Medical  Staff  jointly 
with  the  officers  and  members  of  the  Governing  Board 
of  Directors  of  the  Norfolk  (Va.)  Memorial  Hospital 
(formerly  Mt.  Sinai  Hospital)  record  with  deep  sorrow 
the  passing  of  Dr.  Southgate  Leigh,  Sr.,  on  March  6, 
1936. 

During  the  organization  of  this  hospital,  Dr.  Leigh 
was  a member  of  the  organizing  group.  His  keen  under- 
standing of  human  needs  and  his  wide  experience  and 
knowledge  of  proper  hospitalization  well  qualified  him 
to  be  the  sympathetic  leader  of  the  movement.  It  is 
largely  due  to  his  efforts  that  this  institution  was  founded. 
It  was  his  wise  guidance  that  helped  the  hospital  to 
survive  the  hardships  and  its  early  struggles  for  exist- 
ence. His  untiring  and  unselfish  effort  in  behalf  of 
this  institution  was  the  incentive  that  won  for  it  many 
supporters. 

He  was  the  first  President  of  the  Medical  Staff  and  an 
active  member  of  the  Governing  Board  in  which  capaci- 
ties he  served  faithfully  for  a number  of  years.  His 
innate  love  of  humanity  regardless  of  race  or  creed,  his 


kindliness  and  ever  ready  willingness  to  help  those  in 
need,  made  of  him  a highly  respected  and  beloved  asso- 
ciate whose  death  is  deeply  mourned. 

Therefore  be  it  Resolved  that  in  the  passing  of  Dr. 
Southgate  Leigh,  Sr.,  our  hospital  has  lost  a staunch 
and  valued  friend,  our  community  a civic  leader  of 
stearling  worth  and  the  medical  profession  a man  of 
outstanding  ability  and  of  highest  ethical  integrity.  We 
move  that  a copy  of  these  resolutions  be  embodied  in 
the  minutes  of  the  Medical  Staff  and  Governing  Board 
of  the  Directors  of  the  Norfolk  Memorial  Hospital  and 
a copy  hereof  be  sent  to  the  bereaved  family  with  the 
expressions  of  our  heartfelt  sympathy. 

Lewis  Berlin,  M.  D.,  Chairman. 

M.  H.  Todd,  M.  D. 

P.  E.  Thornhill,  M.  D. 

Meyer  Koteen,  Esq.,  President  of 
Hospital. 

Dr.  Thomas  R.  Marshall, 

Major,  U.  S.  Army,  retired,  died  at  his  home  in. 
Gloucester  County,  Va.,  on  February  22nd,  death 
being  due  to  a heart  ailment.  He  graduated  in  medi- 
cine from  the  College  of  Physicians  and  Surgeons 
of  Baltimore  in  1893  and,  after  service  in  the 
Spanish-.A.merican  and  World  Wars,  entered  the 
medical  corps  of  the  Army  as  a major  in  1920.  He 
was  retired  in  1930  for  disability  in  the  line  of 
duty. 

Dr.  Callie  P.  Capps 

Died  at  his  home  in  Meherrin,  Va.,  May  14th, 
following  a heart  attack.  He  was  sixty-eight  years 
of  age  and  graduated  from  the  former  University 
College  of  Medicine,  Richmond,  in  1895.  Dr.  Capps 
had  practiced  his  profession  in  Meherrin  for  forty- 
one  years  and  was  formerly  a member  of  the  Medi- 
cal Society  of  Virginia.  Two  sons  survive  him. 

Dr.  Charles  Purnell  Smith, 

h'or  many  years  active  in  the  civic  life  of  Martins- 
ville, Va.,  died  at  his  home  there  on  January  17th, 
death  being  due  to  cancer.  He  was  seventy-four 
years  of  age  and  a graduate  of  the  Medical  College 
of  Virginia  in  1876. 

Dr.  Percy  Augustus  Perkins, 

An  alumnus  of  the  University  of  Virginia,  De- 
partment of  Medicine,  in  the  class  of  ’08,  died  at 
his  home  in  IMemphis,  Tenn.,  on  February  20th,  of 
lobar  pneumonia.  He  was  a fellow  of  the  Ameri- 
can College  of  Surgeons  and  on  the  staff  of  the 
Methodist  Hospital  of  Memphis. 


Accepted  by 
Council  on 
Physical  Therapy 
Amer.Med.Assn. 


Satisfactory  Results  May  Be 
Expected  in  the  Following: 


Price  — $195 
Write  for  literature 


The  ELLIOTT  TREATMENT 


FURNISHES  A DOSAGE  OF  HEAT  CONSIDER- 
ABLY GREATER  THAN  ANY  OTHER  MODALITY 


For  Acute  or  Chronic  Inflammatory 
Conditions  in  the  Male  Pelvis 
and  Female  Pelvis 

• 

Continuous  Heat  Dosage 

UP  TO  130°  F 


Acute  salpingitis-chronic  salpingitis-non-specific  urethritis  (fe- 
male) — pelvic  cellulitis  — pelvic  abscess  — post-partum  or  post- 
abortal infections-dysmenorrhea. 

Acute  prostatitis,  with  or  without  abscess-chronic  prostatitis  and 
complicafions-non-specific  urethritis  (male)— cystitis. 


Powers  Anderson,  Inc. 

SURGICAL  INSTRUMENTS,  HOSPITAL  SUPPLIES,  ETC. 

RICHMOND  - NORFOLK,  VA. 


Yoe  will  beeefit — 

by  placing  your  printing  orders  with  a 

LARGE,  WELL-EQUIPPED  PLANT  . . . . 


THE  WILLIAMS  PRINTING  COMPANY 

11'13T5  North  Fourteenth  Street  RICHMOND,  VIRGINIA 


Established  1880 


You  will  benefit,  not  only  through  receiving 
high  quality  work  produced  by  skilled  work- 
men, but  from  the  saving  in  cost  resulting 
from  efficient  planning  and  cut-cost  methods. 
It  will  pay  you  in  more  ways  than  one,  to 
get  in  touch  with  us  if  you  use — 

Commercial,  Book  and  Job  Work 
Catalogues — Publications 
Advertising  Literature 
Booklets — Broadsides 
Office  and  Factory  Forms 
Loose-Leaf  and  Manifold  Forms 
Ledger  Leaves  and  Loose-Leaf  Binders 
Paper  Ruling 

Complete  Binding  Equipment 


25 

In  writing  advertisers,  please  mention  VIRGINIA  MEDICAL  MONTHLY. 


BILE  SALTS,  FAIRCHILD 

SODIUM  GLYCOCHOLATE  AND  TAUROCHOLATE 

In  native  association  as  separated  from  fresh  ox-gall 

''Owing  to  the  fact  of  their  ready  secretion  by 
the  liver  cells  bile  salts  are  the  most  reliable 
chologogues  with  which  we  are  acquainted." 

Starling 

Powder,  in  % oz.  and  1 oz.  vials 
Literature  on  BILE  SALTS,  FAIRCHILD,  sent  upon  request 

. FAIRCHILD  BROS.  & FOSTER 

NEW  YORK 


Aloe  ^ 

1 

jlhort  Wave  Dnatherm 

An  Outstanding  Development  in  Physical  Therapy 

Simplicity — Positive  Results 

i 1 

j 

i 

-vr-— 

9 ■ 

■**  ■ ' 

^ j 

fT 

m 

simple,  direct  means,  the  Aloe  Short  Wave 
Diatherm  gives  you  all  the  benefits  of  short 
^ wave  therapy,  at  a price  you  can  afford.  Heat 
is  accurately  placed,  evenly  distributed.  No  possi- 
bility of  shock,  stinging  or  faradism-.  (See  J.  A. 

M.  A.,  January  11,  1936,  page  122.) 

FT' 

W,  O,  HESTER,  Representative 

^ 1 

A.  S.  ALOE  COMPANY 

Portable  Unit 
ON  Stand 

demonstration  upon  request  without  obligation 

Address'3122  W.  Grace  St.,  Richmond,  Va.,  or  Phone  4-6612 

26 

In  writing  advertisers,  please  mention  VIRGINIA  MEDICAL  MONTHLY, 


Vol.  63,  No.  4. 
WHOLE  No.  1009. 


VIRGINIA 

MEDICAL  MONTHLY 

OFFICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA 
67th  Annual  Meeting,  Medical  Society  of  Virginia,  Stauntpf^fO^ober  13-15,  1936 
1 nr 

■ ‘ M Cl 


RICHMOND,  VA.,  JULY,  1936 


.?2.00  A YEAR 
CENTS  A COPY 


CONTENTS 


^ - 8 R / ^ ^ 


The  Diagrnosis  and  Treatment  of  Cancer  of  the 
Largre  Bowel.  J.  Shelton  Horsley,  M.  D., 

Richmond,  Va. 197 

Necrosis  of  the  Urinary  Bladder  with  Exfolia- 
tion— Report  of  Two  Cases.  Herbert  D.  Wolff, 

Jr.,  M.  D.,  Alexandria.  Va. 205 

Arthritis:  Its  Relationship  to  Various  Foci  of 
Infection.  H.  H.  Wescott,  M.  D.,  F.  A.  C.  S., 

Roanoke,  Va.  209 

Some  Illustrations  of  the  Relationship  of  Dental 
Practice  and  Medicine.  John  Bell  Williams, 

Ph.  G.,  D.  D.  S.,  Richmond.  Va 211 

Some  Recent  Advances  in  Neurosurgery.  R.  F. 

Slaughter,  M.  D.,  Norfolk,  Va. 216 

The  Management  of  the  Allergic  Individual. 

W.  Ambrose  McGee,  M.  D.,  Richmond,  Va. 219 

Trichomonas  Vaginal  Infestation:  A Discussion 
of  the  Parasite,  the  Course  of  the  Disease  and 
Treatments.  Joseph  P.  Salberg,  M.  D.,  and 

Walter  M.  Brunet,  M.  D.,  Chicago.  Ill 223 

Present-Day  Management  of  Cardiospasm.  E. 

Trible  Gatewood.  M.  D.,  Richmond,  Va. 227 

Pulmonary  Hemorrhage.  J.  B.  Nicholls,  M.  D., 
Catawba  Sanatorium,  Va.,_, 230 


234 


240 


Premature  Separation  of  the  Placenta — With  a 
Review  of  Its  Status  in  the  Last  Ten  Years  at 
the  Norfolk  Protestant  Hospital.  Richard  B. 

Nicholls,  M.  D.,  Norfolk,  Va 

Unusual  Case  of  Meningococcus  Septicemia.  J. 

Lawn  Thompson,  A.  M.,  M.  D.,  Washington, 

D.  C. 

Report  of  the  Proposed  Program  of  Studies  for 
Nursing  Schools.  Lulu  K.  Wolf,  R.  N.,  Rich- 
mond, Va.  243 

PUBLIC  HEALTH  STATISTICS  245 

WOMAN’S  AUXILIARY  TO  THE  MEDICAL 

SOCIETY  OF  VIRGINIA 246 

TRUTH  ABOUT  MEDICINE 248 

BOOK  ANNOUNCEMENTS  248 

EDITORIAL  252 

DEPARTMENT  OF  CLINICAL  AND  MEDICAL 
EDUCATION  OF  THE  MEDICAL  SOCIETY 

OF  VIRGINIA  253 

PROCEEDINGS  OF  SOCIETIES  253 

NEWS  NOTES  254 

OBITUARY  RECORD  262 


INDEX  TO  ADVERTISERS— Advertising  Page  5 
Entered  as  Second  Class  Matter  at  the  Postoffice,  Richmond,  Va. 


Loose  Stools  in  Infants 

require  extra  diapering  and  inconvenience  the  mother 

Clinically,  loose  stools  are  accompanied  by  a dehydration  which,  when  excessive  or 
long  continued,  interferes  with  the  baby’s  normal  gain.  A long-continued  depletion 
of  water  is  serious,  since  “the  fluid  requirements  of  an  infant  are  tremendous.  A 
normal  infant  15  pounds  in  weight  will  frequently  excrete  as  much  as  one  litre  of 
urine  per  day.  A negative  water  balance  for  more  than  a very  short  period  is  incom- 
patible with  life.”  (Brown  and  Tisdall) 

Moreover,  when  the  condition  is  superimposed  by  chance  infection,  the  delicate  bal- 
ance may  be  seriously  upset,  since  the  infant’s  reserves  have  already  been  drawn 
upon,  so  that  resistance  to  infection  and  dangerous  forms  of  diarrhea  may  be  too  low 
for  safety.  Every  physician  dreads  diarrhea,  which  Holt  and  McIntosh  call  “the 
commonest  ailment  of  infants  in  the  summer  months.” 

If  you  have  a large  incidence  of  loose  stools 
in  your  pediatric  practice — 


TRY  CHANGING  TO  A DEXTRI-MALTOSE  FORMULA 

U^hfn  requesting  samples  of  Dextri-Maltose  please  enclose  professional  card  to  cooperate  in  preventing  their  reaching  unathorized  persons. 

Mead  Johnson  ^ Company,  Evansville,  Indiana,  U.  S.  A. 


VITAMINS  IN  CANNED  FOODS 


I . V I T A M I N C 


• The  history  of  scurvy  is  as  old  as  the  his- 
tory of  exploration  and  conquest.  Its  rav- 
ages among  early  explorers  and  invaders 
are  recorded  in  the  oldest  pages  of  history, 
due  principally  to  the  fact  that  during  ex- 
tended sea  voyages  or  treks  by  land,  depend- 
ence had  necessarily  been  placed  almost  en- 
tirely on  foods  preserved  by  the  crude  meth- 
ods of  the  day. 

Scurvy  was  the  first  vitamin  deficiency 
disease  to  be  controlled  by  dietary  manage- 
ment. In  1757,  Lind  recognized  the  fact  that 
some  substance  in  foods  exerted  a specific 
protective  action  against  scurvy  ( 1 ) . As 
early  as  1804,  the  daily  lime  juice  ration 
became  compulsory  in  the  British  Navy  (2) . 

However,  it  remained  for  modern  bio- 
chemical science  to  establish  the  chemical 
identity  of  this  antiscorbutic  factor.  Vitamin 
C is  now  known  to  be  identical  with  cevi- 
tamic acid  (levo-ascorbic  acid)  and  is  as 
yet  the  only  vitamin  to  be  synthesized  in 
the  laboratory  (3) . 

There  would  appear  to  be  no  valid  reason 
why  scurvy  should  ever  constitute  a serious 
threat  to  the  health  of  the  average  American 


infant  or  adult.  Development  of  refrigerated 
transportation  for  raw  foods  and  improve- 
ments in  modern  methods  of  food  preserva- 
tion, specifically  canning  methods,  make 
available  to  the  consumer  during  the  entire 
year  a large  variety  of  foods  possessed  of 
valuable  vitamin  C contents.  In  addition,  the 
modern  trend  towards  education  of  the  lay- 
man, in  regard  to  the  vitamin  C require- 
ments of  both  the  infant  and  the  adult, 
should  also  assist  in  complete  eradication 
of  infantile  and  adult  scurvy  from  America. 

IMany  canned  foods  are  to  be  valued  as 
contributors  of  vitamin  C.  Nutritional  re- 
search has  indicated  that  canned  products 
such  as  the  citrus  fruits  or  citrus  fruit  juices 
(4 ) , the  more  common  fruits  (5) , and  vege- 
tables or  vegetable  juices,  are  important 
sources  of  the  antiscorbutic  factor  (6). 
Modern  canning  procedures  afford  a good 
degree  of  protection  to  this  labile  vitamin, 
with  the  result  that  the  canned  food  can  be 
relied  upon  to  supply  amounts  of  vitamin 
C to  the  diet  consistent  with  the  amounts  of 
the  vitamin  originally  contained  in  the  raw 
food  from  which  it  was  prepared. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  Cily 


(1)  Vitamins:  A Purvey  of  Present  Knowledjre.  Page 
187  Medical  Research  Council.  Special  Report  167. 
193:2.  Uis  Majesty’s  Stationery  Otlice.  London. 


(2>  Vitamins  in  Theory  and  Practice.  Pa^e  86, 
L.  J.  Harris.  1935.  Macmillan,  New  York. 

(3)  1933  J.  Chem.  Soc.  U6.  1419. 


(4)  1930  J.  Home  Econ.  S2,  688. 

(5)  1935  Amer.  Jour.  Pub.  Health,  25,  1340. 
(6J  1933  Ind.  Eng.  Chem.  25.  682. 


This  is  the  fourteenth  in  a series  of  monthly  articles,  ivhich  leill  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  ichich 
authorities  in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  Neiv  Y ork,  N.  F., 
ivhat  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you':’ 
Y our  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  .American  Medical  Association. 
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THE  DIAGNOSIS  AND  TREATMENT  OF  CANCER  OF  THE 

LARGE  BOWEL.* 


J.  Shelton  Horsley,  M.  D., 
Richmond,  Va. 


When  we  consider  the  enormous  toll  that  cancer 
is  taking  of  human  lives,  and  that  the  number  of 
deaths  appears  to  be  increasing  every  year,  it  chal- 
lenges our  attention  to  devise  ways  and  means  of 
arresting  this  terrific  increase  in  mortality.  In  1933 
there  were  more  than  128,000  deaths  from  cancer  in 
the  ignited  States.  This  is  about  double  the  number 
of  deaths  from  cancer  recorded  thirty  years  ago,  and 
while  more  accurate  statistics  and  better  diagnoses 
undoubtedly  account  for  some  of  this  increase,  it 
does  not  give  a satisfactory  explanation  for  all  of  it. 
The  fact  that  human  life  has  been  prolonged  makes 
more  individuals  subject  to  cancer.  It  is  roughly 
estimated  that  there  are  three  living  patients  with 
cancer  to  every  death  from  cancer,  which  would 
make  a total  of  approximately  400,000  cases  of 
cancer  in  the  United  States  today. 

The  external  cancers  of  the  skin,  mouth,  nose, 
throat  and  cavities  that  can  be  readily  inspected  are 
often  discovered  in  the  early  stages  and  cured.  These 
cases,  of  course,  do  not  reach  the  census  reports  and 
are  undoubtedly  far  more  common  than  the  internal 
cancers  of  the  gastro-intestinal  tract.  It  is  cancer 
of  the  stomach  and  bowel,  however,  that  looms  great- 
est in  the  death  rate.  During  1933  the  deaths  from 
cancer  of  the  gastro-intestinal  tract,  including  the 
anus,  liver  and  pancreas,  were  63,174.  Of  these, 
12,972  deaths  were  caused  by  cancer  of  the  in- 
testines. These  figures  must  serve  to  impress  upon 
us  the  seriousness  of  the  cancer  problem  and  to 
emphasize  the  necessity  of  reducing  the  death  rate 
from  this  scourge. 

There  is  no  difficulty  about  the  cure  of  cancer  if 

♦From  the  Surgical  Department  of  St.  Elizabeth’s  Hos- 
pital, Richmond,  Va. 

Read  before  the  sixty-sixth  annual  session  of  the  Medi- 
cal Society  of  Virginia,  at  Norfolk,  October  15-17,  1935. 


it  can  be  taken  at  an  early  stage.  The  trouble  is 
in  making  an  early  diagnosis.  Irradiation  by  radium 
or  X-ray,  or  surgical  excision,  or  a combination  of 
these,  is  usually  an  effective  cure  if  the  cancer  is 
treated  early.  Cancer  very’  rarely  gives  pain  in  the 
first  stages,  and  cancer  of  the  gastro-intestinal  tract 
is  almost  always  quite  far  advanced  before  the  pa- 
tient is  submitted  to  treatment.  In  cancer  of  the 
colon  the  prospects  of  cure  and  of  early  diagnosis 
are  usually  better  than  in  cancer  of  the  stomach, 
because  the  lymphatic  circulation  is  not  so  abundant, 
metastases  are  usually  later,  and  symptoms  often 
are  exhibited  earlier  than  in  cancer  of  the  stomach. 
As  in  cancer  of  the  stomach,  however,  the  only  treat- 
ment for  cancer  of  the  large  bowel  is  surgical  ex- 
cision. To  be  sure,  in  the  anus  and  rectum  irradia- 
tion either  by  radium  or  X-ray  is  often  helpful  and 
in  a few  cases  is  apparently  curative.  However, 
some  radiologists,  such  as  Max  Cutler,  believe  that 
the  treatment  of  cancer  of  the  rectum  and  anus 
should  be  primarily  surgical  and  irradiation  should 
be  reserved  for  inoperable  cases  or  as  an  adjuvant 
to  surgery.  In  some  instances  radon  implants  in 
cancer  of  the  lower  rectum  in  connection  with  X-ray 
treatment  and  followed  later  by  excision,  unless  the 
growth  seems  to  improve  very  promptly,  might  be 
indicated.  Above  the  lower  rectum,  in  the  terminal 
sigmoid  and  in  the  colon,  excision  is  the  only  re- 
liable treatment. 

There  are  two  methods  of  reducing  mortality 
from  cancer  of  the  large  bowel:  One  is  to  make 
an  early  diagnosis,  which  is  extremely  important; 
the  other  is  to  devise  means  of  curing  cases  that 
are  advanced  when  they  are  first  seen.  Too  fre- 
quently the  surgeon  has  his  first  introduction  to  a 
patient  with  cancer  of  the  colon  when  there  is  a 
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large  mass  or  a big  ulcerating  area  and  adhesions,^ 
and  if  it  be  his  policy  to  keep  down  the  operative 
mortality  rate  to  a minimum  in  such  cases  they 
may  be  only  treated  in  a palliative  way  without  any 
attempt  at  radical  operation.  It  is  this  latter  tApe 
of  cases  that  demands  the  surgeon’s  attention  even 
more  than  the  first  type,  because  the  operation  that 
is  devised  to  cure  advanced  cases  should  certainly 
be  effective  in  the  early  cases.  This  is  very  similar 
to  the  treatment  in  cancer  of  the  breast;  a radical 
operation  for  an  early  cancer  of  the  breast  is  as 
much  indicated  as  for  a more  advanced  lesion.  In 
the  first  class  of  cases  the  radical  operation  will  pro- 
duce a large  percentage  of  cures,  whereas  a local 
operation  will  produce  only  a small  percentage. 
But  no  one  will  deny  the  advisability  of  doing  a 
radical  operation  on  a fairly  advanced  cancer  of  the 
breast.  So,  in  cancers  of  the  large  bowel  our  meth- 
ods should  be  tuned  to  the  advanced  cases  with  the 
assurance  that  if  even  a small  percentage  of  well- 
developed  and  advanced  cases  are  cured  by  a certain 
type  of  surgical  procedure,  the  earlier  cases  simi- 
larly treated  will  have  a much  larger  jjercentage 
of  cures.  We  shall  have  to  gauge  our  methods,  then, 
by  the  more  difficult  cases.  To  be  sure,  in  these 
far-advanced  cases  in  which  there  may  be  a question 
of  whether  operation  is  worth  while,  the  mortality 
rate  will  be  very  high,  but  the  merit  of  saving  even 
20  or  25  per  cent  of  such  patients  against  an  as- 
sured mortality  rate  of  100  per  cent  without  such 
operation  is  obvious. 

As  for  the  diagnosis,  it  is  important  that  every 
patient  with  secondary  anemia,  with  indigestion,  with 
irregularity  of  the  bowel  habits,  or  symptoms  of  ob- 
struction or  of  passage  of  blood,  mucus  or  pus  from 
the  bowel  should  be  investigated  carefully.  Cancer 
of  the  lower  rectum  can  be  diagnosed  in  a large  per- 
centage of  cases  by  digital  e.xamination  with  a glove ; 
by  using  a glove  at  least  a half-inch  more  of  the 
rectum  can  be  explored  than  by  using  a finger  cot. 

proctoscopic  examination  is  also  essential  and  will 
reveal  growths  in  the  terminal  sigmoid.  A large 
percentage  of  malignant  growths  in  the  large  bowel 
spring  from  polyps  or  apparently  benign  tumors, 
or  from  old  chronic  ulceration.  This  has  been  veri- 
fied by  proctologists  who  have  actually  obsened 
polyps  that  are  apparently  benign  and  later  undergo 
malignant  degeneration.  Xot  infrequently,  too,  the 
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growth  that  appears  to  be  benign  will  show  dis- 
tinctly cancerous  tissue  in  some  portion. 

The  s}mptoms  of  cancer  of  the  right  colon  are 
often  different  from  the  symptoms  of  cancer  of  the 
left  colon.  In  the  right  side  the  absorption  of  fluid 
is  rapid,  whereas  in  the  left  colon  the  function  is 
chiefly  that  of  a reservoir.  A fungating  mass  which 
is  necrotic  and  produces  readily  absorbable  toxic 
products  in  the  right  colon  will  often  cause  an 
anemia  difficult  to  distinguish  from  a pernicious 
anemia.  In  any  anemia  whose  cause  is  not  obvious 
the  gastro-intestsinal  tract  should  be  well  examined. 
Slow  bleeding  from  a peptic  ulcer  or  from  a pohp  in 
tlie  stomach  or  duodenum,  or  an  ulcer  or  cancer 
in  the  right  colon,  has  been  so  frequently  found 
among  the  causes  of  anemia  that  lesions  in  these 
regions  should  never  be  overlooked  when  pronounced 
anemia  occurs,  particularly  in  an  individual  over 
thirty-five  vears  of  age. 

In  the  left  side  of  the  bowel  frequently  obstruction 
from  the  usual  cancerous  stenosis  is  the  first  s}Tnp- 
tom,  but  before  tliat  is  evident  the  patient  may 
often  complain  of  an  excessive  amount  of  gas,  a 
rumbling,  and  some  tympanitis  and  distention.  I 
have  seen  cases  of  the  “napkin-ring’’  type  of  ob- 
struction on  the  right  side,  and  a papillomatous  type 
of  carcinoma  that  bleeds  freely  and  is  soft  may  be 
found  in  the  left  colon.  These  occurrences,  how- 
ever, are  not  sufficiently  frequent  to  make  them  the 
rule  instead  of  exception.  It  is  doubtless  more  com- 
mon to  find  a fungous  or  ulcerative  type  of  car- 
cinoma in  the  left  colon  than  a “napkin-ring’’  cancer 
in  the  right,  so  that  no  rule  of  thumb  is  satisfactory 
in  these  cases. 

\\'hen  a lesion  of  the  large  bowel  is  suspected  and 
the  rectum  and  lower  sigmoid  have  been  shown  by 
digital  and  proctoscopic  examinations  to  be  free 
from  cancer,  a careful  X-ray  examination  should 
be  made.  Such  examinations  should  be  made  by 
a roentgenologist  who  is  trained  in  gastro-intestinal 
work.  >rot  infrequently  we  may  be  able  to  secure  a 
satisfactor}-  demonstration  of  foreign  bodies  or  frac- 
tures from  a roentgenologist  who  has  not  had  suffi- 
cient training  in  gastro-intestinal  diagnosis  to  make 
his  opinion  in  this  latter  field  reliable.  The  roent- 
genologic diagnosis  of  the  terminal  sigmoid  is  par- 
ticularly difficult  because  of  the  loops  of  bowel  that 
overlap  this  region  and  may  make  a filling  defect 
here  inconspicuous. 
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To  sum  up  the  situation,  we  may  say  that  any 
patient,  particularly  a man,  with  an  unexplained 
anemia  or  a change  in  his  bowel  habits  from  being 
regular  to  occasional  constipation,  and  this  fre- 
quently succeeded  by  a slight  diarrhea  or  by  strain- 
ing at  stool  with  unproductive  bowel  movements 
and  the  passage  of  merely  a little  mucus  and  pus, 
should  immediately  be  considered  a suspect  for  a 
malignant  lesion  in  the  large  bowel.  Naturally,  the 
ordinary  colitis  or  an  ulcerative  colitis  should  be  dif- 
ferentiated, but  it  must  be  recalled  that  many  cases 
of  cancer  follow  ulcerations  of  the  colon,  and  the 
fact  that  the  patient  may  have  suffered  from  this 
condition  for  some  time  should  not  blind  us  to  the 
possibility  of  malignancy.  Of  course,  when  the  ulcer 
is  large  or  the  necrosis  extensive,  local  peritonitis 
and  tenderness  and  often  a palpable  mass  in  this 
region  will  occur.  This  does  not  necessarily  mean, 
however,  that  the  cancer  itself  has  involved  the  peri- 
toneal coat,  but  that  the  inflammation  has  caused 
peritonitis  and  pain. 

In  suspected  lesions  of  the  colon  if  there  is  any 
indication  of  obstruction  there  should  be  no  barium 
meal  given  by  the  stomach,  because  it  may  increase 
the  tendency  to  obstruction,  but  roentgenologic  ob- 
servation of  a barium  enema  should  be  relied  upon. 

-As  for  the  treatment,  with  the  exception  of  cancer 
in  the  lower  rectum  or  anus  where  irradiation  in  the 
form  of  radium  implants  or  X-ray  may  be  helpful 
or  occasionally  curative,  the  generally  accepted  treat- 
ment is  excision  of  the  growth.  Even  in  the  lower 
rectum  and  anus,  surgical  excision  with  the  elec- 
tric cautery  preceded  often  by  some  form  of  irradia- 
tion gives  the  best  chance  of  cure. 

The  operative  treatment  must  be  adapted  to  the 
physiologic  function  of  the  colon,  which  varies  from 
one  side  to  the  other,  as  has  already  been  indicated, 
and  also  to  the  nature  of  the  lesion  and  the  condition 
of  the  patient.  These  patients  are  usually  in  middle 
or  old  age,  and  as  a rule  they  have  been  suffering 
from  the  disease  for  many  months  and  sometimes  for 
several  years.  They  are  often  poor  surgical  risks, 
with  impaired  kidneys,  disturbed  nutrition,  and  not 
infrequently  with  cardiovascular  disease. 

All  of  these  angles  must  be  considered,  and  it  is 
better  to  be  over-cautious  in  the  preliminary  prepa- 
ration in  order  that  a more  radical  operation  may 
be  done  if  found  necessary,  then  to  have  the  patient 
in  such  a condition  that  when  the  operation  appears 


to  be  much  more  dangerous  than  had  been  antici- 
pated there  is  but  little  background  of  resistance.  If 
the  growth  is  on  the  right  side,  preparation  for  a 
few  days  with  salt  solution  enemas  and  with  a low 
residue  diet,  an  abundance  of  fluids,  fruit  juices, 
carbohydrates,  especially  candy,  is  advisable.  It  is 
unwise,  however,  to  limit  the  diet  too  strictly,  because 
what  is  gained  by  decreasing  the  residue  in  the  large 
bowel  may  be  more  than  offset  by  failing  to  main- 
tain the  patient’s  nutrition  by  a well-balanced  diet. 
The  patient  should  have  an  abundance  of  fluids, 
preferably  by  mouth,  but  reinforced  if  necessary  by 
intravenous  injections  of  5 per  cent  dextrose  in 
Ringer’s  solution.  Intravenous  fluids  should  be  given 
cautiously  because  these  patients  frequently  have 
some  cardiovascular  disease  and  an  additional  sud- 
den strain  in  the  volume  of  the  blood  may  be  serious. 
It  would  be  best  to  give  intravenous  fluids  slowly, 
at  a rate  of  not  more  than  100  c.c.  an  hour  for  about 
ten  or  fifteen  hours  at  a time.  If  this  tends  to  ele- 
vate the  blood  pressure  materially  it  should  be  aban- 
doned, and  resort  had  to  hypodermoclysis,  assuming, 
of  course,  that  the  patient  is  not . absorbing  a suffi- 
cient amount  of  fluid  by  mouth.  It  must  be  re- 
called that  in  lesions  of  the  right  colon  which  we 
are  now  considering,  the  portion  of  the  bowel  whose 
chief  function  is  absorption  of  fluids  is  partly  out 
of  commission  and  must  often  be  reinforced  by 
parenteral  methods.  Occasionally  a transfusion  of 
blood  may  be  indicated,  though,  unless  the  hemo- 
globin is  below  60  per  cent,  it  would  be  wiser  to 
reserve  transfusion  of  blood  until  after  the  opera- 
tion, when  the  patient  may  have  mild  shock  and 
when  the  condition  of  the  dilated  blood  vessels  is 
such  that  they  will  take  up  the  additional  fluid 
without  the  strain  that  would  occur  before  operation. 
At  any  rate,  a donor  should  always  be  matched 
and  in  readiness  for  use  after  the  operation. 

The  question  of  anesthesia  is  one  to  be  seriously 
considered.  In  operation  upon  the  right  colon  spinal 
anesthesia  may  be  used,  though  the  anesthesia  zone 
must  extend  up  to  the  costal  margin  in  order  to  be 
effective.  Not  infrequently  this  is  a dangerous  pro- 
cedure in  these  patients,  and  the  combination  of 
local  anesthetic  and  ethylene  gas  is  often  satis- 
factory. If  the  patient  is  given  a hypodermic  injec- 
tion of  a combination  of  morphine,  hyoscin  and 
cactin,  what  is  known  as  a No.  1 tablet,  the  operation 
may  often  be  done  with  a local  anesthetic. 
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In  cancer  of  the  right  colon  it  may  be  difficult  to 
decide  before  opening  the  abdomen  whether  the  op- 
eration should  be  completed  in  one  stage  or  in  two 
stages.  It  would  be  best  to  make  the  incision  along 
the  inner  portion  of  the  right  rectus  muscle,  having 
it  as  long  as  necessary  to  produce  full  exposure.  If 
the  growth  in  the  colon  is  large  and  if  the  mesentery 
is  short,  a two-stage  procedure  is  preferable.  Copros- 
tasis is  provided  by  small  rubber  bands  passed 
through  the  mesentery  of  the  bowel  several  inches 
distant  from  the  proposed  point  of  incision  in  the 
bowel.  The  ileum  is  divided  about  8 or  10  inches 
from  its  termination  with  the  electric  cautery  be- 
tween two  clamps,  and  both  ends  are  thoroughly 
seared.  The  lower  end  is  closed  with  inverting 
sutures.  The  upper  end  is  brought  to  the  under 
surface  of  the  transverse  colon  near  the  midline, 
after  lifting  up  the  omentum.  A pouch  of  the  trans- 
verse colon  just  beneath  the  omentum  is  caught  by 
two  forceps  about  1/2  iiich  apart,  drawn  out  strongly, 
and  the  base  of  the  pouch  is  clamped  with  a Kelly 
pedicle  forceps.  The  pouch  is  cut  away  with  the 
electric  cautery,  thoroughly  charring  the  bowel  in 
the  grasp  of  the  pedicle  forceps.  A running  bast- 
ing stitch  of  silk  or  linen  is  placed  between  the  under 
side  of  the  stump  of  the  ileum  and  the  colon  just 
below  the  clamp.  A similar  suture  is  placed  be- 
tween the  upper  side  of  the  stump  of  the  ileum  and 
the  colon  just  above  the  pedicle  clamp.  These  sutures 
are  drawn  taut  while  the  clamps  on  both  the  ileum 
and  the  colon  are  removed.  The  ends  of  the  sutures 
on  each  side  are  tied  together.  This  line  of  sutures 
is  reinforced  by  a series  of  mattress  sutures  of 
fine  chromic  catgut  whose  long  ends  are  passed 
through  the  adjacent  omentum  for  additional  safety. 
About  ten  days  or  two  weeks  later  the  cecum  and 
right  colon  are  dissected  free  and  the  transverse 
colon  near  the  anastomosis  is  divided  with  the  cau- 
tery between  two  forceps  and  the  end  inverted. 

In  such  cases  it  is  impossible  to  reduce  the  bac- 
terial contents  of  the  bowel  by  making  an  enter- 
ostomy, and  this  type  of  so-called  aseptic  anastomosis 
gives  the  best  results. 

If  the  mesentery  of  the  ascending  colon  is  long 
and  the  growth  is  not  extensive,  the  right  colon  can 
be  exercised  at  the  same  time  that  the  ileo-colonic 
anastomosis  is  made. 

Cancer  of  the  transverse  or  left  colon  and  down 
into  the  upper  portion  of  the  rectum  should  always 


be  removed  in  three  stages.  This  has  been  de- 
scribed before,  the  first  stage  being  a cecostomy  on 
the  right  side  through  a muscle-splitting  incision, 
bringing  up  the  cecum  and  ascending  colon  onto  the 
abdominal  .wall  and  usually  removing  the  appendix. 
A glass  rod  is  placed  beneath  the  ascending  colon 
just  above  the  ileo-cecal  valve,  the  bowel  is  packed 
off  with  dry  gauze,  and  a catheter  is  inserted.  The 
cecum  is  opened  after  one  or  two  days.  Then 
a week  later  an  intraperitoneal  vaccine,  preferably 
of  the  newer  Steinberg  type,  is  introduced  intra- 
peritoneally,  and  a week  later  still  the  resection  is 
done.  This  vaccine  should  also  be  given  before  ex- 
cision of  the  right  colon.  Steinberg  now  makes 
a vaccine  or  Coli-Bactragen,  that  may  be  used  at 
the  time  of  the  operation. 


No  effort  is  made  to  explore  the  abdomen  at  first. 
Three  days  after  the  enterostomy  is  done  the  colon 
is  irrigated  with  an  abundant  amount  of  warm  salt 
solution  twice  a day,  both  from  the  enterostomy 
wound  and  from  the  rectum.  This  makes  a mini- 
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mum  time  between  the  enterostomy  and  the  resection 
about  ten  days  or  two  weeks.  Often  the  patient  has 
a diarrhea  for  a while,  and  it  may  be  wise  to  stretch 
this  period  between  colostomy  and  resection  over  a 
longer  period. 

The  resection  should  preferably  be  done  with  an 
end-to-end  union,  somewhat  as  in  the  small  bowel, 
because  the  bacterial  flora  have  been  reduced  by  the 
colostomy  and  the  irregular  surfaces  of  the  colon 
can  be  united  from  within  far  more  accurately  than 
by  the  blinder  so-called  aseptic  method.  Over  the 
inner  row  of  continuous  silk  or  linen  sutures,  an 
external  row  of  interrupted  mattress  sutures  of  fine 
chromic  catgut  is  placed  and  the  ends  are  passed 


Fig.  2. — The  upper  stump  is  shoved  down  and  the  two  guy 
sutures  are  tied. 


through  adjacent  peritoneal  covered  fat.  If  the 
tumor  is  large  or  if  the  patient  is  very  fat,  a modi- 
fied ^Mikulicz  operation  is  advisable,  separating  the 
bowel  as  though  an  end-to-end  union  were  to  be 
made,  clamping,  dividing  and  tying  the  mesentery 
in  sections  and  bringing  the  whole  affected  loop  up 
onto  the  abdominal  wall.  The  two  limbs  of  the  af- 
fected loop  are  sutured  together,  and  frequently 
drainage  may  be  placed  down  to  the  stumps  of  the 
mesenter}'.  Each  end  of  the  loop  is  doubly  clamped 
and  divided  with  the  electric  cautery.  The  drainage 
is  removed  in  two  or  three  days,  but  as  there  is  al- 
ready a colostomy  there  is  no  occasion  for  removing 
the  clamps  from  the  ends  of  the  bowel  until  they 
drop  off.  Then  the  spur  is  crushed  as  usual. 


posterior  margins  of  both  upper  and  lower  stumps  are  ren- 
dered prominent  and  are  sutured  together  with  a continuous 
suture  of  silk  or  linen. 

In  the  lower  sigmoid  or  upper  rectum  an  end-to- 
end  union  can  often  be  made,  whereas  formerly  a 
permanent  artificial  anus  was  established.  In  this 
union,  after  resecting  the  lower  sigmoid  and  upper 


terior  wall  of  the  lower  stump  are  threaded  in  a needle  and 
passed  through  the  anterior  margin  of  the  upper  stump. 
They  are  then  held  taut  while  the  continuous  suture  is  car- 
ried anteriorly,  uniting  the  anterior  margins  of  both  stumps. 
After  this  continuous  suture  has  passed  a tractor  suture, 
that  tractor  suture  is  tied  and  cut  short. 
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rectum,  two  guy  sutures  are  placed  through  the  pos--- 
terior  border  of  each  stump  and  are  tied  down  as 
the  stumps  are  approximated.  Then  the  posterior 
portions  of  each  stump  are  sutured  together,  the 
suture  is  carried  anteriorly,  and  this  row  is  covered 
with  mattress  sutures.  (Figs.  1,  2,  3,  4,  and  5.) 


Fig.  5. — The  continuous  suture  is  almost  completed.  It  is  drawn 
snugly  as  it  emerges  from  the  mucosa  of  the  lower  stump, 
and  in  this  way  tends  to  invert  the  bowel  to  some  extent. 
It  is  tied  to  the  original  end.  A row  of  interrupted  mattress 
sutures  of  fine  chromic  catgut  is  placed  around  the  whole 
circumference  of  the  bowel,  so  burying  the  inner  row  of 
sutures.  The  ends  of  these  mattress  sutures  are  left  long, 
threaded  in  a needle,  and  passed  through  some  peritoneal 
covered  fat,  either  omentum  if  it  reaches  that  low,  or  ad- 
jacent flaps  of  peritoneal  covered  fat. 

Lower  down  in  the  rectum  a complete  excision 
must  be  done,  establishing  a permanent  artificial 
anus.  Here  spinal  anesthesia  affords  more  relaxa- 
tion and  is  preferable.  By  giving  continuous  in- 


Fig.  6. — Specimen  from  Mr.  F.  B.  H.  Much  of  the  transverse 
colon  and  descending  colon  have  been  removed  in  the  second 
stage  of  operation  for  cancer  of  the  splenic  flexure.  The 
growth  was  quite  firmly  adherent  to  the  surrounding  tissues, 
and  at  first  seemed  inoperable.  The  adhesions,  however,  ap- 
peared to  be  inflammatory  and  the  growth  was  mobilized  by 
extensive  dissection  with  the  cautery.  Some  of  the  charred 
raw  area  is  shown  to  the  right  of  the  main  growth. 


Fig.  7. — Drawing  of  the  interior  of  the  cancer  of  the  splenic 
flexure  shown  in  the  preceding  illustration  (Mr.  F.  B.  H.). 
The  neoplasm  had  elevated  margins  and  a necrotic  base,  and 
there  was  much  inflammatory  infiltration. 

Often  in  these  operations  the  use  of  the  cautery 
is  helpful.  If  the  bowel  is  fairly  well  fixed  to  the 
side  of  the  abdomen,  as  in  the  middle  sigmoid,  a 
division  of  the  adhesions  with  the  hot  electric  cau- 
tery may  convert  what  seems  to  be  an  inoperable 
condition  into  one  in  which  the  bowel  can  be  re- 
sected. This  is  particularly  true  around  the  splenic 
flexure.  I had  a patient  in  whom  there  was  extensive 
carcinoma  of  the  splenic  flexure  which  was  adherent 
and  appeared  at  first  to  be  inoperable. 

The  patient,  Mr.  F.  B.  H.,  was  a man  46  years 
of  age  whose  chief  complaint  was  nausea  and  vomit- 
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travenous  dextrose  in  Ringer’s  solution,  and  by  hav- 
ing a donor  ready,  the  excision  of  the  rectum  can 
be  completed  in  one  stage,  first  severing  the  lower 
sigmoid  and  bringing  the  upper  stump  out  through 
a stab  wound  on  the  left  side,  closing  the  lower 
stump  and  shoving  it  docvn,  suturing  the  peritoneum 
over  it,  and  closing  the  abdominal  wound.  Then 
with  the  patient  in  the  lateral  or  dorsal  position,  the 
lower  rectum  is  excised  from  below. 
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ing  which  occurred  at  intervals,  with  pain  in  the 
lower  abdomen.  The  attacks  increased  in  frequency, 
and  often  occurred  after  meals.  There  was  no  diar- 
rhea, and  there  had  been  no  blood  or  mucus  in  the 
stools  except  that  he  passed  blood  from  internal 
hemorrhoids  which  had  been  injected  elsewhere. 


Fig.  8. — Mr.  F.  B.  H.  Photomicrograph  of  cancer  of  th? 
splenic  flexure  of  the  colon  shown  in  the  two  preceding 
illustrations.  (X  200.)  This  shows  adenocarcinoma  with 
marked  colloid  degeneration  and  considerable  leukocytic  in- 
filtration. It  is  not  a highly  malignant  type  of  cancer,  and 
the  extensive  adhesions  were  obviously  due  to  inflammatory 
reaction.  The  patient  made  a satisfactory  recovery,  and  is 
well  and  seems  to  be  in  excellent  health  a year  after  the  op- 
eration. 

He  had  suffered  from  constipation  for  many  years. 
He  had  several  vomiting  spells  before  admission  to 
the  hospital,  and  had  lost  25  or  30  pounds  within 
six  weeks.  He  was  tall  and  well-built  and  on  ad- 
mission to  the  hospital  weighed  160  pounds.  He  en- 
tered the  hospital  September  30,  1934.  A right 
colostomy  and  appendectomy  were  done  on  October 
2nd.  On  October  15th  a resection  of  the  left  por- 
tion of  the  transverse  colon,  splenic  flexure  and  the 
descending  colon  and  a portion  of  the  sigmoid  was 
done,  followed  by  an  end-to-end  anastomosis.  The 
splenic  flexure  was  densely  adherent  to  the  surround- 
ing tissues,  and  at  first  seemed  inoperable,  but  it  was 
dissected  free  with  the  electric  cautery.  (Figs.  6,  7, 
and  8.)  After  a somewhat  stormy  convalescence 
from  the  resection,  the  right  colostomy  was  closed 


on  November  28,  1934.  The  patient  was  discharged 
from  the  hospital  on  December  16,  1934.  The  pa- 
tient has  gained  in  weight  and  is  now  (October, 
1935)  in  excellent  condition  and  without  symptom 
or  sign  of  any  recurrence  of  the  cancer. 

Conclusions 

The  great  desideratum  in  cancer  of  the  large 
bowel  is  to  make  an  early  diagnosis  and  do  an 
early  resection;  but  when  the  cancer  is  advanced, 
a condition  that  appears  to  be  inoperable  may,  by 
measures  which  have  been  described,  be  converted 
into  one  that  is  operable,  giving  relief  and  occa- 
sionally cure.  It  is  better  to  apply  radical  meas- 
ures to  an  early  cancer  of  the  bow'el,  with  the 
greater  assurance  of  cure,  than  to  attempt  a too 
limited  removal  which  may  give  a somewhat  less 
immediate  operative  mortality  but  a larger  percent- 
age of  recurrences. 

Discussion 

Dr.  I.  A.  Bigger,  Richmond:  I enjoyed  Dr.  Horsley’s 
paper  ver)'  much  indeed.  It  is  an  extremely  interesting 
and  important  subject. 

I shall  try  to  emphasize  some  of  the  points  brought 
out  by  Dr.  Horsley,  especially  in  regard  to  the  diag- 
nosis of  this  condition.  The  diagnosis  of  carcinoma  of 
the  large  bowel  is  difficult  and,  as  Dr.  Horsley  pointed 
out,  the  difficulty  is  greater  when  the  lesion  is  on  the 
right  side  than  on  the  left  because  the  symptoms  are 
less  definite.  In  carcinoma  of  the  left  side  of  the  bowel 
we  are  apt  to  get  some  increase  in  pain  relatively  early 
in  the  disease,  whereas  pain  usually  does  not  occur  un- 
til relatively  late  in  right-sided  lesions. 

It  should  be  remembered  that  there  are  no  absolutely 
characteristic  early  symptoms  of  this  disease,  so  we  have 
to  examine  repeatedly  those  patients  with  a suspicious 
history,  until  a definite  diagnosis  can  be  made  or  malig- 
nancy ruled  out. 

At  least  50  per  cent  of  carcinomas  of  the  large  bowel 
occur  in  the  rectum  and  may  be  diagnosed  by  a careful 
rectal  examination.  This  extremely  important  examina- 
tion is  too  frequently  overlooked.  We  not  infrequently 
see  patients  with  advanced  cancer  of  the  rectum  who 
have  never  had  a rectal  examination.  Some  of  them 
have  had  gastro-intestinal  X-ray  examinations,  etc.,  when 
the  diagnosis  could  have  been  made  by  the  more  simple 
procedure.  If  digital  examination  is  negative,  a proc- 
toscope should  be  passed  and  a biopsy  done  if  a tumor 
is  found.  This  is  a more  serious  procedure  and  should 
be  carried  out  only  by  those  who  are  adequately  trained 
in  such  work.  If  a diagnosis  cannot  be  made  by  physi- 
cal examination,  a gastro-intestinal  X-ray  examination 
should,  of  course,  be  made. 

I have  very  little  to  say  concerning  the  treatment  of 
these  cases,  but  would  like  to  stress  the  importance  of 
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doing  complete  operations  in  patients  with  early  carci- 
noma of  the  large  bowel  as  well  as  in  carcinoma  else- 
where in  the  body. 

Dr.  H.  D.  Howe,  Hampton:  It  seems  to  me  that  the 
most  important  fact  that  has  been  mentioned  here  is  the 
early  diagnosis  of  cancer,  whatever  its  location.  Take 
this  patient  that  I had  referred  to  Dr.  Horsley.  I have 
known  him  well  for  ten  \-ears  and  thought  he  always 
felt  well.  It  was  only  when  he  called  me  for  what  I 
found  to  be  a complete  intestinal  obstruction,  that,  on 
questioning,  he  recalled  having  had  a large  painless 
hemorrhage  from  the  bowel  several  months  before. 

The  dread  of  practitioners  in  telling  a patient  of  the 
possibility  of  a certain  lesion  being  cancerous  frequently 
destroys  all  hope  of  early  treatment. 

I believe  that  more  stress  should  be  laid  on  the 
value  of  routine  rectal  examinations.  I often  have  pa- 
tients sent  to  me  for  hemorrhoid  operation  that  a more 
careful  rectal  examination  should  have  shown  to  be  at 
least  suspiciously  malignant. 

We  can’t  send  all  our  cases  to  Dr.  Horsley  and  it  is 
comforting  to  remember  that  some  verj'  good  results  are 
obtained  by  lesser  surgeons,  in  resections  of  the  colon. 
A great  many  cases  do  live  in  comparative  comfort  af- 
ter making  a permanent  colostomy  and  the  distal  growth 
treated  with  radium.  Just  now  I have  one  patient  eight 
years  and  another  six  years  after  the  establishing  of  an 
artificial  anus,  who  carry  on  very  satisfactorily. 

I like  the  way  Dr.  Horsley  does  his  end-to-end 
anastomoses.  I would  never  have  thought  of  doing  it 
on  this  patient  mentioned  here.  It  was  a remarkable 
piece  of  work  putting  in  his  sutures  in  the  depth  of  the 
pelvis  and  getting  such  perfect  coaptation.  To  this  man, 
he  gave  a year  of  comfort  and  happiness — which  year 
he  owes  entirely  to  a really  remarkable  operation. 

Dr.  R.  L.  P.4YNE,  Norfolk:  It  is  interesting  to  listen 
to  the  splendid  paper  of  Dr.  Horsley,  and  to  learn  of 
his  success  in  cases  of  resection  with  re-establishment 
of  the  continuity  of  the  large  bow’el.  With  regard  to  this 
question  of  re-establishment  of  continuity,  I have  been 
able  to  successfully  do  this  on  a few  cases,  and  I think 
Dr.  Horsley  is  to  be  congratulated,  for  I do  not  think 
that  every  surgeon  can  be  successful  with  this  idealistic 
plan  of  dealing  with  the  large  bowel. 

I feel  that  we  should  not  be  disillusioned  by  the  feasi- 
bility of  re-establishment  of  continuity,  and  undertake 
this  as  a routine  in  sigmoid  carcinoma.  I think  that  we 
should  more  often  be  satisfied  with  the  less  technically- 
difficult  procedure  of  making  a permanent  colostomy,  for 
in  many  instances  anastomosis  is  not  successful  because 


of  poor  circulation,  and  often,  too,  the  technical  skill  of 
the  average  operator  is  not  equal  to  the  task  of  the  re- 
constructive -operation.  I think  that  all  of  us  dealing 
with  these  cases  should  keep  in  mind  the  simplicity  and 
satisfactory  results  obtained  by  permanent  colostomy. 

I have  a goodly  number  of  permanent  colostomies  that 
are  entirely  well  of  their  disease,  and  leading  a perfectly 
normal  life.  On  a low  residue  diet,  and  with  the  aid 
of  an  enema  at  bed-time  every  second  or  third  day,  some 
of  these  individuals  are  able  to  get  along  without  the 
colostomy  cup,  and  practically  all  of  them  are  indulging 
in  the  normal  activities  of  life,  the  women  going  to 
card  parties,  and  the  men  to  their  business  offices.  All 
told,  they  learn  to  lead  normal  lives  and  readily  adjust 
themselves  to  the  problem  of  permanent  colostomy. 

I don't  think  the  average  practitioner  realizes  the  pro- 
longed time  element  necessary  in  handling  these  cases 
surgically.  The  success  of  all  surgery  on  the  colon  de- 
pends upon  prolonged  pre-operative  preparation,  multiple 
stages  of  operation,  and  prolonged  post-operative  rest  af- 
ter each  operative  step.  Given  a growth  on  the  right 
side  of  the  colon,  a week  or  ten  days  at  least  is  needed 
to  completely  cleanse  the  large  bowel  before  anything 
otherwise  is  done;  then  a side-tracking  ileo-colostomy  is 
performed,  and  the  patient  allowed  to  go  home,  rest  and 
become  rehabilitated  over  a period  of  at  least  four  weeks, 
before  the  major  resection  of  the  growth  is  undertaken. 
Following  this  major  operation,  the  patient  still  has  a 
long  period  of  hospitalization. 

Secondly,  I would  like  to  emphasize  the  fact  that  many 
large  right-sided  growths  are  considered  inoperable, 
when,  as  a matter  of  fact,  if  handled  by  experienced 
surgeons,  and  the  growth  put  at  rest  by  a colostomy  or 
some  other  side-tracking  anastomosis,  one  will  find  that 
the  dense  fixation  and  the  associated  inflammation  will 
materially  subside  and  thus  permit  the  condition  to  lend 
itself  to  major  surgery  with  very  satisfactory  results. 

I know  that  back  in  the  early  years  of  colon  surgery, 

I considered  inoperable  many  cases  which  now,  after  a 
period  of  rest  for  a month,  would  become  thoroughly 
movable,  and  major  resection  prove  to  be  comparatively 
a simple  and  successful  procedure. 

Dr.  Horsley,  closing  the  discussion:  I congratulate  Dr. 
Payne  and  Dr.  Howe  on  the  early  diagnosis  of  their 
cases.  Careless  examinations  are  real  tragedies  in  this 
case. 

As  Dr.  Payne  has  emphasized,  many  cases  of  cancer 
of  the  large  bowel  that  seem  inoperable  will  by  physio- 
logic rest,  that  follows  a complete  colostomy,  prove  to 
be  amenable  to  resection. 
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NECROSIS  OF  THE  URINARY  BLADDER  WITH  EXFOLIATION- 
REPORT  OF  TWO  CASES. 


Herbert  D.  Wolff,  Jr.,  ]M.  D., 
Alexandria,  Va. 


Historical:  This  condition  was  first  described  by 
Willis^'*  in  1650  and  a summation  of  the  literature 
emphasizes  a not  infrequent  occurrence,  yet  uro- 
iogical  texts  rarely  mention  the  subject.  It  may  in- 
volve any  or  all  layers  of  the  bladder  wall  with 
or  without  exfoliation  of  the  mucosal  layer;  hence 
it  is  not  surprising  that  it  has  been  reported  under 
a varied  terminology.  Haultain,^  reviewing  fifty- 
eight  cases  in  1890,  suggested  the  term  “necrosis  of 
the  urinary  bladder  with  or  without  exfoliation,” 
and  this  seems  most  adequate.  O’NeiP®  in  1910, 
Wolferth  and  Miller^®  in  1924,  Geisicke^  in  1931, 
Stirling  and  Hopkins^^  in  1934,  and  others  have 
reviewed  the  literature  and  added  personal  cases,  a 
total  of  207  being  on  record.  In  1934  and  the  first 
six  months  of  1935,  three  cases  are  listed,  one  by 
Molina,^  one  by  Maggipinto'^  and  one  by  Wild.^"'* 
The  data  presented  by  Molina®  in  his  report  seems  to 
me  inadequate  to  warrant  the  diagnosis  of  “necrosis 
of  the  bladder”  and  the  case  is  omitted  from  this 
review.  One  personal  case  and  another  which  I 
have  been  allowed  to  publish  are  herein  recorded, 
making  a total  of  211  cases. 

Etiology:  No  recent  advance  has  been  made  in 
our  conception  of  the  underlying  process.  The  vesi- 
cal circulation,  arterial  and  venous,  concentrates  at 
the  bladder  neck,  the  only  area  of  vesical  fixation. 
Pressure  there  can  produce  either  circulatory  stasis 
or  urinary  retention  or  both.  Urinary  infection  is 
associated  or  soon  follows.  May,®  experimenting 
on  dogs  in  1869,  showed  that  vesical  over-distention 
obstructed  the  venous  return.  In  proportion  to  the 
duration  of  obstruction  the  picture  varied  from 
mucosal  edema  with  ecchymotic  hemorrhage,  through 
frank  submucosal  hemorrhage  with  separation  of  the 
mucosa  to  necrosis  of  the  entire  bladder  wall. 
Huebner®  ligated  the  vesical  blood  supply  in  rabbits 
and  obtained  from  serial  autopsy  studies  the  picture 
of  bladder  necrosis  in  varying  stages,  dependent  on 
the  time  period. 

Essentially  the  primary  factors  seem  to  be: 

1.  Circulatory  stasis,  produced  in  the  majority 
by  (a)  external  pressure,  as  from  malposition  of  the 


pregnant  uterus,  prolonged  labor  or  pelvic  tumors 
and  (b)  over-distention  of  the  bladder  from  any 
cause.  Less  frequent  etiological  agents  are  listed  in 
the  group  analyses  of  previous  reviews. 

2.  Infections  of  (a)  local  character,  as  in  severe 
cystitis  or  following  prostatic  operation,  and  of  (b) 
general  character,  as  when  the  bladder  necrosis  is  a 
complication  of  typhoid  or  other  systemic  infections 
as  reported  in  fifteen  cases.  Whether  or  not  there 
is  any  specific  causative  organism  remains  to  be 
demonstrated.  The  majority  reported  had  mixed 
infections. 

3.  Extrinsic  factors,  instanced  by  numerous  re- 
ports of  necrosis  following  the  intra-vesical  injection 
of  chemicals  and  also  from  radio-therapy,  as  men- 
tioned by  Geisicke.® 

A trophic  element  may  be  claimed  for  neurogenic 
cases,  but,  again,  circulatory  stasis  and  infection 
seem  the  active  agents.  Generally  there  will  be 
combinations  of  the  basic  causes. 

Incidence:  It  occurs  most  commonly  among 

women  as  a complication  of  pregnancy  or  delivery, 
but  has  been  reported  at  the  age  of  three  years, 
and  is  concurrent  with  lower  urinary  tract  obstruc- 
tion in  the  aged.  Of  late  we  hear  of  it  following 
trans-urethral  prostatic  resection. 

Pathology:  This  varies  with  the  degree  of  cir- 
culatory involvement  and  the  severity  of  attendant 
infection.  The  mucosa,  presumably  from  the  effect 
of  submucosal  hemorrhage  plus  ischemia  and  infec- 
tion, becomes  separated  but  often  carries  with  it 
areas  of  submucosa  and  muscularis.  It  may  be 
thrown  off  or  removed  as  a cast  or  as  particles  of 
slough.  There  occurs  essentially  a coagulation 
necrosis  and  in  some  the  entire  wall  becomes  gan- 
grenous. False  inflammatory  membranes  containing 
no  bladder  tissue  are  passed  at  times;  hence  the 
term  “pseudo-membranous  cystitis.”  INIicroscopic 
study  then  is  necessary  for  correct  diagnosis  but  were 
this  standard  upheld  for  the  cases  reviewed,  few 
would  measure  up.  Urosepsis  is  common  in  neg- 
lected patients  while  perivesical  spread  of  infection 
and  rupture  of  the  bladder  are  not  unusual.  Re- 
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covery  is  followed  by  fibrosis  which  leaves  a con- 
tracted bladder  although  a few  regain  their  normal 
capacity.  Ureteral  regurgitation  has  been  noted  fre- 
quently. 

Diagnosis:  The  clinical  picture  varies  from  that 
of  urosepsis  to  that  of  a simple  severe  cystitis,  as  in 
the  personal  case  reported.  A very  purulent  urine 
containing  tissue  particles  with  intermittent  block- 
age of  urination  or  of  an  urethral  catheter  is  diag- 
nostically suggestive.  Incontinence  and  retention 
are  common  features.  Cystoscopic  vision  is  gen- 
erally impaired  and  the  procedure  is  dangerous  dur- 
ing the  acute  phase.  It  may  be  worthwhile  if  neces- 
sary for  diagnosis  or  if  it  can  serve  as  a means 
for  removal  of  the  sloughing  mucosa. 

Treatment:  Adequate  drainage  is  the  essence  of 
treatment.  In  the  female,  urethral  drainage  is  often 
satisfactory,  particularly  after  passage  of  the  mucosal 
cast.  In  the  male  suprapubic  cystostomy  with  re- 
moval of  gangrenous  tissue  is  definitely  the  method 
of  choice.  Maintenance  of  urinary  acidity,  urinary 
antisepticism,  transfusions,  adequate  fluid  intake  and 
careful  observation  for  and  treatment  of  possible 
complications  cover  the  therapeutic  regimen. 

Prognosis : The  mortality  varies  greatly  and  not 
directly  with  the  apparent  extent  of  necrosis.  It  is 
lower  in  women  as  drainage  is  more  easily  estab- 
lished. The  death  rate  increases  rapidly  when  the 
etiological  factors  are  derived  from  generalized  in- 
fection, diseases  of  the  central  ner\’ous  system  and 
operative  procedures  involving  the  bladder  or  its 
blood  supply.  In  the  male  there  is  a high  mortality 
rate  but  this  drops  amazingly  in  the  cases  cared 
for  by  early  cystostomy  with  removal  of  the  mucosal 
slough.  Of  the  209  cases  on  record  and  the  two 
here  reported,  120  died  and  eighty-four  recovered 
while  the  outcome  was  not  reported  in  the  others. 

Case  Reports 

Case  1 (Personal  report):  Mrs.  R.  D.,  white 
primipara,  age  14.  Past  history  unimjxtrtant.  Preg- 
nancy occurred  and  went  to  term  unsupervised.  A 
physician  was  called  at  8:30  A.  M.,  April  30,  1935, 
after  she  had  been  in  labor  some  hours. 

Physicians  Report:  “iSIid-pelvic  application  of 
forceps  with  repeated  efforts  over  one  and  one-half 
hours  was  necessary  for  delivery.  The  infant  lived 
twelve  hours.  Catheterization  was  necessary  the 
following  day  but  was  not  repeated.  Except  for 


pelvic  discomfort  and  some  incontinence  of  urination 
her  condition  seemed  good  on  five  daily  post-deliver}- 
visits  after  which  she  was  not  seen.” 

The  patient  stated  that  her  bladder  symptoms  be- 
came worse  and  on  May  15,  1935,  she  was  brought 
to  the  Alexandria  Hospital.  She  complained  of 
marked  low  abdominal  discomfort  and  incontinence 
but  did  not  appear  very  ill.  Her  temperature  was 
99.8  degrees. 


Fig.  1. — Exfoliated  cast  of  the  bladder  from  Case  1. 

Physical  Examination  on  Admission:  The  sig- 
nificant findings  were:  (1)  abdominal  distention 
with  a rounded  mass  filling  the  pelvis,  thought  to  be 
the  bladder,  and  (2)  healing  lacerations  of  the 
vagina  and  cervix  and  subinvolution  of  the  uterus 
with  partial  fixation. 

Catheterization  gave  symptomatic  relief,  350  c.c. 
of  foul,  very  purulent  urine  being  obtained. 

Laboratory  Reports  Upon  Admission:  Hemo- 
globin 55  per  cent  (Dare),  red  cell  count  2,800,000, 
leukocytes  11,150,  differential  normal.  The  cathe- 
terized  urine  was  acid,  free  of  sugar,  showed  a 3 
plus  albumen  and  microscopically  4 plus  pus  and 
1 plus  red  blood  cells.  .A  gram  stain  of  the  urinary 
sediment  revealed  gram  negative  bacilli  and  cocci. 

Her  course  was  nearly  afebrile,  her  temperature 
cccasionally  rising  to  99.8  degrees.  Incontinence 
continued,  temporar}’  relief  following  routine  eight- 
hour  bladder  irrigation  which  was  often  difficult 
because  of  blockage  by  tissue  particles.  On  May 
24,  1935,  a piece  of  grayish  slough  was  extruded 
from  the  urethral  os  and  a staff  physician  delivered 
the  specimen,  shown  in  Figure  1,  by  gentle  traction. 
Urological  consultation  was  requested  at  this  time 
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and  the  specimen  seemed  to  be  a cast  of  the  bladder 
mucosa,  measuring  approximately  21  by  10  cm., 
and  being  1 to  3 mm.  in  thickness.  It  was  gray- 


Fig.  2. — Microphotograph  of  mucosal  layer  of  cast  from  Case  1. 

ish  in  color  and  leathery  in  consistency  with  areas 
varying  in  degree  of  degeneration.  Certain  portions 
seemed  to  contain  muscularis  as  well  as  mucosa 
and  variously  showed  salt  deposits. 


Fig.  3. — Microphotograph  of  remnant  of  muscularis  in  cast 
from  Case  1. 


Pathological  Report  by  Dr.  C.  F.  Fifer:  Micro- 
scopic— Section  shows  necrotic  tissue  with  many  areas 


of  calcium  deposit.  There  are  areas  in  which  the 
nuclei  are  quite  distinct  though  degenerating.  They 
look  like  epithelial  nuclei.  There  are  many  areas 
of  darkly  staining  tissue  which  resembles  smooth 
muscle  and  other  areas  which  look  like  connective 
tissue  (Figures  2 and  3). 

Diagnosis:  Bladder  epithelium  with  areas  of  un- 
derlying muscle  and  connective  tissue,  all  in  a de- 
generating state. 

Her  condition  was  good,  there  being  no  evidence 
of  peri-vesical  involvement.  She  was  still  incon- 
tinent and  was  found  to  have  a residual  of  150  c.c., 
almost  pure  pus  in  character.  A mushroom  catheter 
was  placed  into  the  bladder  per  urethra  and  a con- 
tinuous irrigation  of  the  type  described  by  Hinman,® 
using  boric  acid  with  a low  hydrostatic  pressure, 
was  begun. 

This  relieved  her  discomfort  immediately.  Her 
urine  was  kept  strongly  acid  and  urotropine  con- 
tinued by  mouth.  Her  convalescence  was  essentially 
uncomplicated,  being  abetted  by  blood  transfusions 
and  symptomatic  therapy. 

The  bladder  capacity  was  about  50  c.c.  during 
this  period.  On  June  14,  1935,  the  catheter  was 
removed  and  after  twenty-four  hours  she  had  fair 
control  and  voided  50  to  80  c.c.  at  a time,  her  resi- 
dual being  only  30  c.c.  There  was  mild  dysuria  and 
a frequency  of  every  20  to  60  minutes.  Her  urine 
showed  numerous  pus  cells  and  gram  negative 
bacilli. 

Cystoscopic,  June  18,  1935:  Urine  cloudy  one 
with  numerous  pus  cells.  Bladder  capacity  100  c.c. 
The  bladder  contour  was  smooth  and  symmetrical, 
there  being  a covering  simulating  very  pale  mucosa 
over  the  entire  surface  with  mild  congestion  of  the 
base  and  bladder  dome.  Xo  areas  of  ulceration  or 
salt  incrustation  were  seen.  The  ureteral  orifices 
appeared  slightly  patulous,  but  the  urinary  spurts 
from  each  were  clear.  A fifteen-minute  intravenous 
])hthalein  test  gave  a total  of  D/o  cent  from 
the  bladder.  Ureteral  catheterization  was  postponed 
as  the  patient  had  been  free  of  upper  urinary  tract 
symptoms.  She  was  discharged  June  19,  1935, 
treatment  to  be  continued  at  the  office. 

On  June  21,  1935,  she  was  readmitted  to  the  hos- 
pital with  marked  frequency  and  dysuria,  having 
meanwhile  indulged  in  unwise  exercise.  Physical 
examination  did  not  reveal  any  change  of  note. 
Bladder  irrigations  produced  improvement  until 
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June  27,  1935,  at  which  time  she  went  thirty  to 
sixty  minutes  between  voidings  but  dysuria  remained 
severe. 


Figj  4. — Exfoliated  cast  of  the  bladder  from  Case  2. 

Cystoscopic,  June  28,  1935:  Urine  cloudy  one 
with  numerous  pus  cells.  Bladder  capacity  75  c.c. 
There  was  a mild  diffuse  cystitis  and  an  irregular 
area  of  superficial  ulceration  2^  cm.  in  diameter, 
located  in  the  bladder  dome.  Several  lines  of  sub- 
mucosal scarring  seemed  to  be  converging  at  the 
site  of  the  ulcer  while  just  lateral  to  it  a small 
cellule  had  formed.  Indigo-carmine  given  intra- 
venously appeared  from  both  ureteral  orifices  in 
fifteen  minutes,  achieving  approximately  1 /3  normal 
concentration. 

Direct  application  of  silver  nitrate  to  the  ulcer 
induced  healing  and  by  July  11,  1935,  she  was  void- 
ing every  one  and  one-half  hours  with  only  slight 
discomfort. 

Cystoscopic,  June  11,  1935:  Urine  clear  with 
30-50  pus  cells  per  H.P.F.  Bladder  capacity  100 
c.c.  The  ulcer  area  was  less  than  1 cm.  in  diameter 
and  cjuite  clean.  A flat  X-ray  of  the  urinary  tract 
and  a cystogram  were  normal.  Ureteral  regurgitation 
did  not  occur.  Intravenous  urography  revealed  a 
delayed  appearance  time  and  poor  concentration  of 


dye,  confirming  previous  functional  tests  indicating 
renal  damages.  The  outline  of  calices  and  ureter 
was  normal  on  the  left.  On  the  right  there  was 
mild  dilatation  of  the  ureter  and  pelvis  with  slight 
blunting  of  the  calices.  She  was  discharged  July 
17,  1935,  under  strict  care  of  relatives. 

Office  treatment  was  continued. 

Cystoscopic,  August  8,  1935:  Catheterized  urine 
negative  microscopically.  Bladder  capacity  160  c.c. 
The  mucosa  and  ureteral  orifices  were  normal  and 
the  ulcer  healed.  Submucosal  fibrotic  bands  crossed 
in  the  bladder  dome  and  the  one  cellule  remained 
unchanged.  Early  trabeculation  in  the  dome  was 
noted  carefully  for  later  comparison. 

Symptomatically  she  was  free  of  dysuria,  had  a 
frequency  of  three  to  four  by  night  and  five  to  seven 
by  day  and  claimed  good  control.  Her  general 
condition  was  excellent. 

Cystoscopic,  October  1,  1935:  Catheterized  urine 
negative  microscopically.  Bladder  capacity  200  c.c. 
The  mucosa  and  ureteral  orifices  were  normal,  no 
change  of  note  having  occurred  since  last  seen. 
Intravenous  indigo-carmine  appeared  from  both 
ureteral  orifices  in  four  minutes  in  good  intensity, 
showing  a return  to  normal  renal  function. 

She  had  gained  weight,  seemed  in  excellent  con- 
dition and  except  for  a nocturia  of  two  was  s}Tnp- 
tom  free  and  had  good  control  of  micturition. 

Case  2.  (I  am  indebted  to  Drs.  Gordon  and 
Dodson  of  the  staff  of  the  Medical  College  of  Vir- 
ginia for  this  report) : 

A white  male,  age  24,  was  admitted  to  the  ^Medical 
College  of  A'irginia  Hospital,  in  Richmond,  on  May 
31.,  1935.  Diagnosis:  “Fractured  skull  with  cere- 
bral concussion.”  Urinary  retention  became  acute 
four  days  after  admission  and  1700  c.c.  of  urine 
were  removed  at  catheterization.  On  the  ensuing 
three  days  700  to  800  c.c.  of  bloody  urine  were  so 
removed  every  eight  hours  and  the  bladder  irri- 
gated with  saline  solution.  Urological  consultation, 
June  7,  1935,  resulted  in  the  placing  of  an  indwell- 
ing urethral  catheter.  Drainage  was  poor,  seem- 
ingly due  to  the  very  purulent  character  of  the  urine, 
while  irrigations  were  both  difficult  and  painful. 
His  temperature  did  not  exceed  100.5  degrees  until 
it  suddenly  rose  to  103  degrees  on  June  20,  1935. 
A suprapubic  cystostomy  June  21,  1935,  revealed 
free  within  the  bladder  a large  piece  of  necrotic 
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tissue  which  was  removed  without  difficulty  (Figure 

4). 

Pathological  Report:  Gross:  A saccular  mem- 
brane relatively  smooth  and  gray  on  one  side  while 
shaggy  and  grayish  brown  on  the  op{X)site  side. 
The  dimensions  were  15  by  15  by  0.1  cm. 

Microscopic:  The  membrane  was  composed  en- 
tirely of  necrotic  tissue  and  debris.  Xo  viable  cells 
and  none  morphologically  identified. 

Diagnosis:  Necrotizing  cystitis. 

His  immediate  convalescence  was  smooth,  his  tem- 
perature becoming  normal  on  the  third  post-operative 
day.  Later  progress  was  marred  by  a recurrent 
suprapubic  urinary  fistula  which  required  readmis- 
sion to  the  hospital  on  two  occasions.  Cystoscopic 
study  resulted  in  a diagnosis  of  contracture  of  the 
bladder  neck.  After  transurethral  resection  and 
fulguration  of  the  bladder  neck  scar  the  suprapubic 
fistula  healed  and  the  patient  was  discharged  with 
a good  functional  re.sult. 

Comment 

Adequate  drainage  cannot  be  too  strongly  em- 
phasized. In  the  personal  case  reported  a continuous 
bladder  irrigation  gave  marked  symptomatic  relief 
and  in  my  opinion  hastened  healing  and  avoided 
complications.  Circulatory  impairment  probably 
accounted  for  the  bladder  ulcer.  It  was  interesting 
to  observe  submucosal  scar  formation  and  the  de- 
velopment of  one  cellule  and  of  early  trabeculation. 
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ARTHRITIS:  ITS  RELATIONSHIP  TO  VARIOUS  FOCI  OF 

INFECTION.* 


H.  H.  Wescott,  M.  D.,  F.  A.  C.  S., 

Roanoke,  Va. 


It  is  a pleasure  to  have  this  opportunity  to  ex- 
press to  the  members  of  the  dental  profession,  my 
sincere  appreciation  for  the  cooperation  given  me 
during  the  past  few  years,  in  the  handling  and 
care  of  our  patients.  Many  of  these  could  not 
have  been  benefited  without  your  close  understand- 

*Read at  a joint  meeting  of  the  Roanoke  Academy  of 
Medicine  and  the  Roanoke  Dental  Society,  Roanoke,  Va., 
December  2,  1935. 


ing  of  the  various  problems  encountered.  Next  to 
the  internist,  the  orthopedist  is  probably  most  de- 
pendent on  the  dental  surgeon  for  his  opinions. 
This  is  especially  so  in  our  dealings  with  that  age- 
old  disease,  arthritis. 

There  is  so  much  to  be  said  on  the  subject  of 
arthritis,  as  to  its  cause  and  treatment,  that  only 
a small  phase  of  this  most  interesting  subject  can 
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be  discussed  in  such  a short  period  of  time.  My 
remarks  will  necessarily  have  to  be  limited  to  the 
most  prevalent  and  most  often  encountered  form, 
i.  e.,  arthritis,  secondary  to  a focus  of  infection. 

The  relationship  of  infection  to  arthritis  was 
known  as  far  back  as  680  B.  C.  On  a tablet  has 
been  found  the  inscription  of  a physician,  “The  pain 
in  his  head,  his  sides,  and  his  feet  has  come  from 
his  teeth;  they  must  be  extracted.”  Holmes  cites 
Hippocrates  as  describing  two  cases  of  the  eradica- 
tion of  rheumatism  by  elimination  of  mouth  infec- 
tion. Benjamin  Rush  in  1801  again  directed  atten- 
tion to  oral  sepsis  as  a specific  cause  of  joint  dis- 
ease. It  was  not  until  1912,  well  after  the  known 
relationship  of  bacteria  and  disease  and  the  advent 
of  the  X-ray,  that  Dr.  Billings  called  our  attention 
to  oral  sepsis  and  its  effect  on  the  system. 

Several  years  ago,  we  were  much  impressed  with 
the  teachings  of  various  internists  and  orthopedists, 
who  at  that  time  claimed  wonderful  results  with  the 
use  of  various  methods  of  their  own.  These  treat- 
ments consisted  of  colonic  irrigations,  baking  and 
massage,  hydrotherapy,  chemotherapy,  improvement 
of  posture,  the  use  of  glandular  extracts,  vaccines, 
and  the  most  abused  of  all,  special  diets.  After 
following  their  various  methods  and  combinations 
of  treatment,  I am  of  the  opinion  that  their  re- 
ported good  results  have  been  due  to  psychotherapy 
rather  than  to  any  specific  therapeutic  measures  em- 
ployed. 

I have  definitely  come  to  the  conclusion  that  the 
swing  of  the  pendulum  back  to  the  consen’ative 
form  of  treatment  has  been  because  of,  first,  the 
inadequate  removal  of  the  existing  focus  of  infec- 
tion, and,  second,  to  the  irreparable  condition  of 
the  tissues  at  the  time  of  the  removal  of  the  focus. 

In  the  care  of  arthritics,  the  following  observa- 
tions have  been  made  so  frequently  that  they  are 
accepted  by  me  as  proved  facts,  and  are  not  set 
forth  with  the  idea  of  forcing  them  on  either  the 
dental  or  medical  profession. 

In  every  instance,  a few  weeks  to  a period  of  five 
years  or  more  before  joint  s}Tnptoms  are  mani- 
fested, there  is  a prodromal  stage  of  feeling  of  lassi- 
tude, with  a tired  feeling  even  on  arising.  This  is 
often  so  insidious  on  its  onset  and  development 
that  occasionally  the  individual  insists  it  is  not 
present  until  after  both  joint  pain  and  general  sep- 
sis have  been  improved  or  relieved.  Joint  s^p- 
toms  are  regarded  as  an  indication  of  the  amount 


of  over-saturation  of  the  general  system.  The  prog- 
ress of  the  disease  in  the  joint  is  in  direct  ratio  to 
the  amount  of  infection  present  and  the  resistance 
of  the  body  to  the  infection.  Certain  individuals 
may  carry,  without  discomfort,  what  would  be  an 
overwhelming  infection  to  another  with  a lowered 
resistance.  ^Ia3'be  there  is  some  allergic  factor 
which  determines  the  amount  of  resistance  of  each 
individual.  Until  this  is  definitely  proved,  I shall 
continue  to  feel  that  resistance  depends  more  on 
one’s  mode  of  living  than  on  some  obscure  chemi- 
cal factor. 

The  reaction  of  individuals  to  varying  amounts 
of  infection  should  directly  govern  our  thoroughness 
in  the  elimination  of  a focus  of  infection.  Were  it 
possible  to  test  each  child  or  adult  for  resistance  to 
infection,  we  would  know  in  whom  to  leave  ton- 
sils, and  in  whom  to  treat  oral  pathology. 

I have  purposely  confined  the  question  of  focus 
of  infection  to  the  throat  and  the  oral  cavity,  be- 
cause, in  my  experience,  I have  yet  to  see  a case  of 
arthritis  resulting  from  an  infection  of  the  sinus, 
gall-bladder,  colon  or  prostate  gland.  Though  some 
cases  will  show  improvement  following  massage  of 
the  gland,  irrigation  of  sinuses,  drainage  of  the 
gall-bladder  and  such,  there  has  been  no  lasting 
improvement  except  by  the  removal  of  the  primary 
focus  in  the  throat  or  oral  cavity,  or  both.  Follow- 
ing the  removal  of  this  primary  focus  of  infection 
there  is  usually  an  improvement  in  the  secondary 
focus,  whether  it  be  sinus,  gall-bladder,  kidneys  or 
prostate  gland,  and  often  without  any  specific  treat- 
ment directed  to  the  secondar}'  focus.  As  previ- 
ously stated,  these  statements  refer  only  to  low-grade 
infections  and  not  to  an  arthritis  resulting  from  an 
acute  infectious  disease  as  syphilis,  gonorrhea,  etc. 

It  is  to  be  lamented  that  the  treatment  of  a po- 
tential arthritic  is  seldom  directed  toward  the  re- 
moval of  the  cause  until  after  joint  changes  have 
become  apparent.  Practically  all  of  these  patients 
give  history  of  having  had  various  tonics,  diets,  rest, 
and  often  a change  of  climate  prescribed  to  them. 
More  often  than  not  the  individual  is  much  bene- 
fited by  such  therapy,  only  to  have  a recurrence  on 
resuming  his  former  routine.  From  a few  months 
to  many  years  later,  joint  changes  manifest  them- 
selves and  there  follows  too  often  a course  in  salicy- 
lates or  else  a more  restricted  routine,  with  prob- 
abh-  some  foreign  protein  added  to  the  general  care. 
I firmly  believe  that  “once  an  arthritic,  always  an 
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arthritic,”  and  were  it  possible  to  determine  the  sus- 
ceptibility of  the  individual  to  infection,  and  re- 
move it  during  the  early  symptoms,  arthritis,  as 
such,  would  be  a seldom  encountered  disease  instead 
of  one  of  the  most  prevalent. 

I do  not  wish  to  give  the  impression  that  we 
should  promiscuously  remove  from  each  individual 
ever}'  potential  focus  of  infection.  But  I do  insist 
on  the  radical  removal  of  any  suspicious  area  of 
infection  in  the  septic  individual  with  arthritic 
tendencies.  When  an  individual  refuses  to  have 
definite  foci  removed,  they  are  informed  that  both 
disease  and  cause  are  theirs  to  do  with  as  they 
choose,  and  are  requested  to  seek  advice  elsewhere. 
In  numerous  instances,  these  patients  have  returned 
weeks  later  to  tell  of  their  improvement  and  cure 
following  the  use  of  vaccines,  diet,  bacillus  acid- 
ophilous  and  such- — only  later  to  have  a recurrence 
of  joint  s}’mptoms  more  severe  than  the  primar}' 
attack.  In  patients  with  extensive  arthritic  changes, 
the  removal  of  the  focus  of  infection  can  result  only 
in  the  retardation  of  the  progress  of  the  disease  or, 
in  some  instances,  some  slight  improvement. 

It  is  my  firm  opinion  that  arthritis,  though  it 
may  be  improved,  cannot  be  cured,  but  it  may  be 
prevented  by  the  close  cooperation  of  the  physician 
and  the  dentist.  The  early  recognition  of  the  pre- 
arthritic  s\'mptoms  and  the  early  removal  of  the 
focus  of  infection  are  obligatory  to  the  prevention 
of  one  of  our  most  disabling  diseases. 

Case  Reports 

Case  1.  September  16,  1932,  white,  female,  age 
76.  Arthritis  in  both  knees  requiring  the  use  of 
two  canes  for  past  three  years.  Edentulous;  gums 
negative  by  X-ray.  Tonsils  infected.  Tonsillec- 
tomy was  followed  by  relief  of  pain  within  fourteen 
days.  Patient  has  remained  free  from  discomfort. 


Case  2.  December  11,  1933,  white,  male,  age 
34.  Acute  subdeltoid  bursitis  of  right  shoulder  of 
two  weeks’  duration.  Open  operation  of  shoulder 
had  been  advised.  There  was  complete  relief  within 
four  days  following  the  e.xtraction  of  an  abscessed 
tooth. 

Case  3.  June  29,  1934,  white,  female,  age  28. 
Generally  tired,  with  pain  in  both  knees  for  past 
six  years.  Several  devitalized  teeth  removed  four 
years  ago.  Recent  X-rays  showed  three  devitalized 
abscessed  teeth.  These  were  removed,  and  twelve 
months  later  there  was  relief  of  symptoms  with  the 
exception  of  some  slight  tenderness  over  the  inner 
condyle  of  the  right  knee.  The  removal  of  all  de- 
vitalized teeth  four  years  ago  would  probably  have 
resulted  in  a complete  cure.  At  this  stage  it  is 
questionable. 

Case  4.  February  18,  1935,  white,  female,  age 
68.  Arthritis  in  feet,  knees  and  hips  for  past  five 
years.  Tired  feeling  requiring  rest  eighteen  hours 
in  ever}’  twenty-four.  Walking  with  cane.  Edentul- 
ous, having  worn  plates  for  the  past  fifteen  years. 
Roentgenograms  of  gums  showed  right  upper  and 
lower  incisor  roots  present.  Two  weeks  after  re- 
moval of  foci,  patient  walked  without  pain  and 
without  cane.  She  states  the  tired  feeling  was  re- 
lieved for  the  first  time  in  seven  years. 

Note:  The  relief  following  removal  of  the  focus 
of  infection  was  rather  spectacular  in  Cases  1,  2, 
and  4.  These  are  cited  simply  to  show  the  direct 
connection  between  the  focus  of  infection  and  the 
disease.  In  the  majority  of  instances,  after  re- 
moval of  the  focus,  a period  of  from  six  to  twenty- 
four  months  elapses  before  there  is  sufficient  im- 
provement in  the  general  condition  to  allow  the 
maximum  improvement  in  the  diseased  joints. 

Medical  Arts  Building. 


SOME  ILLUSTRATIONS  OF  THE  RELATIONSHIP  OF 
DENTAL  PRACTICE  AND  MEDICINE.* 

John  Bell  Willi.a.ms,  Ph.  G.,  D.  D.  S., 

McGuire  Clinic,  St.  Luke’s  Hospital, 

Richmond,  Va. 


.•\n  address  to  physicians  and  dentists  usually  be- 
gins historically  by  reminding  the  audience  that  in 

*Read  at  a joint  meeting  of  the  Roanoke  Academy  of 
Medicine  and  the  Roanoke  Dental  Society,  Roanoke,  Va., 
December  2,  1935. 


the  days  of  the  early  Egyptians  there  were  “prac- 
titioners for  the  eyes,  practitioners  for  the  head, 
some  for  the  teeth,  others  for  the  belly,  and  for 
occult  maladies”;  that  Hippocrates  invented  dental 
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instruments  and  established  principles  for  treating 
fractures  of  the  jaws  that  are  forgotten  with  each 
generation  and  re-discovered  with  all  wars.  Such 
talks  usually  recall  the  interest  in  the  mouth  shown 
by  Celsus,  Fallopius,  and  a host  of  other  great 
medical  pioneers;  quote  from  Shakespeare,  Chaucer, 
Moliere,  and  the  philosophers;  and  finally  wind  up 
in  a state  of  ecstasy  over  the  barber-dentist-surgeon 
.•\mbrose  Pare,  and  the  contributions  of  general  an- 
esthesia by  the  dentists,  ^^■ells  and  ^lorton. 

To  simplify  matters  let  us  pay  early  and  profound 
respect  to  these  giants  of  our  mutual  history  and 
then  settle  down  to  a commonplace  discussion  of  our 
own  daily  trials  and  tribulations. 

Such  a discussion  will  be  given  from  two  main 
standpoints,  one,  the  relation  of  focalized  infection 
in  the  mouth  to  systemic  disease,  and,  two,  the 
mouth  picture  of  certain  constitutional  disorders. 
These  two  subjects  are  not  mutually  antagonistic  but 
at  times  overlap,  as  will  be  seen. 

Ten  years  ago,  of  one  hundred  and  fifty  con- 
secutive patients  who  entered  St.  Luke's  Hospital, 
Richmond,  Va.,  for  purely  surgical  conditions,  rang- 
ing from  brain  tumors  to  enlarged  prostate  glands, 
40  per  cent  had  recently  had  one  or  more  teeth  e.x- 
tracted  before  the  necessity  for  a major  operation  be- 
came apparent.  The  sweeping  removal  of  teeth  had 
its  day  until  finally  the  jester  combined  “teeth  and 
tonsils'’  for  his  play.  History  proves,  however,  that 
honest  men  who  propose  radical  changes  become 
conservative  in  proportion  to  their  ability  to  com- 
prehend and  apply  the  detailed  knowledge  of  the 
facts  involved.  The  development  of  the  theory  of 
focalized  infection  has  followed  this  general  rule. 
Equilibrium  is  becoming  established  through  experi- 
ence. .A.S  we  observe,  compare,  reflect  and  record, 
we  become  more  rational. 

Because  of  a lack  of  familiarity  with  each  other's 
methods  of  reasoning,  controversies  still  develop  be- 
tween physicians  and  dentists.  At  our  hospital  we 
seem  to  have  evolved  unconsciously  a plan  that 
avoids  friction.  Teeth  that  are  definitely  diseased 
are  removed.  Teeth  that  are  questionable  are  re- 
jjorted  in  detail.  Their  retention  or  removal  is  so 
often  dependent  upon  other  findings  that  we  leave 
the  final  decision  to  the  man  responsible  for  the 
patient's  welfare  as  a whole,  or  decide  it  by  con- 
sultation. If  a patient  has  doubtful  teeth  and  a 
medical  disease  ])robably  not  associated  with  focal- 
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ized  infection,  our  advice  is  conservative;  but  if  the 
patient  is  suffering  from  a general  condition  be- 
lieved to  be  associated  with  focalized  infection,  our 
advice  might  be  called  rationally  radical. 

I.  The  Rel-xtionship  of  Foc.xl  Infection 
(Teeth)  to  Systemic  Dise.xse 

Under  this  heading  our  minds  naturally  turn  first 
to  that  best  known  and  most  popular  of  all  focal 
infection  questions,  namely,  its  relation  to  the  vari- 
ous joint  conditions.  .\s  a discussion  of  this  re- 
lationship has  been  so  adequately  made  this  evening 
by  Dr.  H.  H.  Wescott  in  his  paper,  “The  Relation 
of  Foci  of  Infection  in  Certain  Types  of  .Arthritis,” 
we  will  not  pause  to  consider  it  again,  but  will  pass 
on  to  other  problems. 

1.  The  Urin.ary  Tr.xct 

Let  us  assume  that  a patient  with  disease  of  the 
“urinary  system”  is  found  to  have  suspicious  pulp- 
less teeth.  In  determining  what  procedure  to  fol- 
low the  logical  thing  is  to  ascertain  from  the  attend- 
ing physician  the  nature  of  the  urinary  trouble.  Is 
it  in  the  kidneys,  the  ureters,  the  bladder  or  the 
urethra?  Is  it  complicated  with  diseases  in  other 
organs  or  systems?  The  answers  to  these  and  other 
questions  may  be  the  determining  factors  in  reach- 
ing our  conclusion.  Let  us  assume  that  the  kidney 
is  the  seat  of  the  trouble.  Before  deciding  what 
to  do  about  the  teeth  we  must  know  more  of  the 
kidney  disease.  If  it  is  a kidney  stone,  e.xtracting 
the  teeth  certainly  will  not  remove  the  stone,  though 
it  may  tend  to  prevent  another.  In  polycystic  kid- 
ney, for  example,  one  kidney  may  require  surgical 
removal  regardless  of  the  condition  of  the  teeth; 
if  both  kidneys,  because  of  numerous  cysts,  are  so 
impaired  in  function  that  death  is  sure  to  follow, 
the  extraction  of  teeth  would  only  subject  the  pa- 
tient to  an  unnecessary  physical  ordeal  and  financial 
strain.  Proceeding  further,  let  us  say  that  this  pa- 
tient has  chronic  nephritis,  usually  divided  into  the 
interstitial  type  or  arteriosclerotic  kidney,  probably 
a degenerative  disease,  and  the  parench\-matous 
type  long  thought  to  be  inflammatory  but  now  con- 
sidered by  many  as  an  allergic  phenomenon.  We 
are  advised  by  our  medical  consultants  that  in  the 
first  type  oral  sepsis  plays  no  direct  part,  though 
it  may  result  in  imposing  a parench}Tnatous  condi- 
tion on  the  pre-existing  state.  But  in  chronic 
parenchymatous  nephritis  it  is  considered  of  prime 
importance  to  remove  all  foci  of  infection  because 
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these  foci  may  at  any  time  produce  an  acute  flare- 
up  of  the  existing  chronic  kidney  condition.  With 
this  information  at  hand,  the  fate  of  doubtful  teeth 
in  chronic  parenchymatous  nephritis  no  longer  re- 
mains unsettled.  We  are  justified  in  the  removal 
of  every  tooth  that  might  act  as  a focus. 

2.  “Stomach  Trouble” 

“Good  digestion  waits  on  appetite  and  health  on 
both”  describes  an  ideal  condition.  The  American 
people  are  unhappily  the  frequent  victims  of  dys- 
pepsia. Often,  for  relief,  they  have  their  teeth 
“fixed.” 

Dentists  must  remember  that  indigestion  may  be 
due  to  a number  of  causes  ranging  fom  an  infected 
gall-bladder,  appendicitis  and  constipation,  to  eye 
strain  and  strained  domestic  relations.  This  does  not 
mean  that  the  stomach  is  immune  to  disease.  In 
fact,  it  is  subject  to  many  disorders.  The  most  im- 
portant are  ulcer  and  cancer. 

Years  ago  dentists  treated  and  filled  patient’s 
teeth  to  improve  mastication  and  thus  prevent  or 
cure  ulcers  of  the  stomach;  their  sons  now  extract 
these  same  teeth  for  the  same  purpose.  The  sons 
act  on  the  “newer  knowledge”  that  focalized  in- 
fection, particularly  the  type  associated  with  pulp- 
less teeth,  is  a possible  cause  of  these  ulcers.  Those 
who  advance  this  theory,  however,  have  not  ex- 
plained why  peptic  ulcers  occur  more  often  in  men 
than  women;  frequently  give  their  symptoms  in  the 
spring  or  early  summer;  are  very  common  in  some 
localities;  and  occur  often  among  people  who  fol- 
low certain  vocations. 

Dr.  Stuart  McGuire  has  stated  that  the  majority 
of  successful  dentists  over  fifty  years  of  age  are  the 
victims  of  dyspepsia.  He  attributes  this  fact  to  the 
nerve  strain  and  close  confinement  of  their  work. 
These  factors  are  being  happily  removed  by  good 
anesthesia,  fair  fishing,  and  so-called  golf. 

A discussion  of  dentistry  and  digestion  cannot 
close  without  reference  to  the  thousands  of  tooth- 
less people  who  have  good  digestion  and  live  to  a 
ripe  old  age.  This  fact  we  keep  as  a professional 
secret. 

3.  Diabetes 

Conceding  that  there  may  be  doubt  in  some  minds 
as  to  the  part  oral  sepsis  plays  in  diabetes,  it  is 
reasonable  to  assume  that  the  elimination  of  all  foci 
of  infection  gives  the  patient  a better  chance  to 


handle  his  diabetic  condition.  In  fact,  some  en- 
thusiasts go  so  far  as  to  claim  that  as  the  oral  in- 
fection subsides  sugar  is  correspondingly  reduced 
both  in  the  blood  and  in  the  urine. 

Formerly,  with  diet  only  to  rely  on,  great  diffi- 
culty was  experienced  in  deciding  when  to  operate, 
and  a long  wait  was  frequently  necessary.  Now  this 
problem  has  been  largely  solved.  With  a carefully 
selected  weighed  diet  and  the  carefully  controlled  use 
of  insulin,  the  dental  operator  like  the  surgeon  can 
treat  these  people  almost  as  if  they  were  not  dia- 
betics. The  fact  that  practically  all  these  patients 
have  pyorrhea  makes  them  mutually  interesting  to 
both  the  physician  and  the  dentist.  Some  medical 
writers  remind  us  that  excess  glucose  in  the  blood 
stream  lowers  the  body  resistance  and  makes  an  ex- 
cellent culture  medium  for  any  casual  organi.sm  that 
might  come  along.  The  biochemists  feel  that  the 
absorption  of  bone  seen  in  pyorrhea  may  be  due  to 
the  continual  acidosis  to  which  these  patients  are 
liable  when  uncontrolled.  Certain  it  is  that  their 
tissues  have  a poor  “come  back.”  The  number  of 
pyorrhea  patients  who  have  diabetes  is  small,  but 
the  number  of  diabetic  patients  who  have  pyorrhea 
is  large.  They  cannot  be  satisfactorily  treated  by 
either  the  physician  or  dentist  working  alone;  there 
must  be  an  intelligent  cooperation  of  the  two. 

4.  Thyroiditis 

Inflammation  of  the  thyroid  gland  is  usually  clas- 
sified as  simple,  suppurative,  and  chronic,  each  of 
which  is  again  classified  into  those  primary  in  the 
thyroid  and  those  secondary  to  generalized  infec- 
tion. 

It  is  agreed  from  clinical  observation  that  over 
fifty  per  cent  of  the  cases  of  simple  thyroiditis  are 
associated  with  preceding  infection  of  the  tonsils, 
pharynx,  teeth,  or  upper  respiratory  tract. 

It  was  our  pleasure  to  handle  such  a case  recently. 
The  patient  was  referred  to  the  hospital,  January 
25,  1933,  with  a diagnosis  of  goiter,  while  another 
surgeon  who  saw  her  in  consultation  at  home  was 
suspicious  of  malignancy.  She  had  been  ill  for 
four  weeks  with  her  thyroid  enlarged  and  tender. 
There  were  slight  choking  sensations  and  difficulty 
in  swallowing.  Her  temperature  had  been  elevated 
usually  in  the  afternoon  to  101°  or  102°.  There 
had  been  a loss  of  about  twenty  pounds  in  bod}' 
weight.  She  was  considerably  worried  for  fear 
she  had  tuberculosis  since  she  had  been  nursing  her 
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husband  who  had  this  disease  for  several  years.  The 
basal  metabolic  rate  was  plus  24.  The  general 
physical.  X-ray  and  laboratory  examinations  were 
essentially  negative.  The  dental  - examination  re- 
vealed advanced  pyorrhea  and  one  so-called  “blind” 
abscess. 

Diagnoses  considered  in  the  medical  department 
were  simple  thyroiditis,  tuberculous  thyroiditis,  and 
malignant  disease.  It  was  decided  to  treat  the  pa- 
tient along  general  conser\-ative  lines  with  rather 
radical  dental  therapy.  Four  teeth  were  removed 
and  the  pyorrhea  pockets  laid  open  so  that  the  in- 
flammatory tissues  contained  therein  could  be  defi- 
nitely removed.  The  fever  began  to  subside  im- 
mediately. The  thyroid  decreased  in  size  and  the 
tenderness  abated.  The  patient  left  the  hospital 
thirteen  days  after  admission  with  normal  tempera- 
ture, having  gained  nine  pounds  in  weight.  Her 
basal  metabolic  rate  at  the  time  of  her  discharge  was 
plus  seven.  At  the  present  time,  two  and  one-half 
years  after  the  original  examination,  she  is  per- 
fectly well. 

II.  The  Mouth  Picture  of  Certain  General 

Disorders 

It  not  infrequently  occurs  that  patients  who  come 
to  their  dentists  at  regular  intervals  develop  some 
general  disease  which  is  not  yet  sufficiently  advanced 
to  have  come  to  the  individual’s  attention.  Conse- 
quently, the  dentist  should  be  familiar  with  the  oral 
manifestations  of  systemic  diseases.  Of  such  changes 
we  will  mention  only  a few. 

1.  Anemia 

Anemia,  particularly  the  primary  pernicious  type, 
presents  striking  changes  in  the  oral  tissues.  The 
mucous  membranes  become  pale  and  almost  blood- 
less. Spongy  bleeding  gums  are  practically  never 
seen.  The  tongue  appears  small,  smooth,  pale,  and 
atrophic.  Of  course  some  people  have  pale  gums 
and  are  not  anemic,  and  some  people  have  anemia 
with  but  little  oral  change,  but  the  majority  of  suf- 
ferers from  pernicious  anemia  have  a characteristic 
mouth  picture. 

Physicians  should  bear  in  mind  that  the  presence 
of  focalized  infection  in  pernicious  anemia  may 
somehow  counteract  the  beneficial  effect  of  the  spe- 
cific liver  treatment  so  that  much  more  liver  or  potent 
liver  extract  is  necessary  to  produce  the  same  amount 
of  blood  response  in  a person  harboring  some  infec- 


tion than  is  needed  in  one  who  has  pernicious 
anemia  without  infection.  For  these  and  similar 
reasons  physicians  sometimes  insist  on  the  extrac- 
tion of  teeth  that  dentists  feel  should  be  retained. 

2.  Jaundice 

Of  greater  beauty  than  the  oral  picture  of  anemia 
is  that  seen  in  the  floor  of  the  mouth  in  jaundice. 
There  are  certain  parts  of  the  body  in  which  the 
colors  of  jaundice  are  lovely.  One  is  the  conjunc- 
tiva; another,  the  mouth.  In  this  latter  region  it  is 
seen  as  a pale  yellow  to  golden  tinting  of  the  mucous 
membrane  of  the  floor  of  the  month  and  under 
surface  of  the  tongue,  the  depth  of  color  varying 
with  the  degree  of  jaundice. 

Besides  our  interest  in  this  oral  manifestation  of 
jaundice,  dentists  are  vitally  concerned  with  the 
fact  that  the  coagulation  time  of  the  blood  of  these 
patients  is  increased.  Consequently,  they  bleed  more 
freely  and  the  hemorrhage  is  more  difficult  to  con- 
trol than  is  the  case  of  normal  people. 

Surgeons  do  not  operate  on  patients  with  jaundice 
except  in  great  emergency.  Fortunately  these  cases 
are  usually  too  sick  to  consult  a dentist.  It  would 
be  better  if  dental  operations  involving  the  possibil- 
ity of  bleeding  were  avoided. 

3.  Purpura  Hemorrhagic.a 

A still  more  spectacular  mouth  manifestation  of  a 
general  condition  is  seen  in  purpura  hemorrhagica. 
Like  jaundice,  purpura  is  a symptom.  Medical 
men  use  the  term  to  define  a number  of  affections 
characterized  by  extravasations  of  blood  into  the 
skin.  Lnder  purpura  hemorrhagica  they  include 
cases  of  very  severe  purpura  with  hemorrhages  from 
the  mucous  membranes,  especially  the  nose,  mouth 
and  genito-urinary  tract  as  well  as  into  the  skin. 
The  mouth  picture  resembles  scurvy.  In  the  latter 
there  is  usually  a history  of  the  specific  dietetic  error. 
The  oral  lesions  may  be  located  anywhere  in  the 
mouth  but  the  most  common  points  of  bleeding  are 
about  the  necks  of  the  teeth.  Here  the  hemorrhage 
is  profuse.  The  first  indication  of  the  presence  of 
this  condition  may  be  an  excessive  hemorrhage  fol- 
lowing the  extraction  of  a tooth.  Since  its  treatment 
is  general  it  is  ad\'isable  to  bear  purpura  hemor- 
rhagica in  mind  in  cases  of  bleeding  which  fail  to 
respond  to  local  measures. 
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4.  Actinomy'cosis 

As  we  break  these  medico-dental  problems  into 
small  bits  for  study  and  understanding  we  find  many 
and  varied  surprises.  The  veterinarian  joins  the 
physician  and  dentist  in  an  interest  in  disease.  This 
is  illustrated  in  the  condition  known  in  man  by 
the  high  sounding  name  of  actinomycosis.  In  lowly 
cattle  it  is  called  “lumpy  jaw.” 

The  disease  manifests  itself  in  the  form  of  nodules 
which  soften  and  form  sinuses  draining  anywhere 
about  the  mouth  or  neck.  These  discharge  a thin 
fluid  which  usually  contains  the  ray-fungus.  It  must 
be  differentiated  from  inflammatory  disease  such  as 
we  frequently  see  arise  from  teeth,  malignant  dis- 
ease, syphilis,  and  tuberculosis. 

The  fact  that  the  organisms  of  this  disease  are 
found  in  decayed  teeth  and  that  the  disease  occurs 
in  the  jaws  or  neck  in  52  per  cent  of  the  reported 
cases  leads  us  to  believe  that  they  may  travel  from 
decayed  teeth  by  some  means  yet  unknown. 

There  are  on  record  eight  cases  of  this  disease 
occurring  in  the  spine,  a ninth  has  recently  been 
added  by  Dr.  W.  T.  Graham  and  his  associates  of 
Richmond,  Va.  This  patient  had  a primary  lesion 
beneath  the  lower  jaw  which  healed  following  a sim- 
ple incision  and  drainage.  A few  months  later  pain 
developed  in  the  sacro-iliac  region.  Laboratory  find- 
ings at  this  time  revealed  the  presence  of  the  ray- 
fungus  in  the  sputum.  X-ray  examination  showed 
actinomycosis  of  the  upper  half  of  the  left  lung  and 
of  the  tenth  and  eleventh  dorsal  vertebrae.  This 
man,  a dentist  practicing  in  a rural  community,  may 
have  infected  himself  with  these  vegetable  parasites 
from  a patient’s  mouth. 

Pregnancy 

Xo  discussion  of  the  inter-related  problems  of  den- 
tistry and  medicine  would  be  complete  without  some 
consideration  of  pregnancy. 

The  barber-dentist  of  long  ago  contended  himself 
with  the  relief  of  pain  by  the  extraction  of  teeth. 
Later  on  the  tradesman-dentist  prided  himself  on 
perfecting  a mechanical  machine  for  mastication. 
Today  the  professional  dentist  is  not  content  solely 
with  the  comfort  and  health  of  his  individual  pa- 
tient, but  he  must  consider  the  growth  and  develop- 
ment of  the  teeth  of  generations  yet  unborn. 

The  theory  that  the  food  of  an  expectant  mother 
should  have  special  attention  is  not  startlingly  new. 


It  may  not  be  too  far-fetched  to  say  that  perhaps  the 
fear  of  a “bay  window”  explains  why  “Jack  Sprat 
would  eat  no  fat,”  and  it  is  not  impossible  that 
dreams  of  a healthy  child  kept  his  wife  from  eating 
the  lean. 

That  the  amount  of  food  necessary  to  nourish 
two  people  is  greater  than  that  required  by  one 
seems  like  common  sense,  though  some  dentists  be- 
lieve that  regardless  of  food  a woman  with  good 
teeth  who  becomes  pregnant  will  become  a mother 
with  good  teeth.  Any  dissent  from  this  opinion 
they  class  in  the  same  category  as  maternal  impres- 
sions. Others  equally  sincere  believe  without  ques- 
tion the  folkloristic  adage,  “for  every  child  a tooth.” 

So  much  has  been  written  recently  on  diet  in  rela- 
tion to  tooth  formation  that  one  hesitates  to  sum- 
marize the  findings.  Miller’s  theory  that  tooth  decay 
results  from  the  breaking  down  of  carbohydrates  into 
acids  is  familiar  to  us  all.  Black  recognized  periods 
of  susceptibility  and  immunity  to  dental  decay.  The 
day  will  doubtless  come  when  we  will  hear  more 
about  the  influence  of  heredity  on  tooth  formation. 
Certain  it  is  that  if  we  paid  as  much  attention  to 
breeding  people  as  we  do  to  hogs  and  cattle  there 
would  be  more  thoroughbreds  and  fewer  scrubs. 

Modern  investigators  substantiate  the  observations 
of  Miller  and  Black  but  add  thereto  the  belief  that 
immunity  to  decay  depends  upon  the  formation  of 
teeth  free  from  imperfections  of  calcification.  Sound 
tooth  structure,  they  say,  is  due  to  the  metabolism  of 
calcium  and  phosphorus  in  the  presence  of  vitamins 
by  some  unknown  activity  of  the  parathyroid  glands. 

From  these  theories  and  the  knowledge  that  some 
pregnant  patients  show  a transient  hypertrophy  of 
the  gum  tissue,  we,  as  clinical  practitioners,  can  only 
instruct  them  in  mouth  hygiene;  eliminate  oral  sep- 
sis; prevent  toothache;  replace  lost  tooth  structure; 
and,  unless  there  is  some  medical  contraindication, 
suggest  a balanced  diet. 

In  carrying  out  operative  treatment  there  is  a 
serious  complication  in  many  parts  of  the  countr}q 
because  of  the  lay  belief  that  dental  treatment  dur- 
ing pregnancy  is  dangerous.  If  miscarriages  could 
be  produced  by  dental  operations  there  might  pos- 
sibly be  need  for  concern  on  the  part  of  organized 
dentistrjq  but  this  is  not  a fact.  Though  we  re- 
member drug  addicts  who  insisted  upon  having  teeth 
extracted  in  order  to  get  an  injection  of  cocaine, 
there  are  no  cases  on  record  of  members  of  our  pro- 
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fession  being  convicted  for  producing  illegal  abor- 
tions by  performing  dental  operations. 

Conclusion 

Thus  we  bring  our  story  to  a close.  Its  purpose 
has  been  to  sketch  a few  of  the  many  systemic  affec- 
tions showing  oral  manifestations,  and  certain 
equally  important  dental  conditions  which  result  in 
constitutional  symptoms  or  disease. 

It  is  our  conviction  that  a more  closely  knit  rela- 
tionship between  physician  and  dentist  is  needed. 
Just  as  the  dentist  studies  the  patient’s  system  of 
mastication,  so  the  physician  or  physicians  study  his 
other  systems.  These  anatomical  divnsions, — such  as 
the  teeth  and  mouth  on  the  one  hand,  and,  as  the 
case  may  be,  the  heart,  vessels,  and  kidneys  on  the 
other, — cannot  be  arbitrarily  thought  of  and  treated 
as  separate  units,  but  representing  as  they  do  in- 


tegral parts  of  one  coordinated  physiological  mechan- 
ism, must  be  so  considered  and  treated.  Thus  we 
believe  that  all  special  examinations,  which  reveal 
local  disease  with  a constitutional  association, 
should  be  integrated  by  one  man,  namely,  the  pa- 
tient’s physician  whose  general  knowledge  of  the 
case  will  best  equip  him  to  direct  the  order  in  which 
the  various  recommendations  for  treatment  should 
be  applied. 

On  the  other  hand,  we  are  also  convinced  that 
the  degree  of  infection  present  in  so  many  mouths 
would  appear  far  more  important  were  it  more  ex- 
posed to  view  or  did  it  produce  pain.  So  frequently 
have  we  seen  symptoms  of  different  kinds  relieved 
by  removing  chronic  infections  from  various  parts 
of  the  body,  that  we  can  but  believe  that  a dental 
consultation  plays  a necessary  part  in  a thorough 
medical  examination. 


SOME  RECENT  ADVANCES  IN  NEUROSURGERY. 


R.  F.  Sl.aughter,  M.  D., 

Norfolk,  Va. 


Surgical  procedures  may  be  divided  into  three 
types:  (1)  Those  aimed  at  removal  of  pathological 
structures,  such  as  tumors  or  abscesses;  (2)  those 
aimed  at  restoring  normal  anatomical  relationships, 
in  which  group  belong  most  orthopedic  and  plastic 
operations,  and,  finally,  (3)  those  designed  to  cor- 
rect or  compensate  for  physiological  or  functional 
disturbances.  Although  in  neurosurgery,  as  in  other 
branches  of  surgery,  the  first  is  the  most  common, 
however,  the  latter  has  made  the  greatest  strides  in 
recent  years. 

Physiological  Surgery 
A.  Operation  for  the  relief  of  pain. 

1.  Many  patients  come  to  the  neurosurgeon  each 
year  with  severe  pain  from  gangrene  on  endarteri- 
tis. These  patients  are  advanced  in  years  and  suf- 
fering from  a chronic  condition  that  has  shortened 
their  lives,  \^’e  are  justified  in  cutting  the  final 
common  path  to  produce  relief  of  pain  and  a bet- 
ter blood  supply  if  possible.  This  is  best  done 
under  local  anesthesia.  The  ners’e  identified  and 
95  per  cent  alcohol  injected,  after  a section  of  nerve 
has  been  tied  off.  The  patient  states  immediately 
that  the  pain  has  been  relieved. 


2.  Frazier,  in  Philadelphia,  has  developed  a 
technique  of  differential  section  of  the  trigeminal 
nerve  in  which  the  mortality  is  practically  nil.  He 
advises  leaving  the  first  division,  if  it  is  not  in- 
volved, because  of  the  low  frequency  of  involve- 
ment of  this  division.  Others  leave  the  second  in 
elderly  people  in  which  the  pain  only  involves  the 
third  division.  Dr.  Putnam,  of  Boston,  has  de- 
veloped a technique  of  injecting  the  Gasserian 
ganglion  with  alcohol  through  the  foramen  ovale 
by  the  infra-orbital  approach  under  the  fluoroscope 
(personal  communication).  There  occasionally  fol- 
lows a hemorrhage  into  the  orbital  fossa  which 
quickly  clears  up.  This  method  destroys  the  gan- 
glion with  the  same  results  as  they  operation,  de- 
pending upon  the  amount  of  alcohol  injected  as  to 
the  number  of  divisions  destroyed. 

3.  Since  Frazier  perfected  “chordotomy”  for  in- 
tractable pain,  many  patients  have  received  relief 
by  the  hand  of  many  neurosurgeons.  Recently  uni- 
lateral chordotomy  has  been  done  in  the  second 
cervical  segment,  wfith  relief  of  pain  in  the  arm  and 
breast,  which  has  not  been  dared  before  because  of 
the  fear  of  medullar}-  failure  (personal  communica- 
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tion,  Dr.  W.  J.  JNIixter).  Dr.  Putnam,  of  Boston, 
has  published  recently  (read  at  sixth  annual  meet- 
ing of  the  American  Neurological  Association, 
Atlantic  City,  June  4,  1934),  an  article  on  the 
section  of  the  commissure  in  the  cervical  region  for 
relief  of  pain  in  the  arms  from  malignant  growths. 
The  pain  fibers  enter  the  posterior  horn,  cross  im- 
mediately or  run  up  2-3  segments  and  then  cross 
through  the  commissure  to  the  spino-thalmic  tract 
and  thence  to  the  thalamus.  Section  of  the  com- 
missure for  3 segments  prevents  having  to  go  so  high 
in  the  cord  for  relief  of  pain  in  the  upper  extremi- 
ties. 

4.  Since  Frazier  operated  upon  the  first  case 
of  tinnitus  and  dizziness  in  this  country,  sectioning 
the  eighth  nerve  intracranially.  Dandy  has  de- 
veloped a technique  of  sectioning  the  eighth  nerve 
with  preservation  of  hearing  in  the  ear.  During 
one  of  his  operations  for  jNIenier’s  disease,  he  no- 
ticed two  filaments  instead  of  one  in  the  position 
where  the  eighth  nerve  should  be.  He  cut  the  pos- 
terior one  to  see  what  effect  it  would  have.  This 
section  relieved  the  condition  but  hearing  was  pre- 
served. He  concluded  that  the  nerve  sectioned  was 
the  vestibular  branch  and  that  the  cochlear  branch 
was  preserved.  Since  then  this  has  been  the  opera- 
tion of  choice.  The  author  has  operated  upon  two 
cases,  one  a total  section  and  one  a partial  section, 
with  relief  of  s)’mptoms.  In  the  case  of  partial 
section,  hearing  was  preserved  {Journal  of  Otolaryn- 
gology, July,  1934,  Vol.  20,  pages  1-30). 

5.  In  1931,  in  Berne,  Switzerland,  Dr.  A.  M. 
Dogliotti  {Estrallo  da  Minerva  Medico,  Anno  xxii, 
Vol.  1,  No.  14,  April,  1931),  an  Italian,  called  the 
attention  of  Dr.  Putnam  to  the  subarachnoid  injec- 
tion of  absolute  alcohol  for  relief  of  pain.  In  1932, 
with  Dr.  Dogliotti’s  reprint  in  hand,  the  author, 
under  Dr.  Putnam’s  direction,  did  over  thirty  injec- 
tions of  the  subarachnoid  space  for  relief  of  pain  in 
carcinoma  of  breast,  carcinoma  of  prostate,  primary 
carcinoma  of  right  pleura,  sciatica  from  gangrene 
of  leg,  angina  pectoris,  tabes  and  arthritis  deform- 
ans. E.xcellent  results  were  obtained  in  all  but  two 
cases  of  tabes.  The  most  striking  result  was  ob- 
tained in  angina  pectoris.  One  case,  at  the  time  of 
the  injection  of  .8  c.c.  of  absolute  alcohol  into  the 
second  dorsal  interspace,  with  the  first  dorsal  the 
highest,  complained  of  intense  burning,  around  his 
heart,  with  a choking  sensation.  There  was  flush- 


ing of  the  left  side  of  face,  the  left  pupil  was  dilated 
and  there  was  profuse  perspiring  on  left  side  of  face. 
The  maximum  effect  occurred  three-four  days  after 
the  injection.  At  this  time  the  patient  had  no  pain 
and  I was  severely  called  down  by  the  medical  staff 
for  exercising  him  in  an  attempt  to  bring  on  the 
pain.  The  non-medullated  fibers  of  the  S}Tnpathetic 
system  are  easily  affected  by  the  alcohol,  even  after 
it  has  become  diluted  by  the  spinal  fluid. 

Motor  Phenomena 

1.  It  is  the  feeling  of  the  author  that  every  case 
of  Jacksonian  epilepsy  should  have  an  air  injec- 
tion, and  a very  high  percentage  of  these  should  be 
explored.  Dandy^  states  that,  “Tumors  represent 
one  of  the  most  common  causes  of  epilepsy  at  all 
ages  but  especially  between  the  ages  of  fifteen  and 
sixty.  About  one-third  to  one-half  of  all  epilepsy, 
beginning  after  the  age  of  twenty-five,  are  due  to 
tumors.”  It  is  the  author’s  impression  that  the  per- 
centage is  even  higher  in  cases  of  Jacksonian  epilepsy 
beginning  after  twenty-five  years  of  age.  Excluding 
tumors,  hemorrhages  and  external  hydrocephalus,  or 
subdural  hydromas,  the  results  are  discouraging  as 
to  the  relief  of  the  convulsions.  Occasionally  an  old 
depressed  fracture  will  be  helped,  and  occasionally 
the  breaking  up  of  adhesions  will  help.  All  de- 
pressed fractures  should  be  elevated  to  prevent 
epilepsy. 

2.  Recently,  Dr.  Putnam  has  perfected  an  op- 
eration for  dystonia  and  athetosis,  that  is  quite 
phenomenal  {Arch.  N.  and  P.,  March,  1933,  Vol. 
29,  pages  504-521).  In  contrast  to  Wilson’s  theory 
of  the  mechanism  of  dystonia,  Dr.  Putnam  worked 
on  the  hypothesis  that  the  vestibulo-spinal,  rubro- 
spinal and  tectospinal  tracts  carry  bizarre  impulses 
from  their  extrapyramidal  centers,  take  possession 
of  the  final  common  path,  and  play  upon  the  anterior 
horn  cells,  to  produce  dystonia  or  irregular  involun- 
tary movements  that  are  most  distressing.  If  one 
of  you  has  seen  a case  of  dystonia  musculorum 
deformans,  you  have  observed  a freak  of  nature  that 
is  the  most  pathetic  and  hopeless  of  all  neurological 
conditions.  Dr.  Putnam  sectioned  these  tracts  in 
the  first  cervical  segment  bilaterally.  A circular 
incision  is  made,  a generous  3 ,mm.  from  the  anterior 
sulcus  to  just  beyond  the  attachment  of  the  dentate 
ligament.  Following  this,  he  sections  the  spinal  ac- 

1.  Practice  of  Surgery,  Dean  Lewis,  page  336,  Chap.  2, 
Vol.  7. 
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cesson-  and  the  first  three  anterior  roots  bilaterally. 
This  operation  is  very  serious  and  carries  a high  mor- 
tality, but  offers  relief. 

3.  In  spastic  diplegias,  section  of  every  other 
posterior  root  will  break  up  most  of  the  spastic  re- 
flex arc  in  the  extremity  and  will  afford  some  benefit 
to  walking.  Likewise,  the  subarachnoid  injection  of 
absolute  alcohol  will  do  the  same  thing  with  good 
results. 

Miscellaneous 

1.  Vithin  the  past  year  Dr.  Putnam  has  de- 
veloped an  endoscope  whereby  he  is  able  to  coagu- 
late the  choroid  plexus  in  cases  of  internal  hydro- 
cephalus. This  method  of  treatment  offers  the  best 
results  from  this,  at  present,  rather  hopeless  condi- 
tion. Coagulation  of  the  plexus  cuts  down  rather 
markedly  the  formation  of  fluid  so  that  the  brain 
is  able  to  take  care  of  that  which  is  formed  in  the 
perivascular  spaces.  It  has  been  used  efficaciously 
in  hydrocephalus  following  meningitis,  and  other 
acute  infections  (X.  E.  J.  of  M.,  Vol.  210,  Xo.  26, 
pp.  1373-1376,  June  28,  1934). 

2.  Tidal  drainage  of  the  cord  bladder  has  been 
of  great  help  to  the  neurosurgeon  in  preventing 
genito-urinary  infection  in  injun,-  and  after  opera- 
tion. .A.  catheter  is  placed  in  the  bladder  and  con- 
nected to  the  apparatus.  The  apparatus  gradually 
builds  up  pressure  in  the  bladder  depending  on  the 
height  of  the  overflow  of  the  syphon.  If  the  blad- 
der is  in  the  stage  of  cord  shock,  you  have  an  atonic 
musculature;  consequently,  the  pressure  should  not 
be  high,  as  you  would  over-distend  the  bladder. 
When  the  syphon  is  broken,  all  the  urine  and  fluid 
have  been  drained  from  the  bladder;  consequently, 
you  are  continually  exercising  the  musculature  by 
blowing  up  and  deflating  the  balloon,  and  at  the 
same  time  keeping  it  clean.  After  two  weeks  have 
passed  and  the  bladder  begins  to  recover,  you  can 
increase  the  pressure  somewhat  and  at  the  same 
time  encourage  the  patient  to  give  a sharp  jab  oc- 
casionally in  the  lower  abdomen  which  will  start 
the  bladder  reflex  and  cause  a wave  of  contracture. 
.As  these  waves  of  contracture  increase,  you  can 
measure  the  tone  of  the  bladder  wall  by  reversing 
the  instrument  and  connecting  it  with  a manometer. 
This  will  give  information  as  to  how  high  the  pres- 
sure should  be  to  produce  the  maximal  effect  on  the 
bladder.  Likewise,  on  the  small  atonic  bladder  from 
chronic  infection  after  cord  injur}-  you  can  grad- 


ually distend  the  bladder  by  increasing  the  pressure 
at  the  beginning  and  gradually  lowering  as  the  blad- 
der slowly  distends.  If  you  change  the  catheter 
ever}-  week  and  use  one  to  sixty  thousand  potassium 
permanganate  solution  you  will  be  able  to  keep  the 
genito-urinary  tract  free  from  infection  {X.  E.  J. 
of  M.,  A'ol.  212,  Xo.  6,  pp.  229-239,  Februar}-  7, 
1935). 

3.  Within  the  last  year,  neurosurgeons  have  de- 
\-eloped  a technique  of  sectioning  the  greater,  lesser 
and  least  splanchnic  nerves  with  three  of  the  dorsal 
sympathetic  ganglia  for  malignant  h}-pertension. 
Surprising  results  have  been  obtained  with  lowering 
of  the  blood  pressure  and  relief  of  symptoms.  The 
technique  is  not  difficult  in  skilled  hands  and  both 
sides  can  be  done  in  one  and  a half  hours.  Doctors 
.Adson,  Peet,  Horrax  and  Smithwick  report  very 
favorable  results. 

4.  After  X-ray  treatment  has  been  tried  with  no 
results,  excision  and  drainage  of  syringomyelia 
cavities  has  proven  of  benefit  in  relief  of  symptoms 
(AT'ii’  England  J.  of  Med.,  A’ol.  205,  X'o.  16,  pp. 
747-755,  October  15,  1931). 

In  the  first  field; 

1.  The  trend  of  development  has  been  in  the 
classification  and  study  of  the  life  history  of  brain 
tumors.  Some  tumors,  such  as  the  medulloblastoma, 
are  best  treated  by  massive  doses  of  X-ray,  and  if  an 
operation  is  necessary,  before  and  after  the  opera- 
tion. Other  tumors,  such  as  the  spongioblastoma 
should  be  resected  radically  if  the  tumor  is  not  large 
and  in  a suitable  location.  However,  if  these  tumors 
are  in  an  unsatisfactory  position  and  large,  a biopsy 
and  hea^-}'  doses  of  X-ray  are  the  best  methods  of 
■choice.  The  astrocytoma,  oligodendroglioma  and 
other  more  benign  types  should  be  removed  as  com- 
pletely as  possible.  Pituitary  tumors  should  be  X- 
rayed  and  followed  by  visual  field  charts  before  opera- 
tion is  attempted,  unless  the  visual  fields  are  mark- 
edly involved. 

2.  In  the  traumatic  field,  the  use  of  the  Mosier 
drain  in  compound  fractures  of  the  frontal  sinus  in 
which  there  is  much  damage  to  the  frontal  lobes 
has  been  a great  factor  in  preventing  infection.  The 
wound  is  completely  debrided — up  to  thirty-six 
hours  after  the  injury.  Small  pieces  of  bone  re- 
moved, dura,  and  necrotic,  hemorrhagic  brain  tissue 
is  sucked  out  without  irrigation  and,  after  a clean 
wall  of  tissue  is  reached,  the  drain  is  inserted  and 
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sewed  to  the  dura.  The  drain  is  gradually  pushed 
out  with  a minimum  of  scarring  and  without  result- 
ing epileptic  attacks.  (Munro,  personal  communica- 
tion.) 

3.  Bilateral  temporal  trephine  has  been  of  great 
value  in  the  diagnosis  and  treatment  of  subdural 
hematoma.  The  diagnosis  is  made  by  suspecting 
it  and  bilateral  trephine  has  been  the  only  way  to 
prove  its  presence  or  absence.  Beyond  doubt,  its 
use  has  shown  its  value  in  both  the  acute  and  chronic 
forms  (N.  E.  J.  of  M.,  Vol.  210,  No.  22,  pp.  1145- 
1158,  May  31,  1934). 

4.  The  closed  method  of  encephalography  has 
made  encephalography  safer  and  has  given  better 
pictures.  The  fluid  is  gradually  replaced  by  air, 
so  that  the  shock  of  continually  changing  the  in- 
tracranial pressure  is  avoided.  We  end  the  pro- 
cedure with  a pressure  equal  .to  the  lumbar  pres- 
sure when  we  started  which  keeps  the  veins  at  their 
normal  size  and  not  engorged.  To  do  this,  all  the 
fluid  is  replaced  by  air,  making  the  pressure  in  the 
ventricle  equal  to  the  pressure  in  the  lumbar  spine, 
in  contrast  to  hydrostatic  pressure  before  the  replace- 
ment, which  made  the  lumbar  pressure  about  150 
and  ventricle  pressure  as  minus.  This  gives  us  a 
picture  whereby  we  can  see  the  convolutions,  ven- 
tricles and  even  the  blood  vessels  of  the  brain  in  con- 
trast, and  we  have  avoided  the  shock,  nausea,  sweat- 
ing and  severe  headache  of  the  fractional  method. 
Following  this,  if  a 3 to  5 volume  p>er  cent  of  oxygen 
is  given  directly  into  the  nasopharynx,  or  a high 


concentration  oxygen  tent  is  used,  the  air  will  dis- 
appear in  the  course  of  3 to  5 hours  and  the  patient 
will  be  over  the  effects  of  the  encephalogram  by  the 
next  morning. 

5.  Mixer  tells  us  (New  England  Journal  of 
Med.,  Vol.  213,  No.  9,  pp.  385-393,  August  29, 
1935)  that  all  lower  backache  with  or  without  pain 
down  the  back  of  the  thighs  is  not  always  orthopedic 
but  is  frequently  due  to  a herniation  or  rupture  of 
the  intervertebral  disc  into  the  spinal  canal.  He 
states  that  all  of  these  patients  complaining  of  the 
syndrome  should  have  a low  lumbar  puncture.  If 
an  increase  in  protein  is  found,  then  a lipiodol  in- 
jection should  be  done,  using  5 c.c.  of  lipiodol,  and 
placing  the  patient  on  his  face.  The  fluoroscope  is 
used  to  find  a filling  defect  while  the  lipiodol  is  run 
back  and  forth  in  the  canal,  ^^’hen  the  defect  is 
found,  a spot  plate  is  taken  and  the  exact  location 
made.  Operation  is  indicated  only  when  the  defect 
is  found.  The  herniation  is  removed  by  rotating 
the  cord  by  the  dentate  ligament  and  incising  the 
dura  anteriorly.  There  is  an  immediate  relief  of 
pain  and  symptoms.  These  cases  show  a low  back- 
iiche  with  pain  running  down  the  back  of  the  leg, 
usually  no  changes  in  reflexes,  occasionally  a loss 
of  ankle  jerk  in  the  side  affected  most,  with  the 
patient  holding  this  side  stiff  as  if  it  were  weak, 
to  protect  it  from  pain.  Occasionally  there  may  be 
atrophy  of  muscles  and  the  history  may  extend  over 
a period  of  years. 

Wainwright  Building. 


THE  MANAGEMENT  OF  THE  ALLERGIC  INDIVIDUAL.* 


W.  Ambrose  McGee,  M.  D., 

Richmond,  Va. 


The  care  of  the  patient  with  allergic  manifesta- 
tions requires  careful  study,  cooperation  and  much 
patience.  Little  hope  for  relief  could  be  offered 
prior  to  1912  when  Schloss  first  began  using  the 
skin  as  an  index  of  specific  sensitivity.  Since  then 
the  large  majority  of  allergic  people  can  secure  com- 
plete or  partial  relief  from  symptoms,  provided  of 
course  cooperation  is  observed. 

In  addition  to  routine  history,  physical  examina- 

*Read before  the  sixty-sixth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Norfolk,  October  15-17, 
1935. 


tion  and  laboratory  tests,  the  allergic  individual  re- 
quires an  additional  study.  We  must  inquire  dili- 
gently into  the  family  history  for  possible  hereditary 
influences  and  get  a detailed  personal  history  to  de- 
termine the  patient’s  type  of  sensitivity,  its  onset, 
duration  and  course,  the  seasonal  variability,  if  any, 
atmospheric  influences,  relationship  to  food  and  food 
dislikes,  influence  of  epidermals  and  pollens  and 
powders,  personal  habits  and  hobbies,  occupation 
and  environmental  factors.  Nasal  smears  are  very 
important  in  revealing  an  eosinophilia.  Detailed 
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food  diary  and  relationship  of  some  foods  to  appear- 
ance or  exaggeration  of  allergic  symptoms  is  very 
helpful  in  some  cases.  Pollen  counts,  if  not  al- 
ready made,  give  much  information  as  to  the  pres- 
ence and  prevalence  of  certain  pollens  in  a given 
district.  Skin  tests  are  most  valuable  and  furnish 
much  information  as  regards  specific  sensitivity. 

While  skin  tests  are  an  important  part  of  the  diag- 
nosis and  treatment  of  allergic  patients,  the  tests 
are  used  to  determine  the  possible  cause  of  symptoms 
and  not  to  identify  an  individual  as  allergic.  Posi- 
tive skin  reactions  reveal  past,  present  or  future 
sensitivity.  The  study  of  the  patient’s  history,  use 
of  white  counts  after  ingesting  foods,  accurate  food 
diary  and  the  relations  of  foods  to  allergic  symptoms, 
and  clinical  application  of  offending  substances,  plus 
active  cooperation  of  the  allergic  patient  usuallT  aid 
in  helping  us  find  the  present  cause  of  trouble. 
Reliance  on  skin  scratches  alone  is  apt  to  lead  to 
distress  and  the  patient  then  loses  confidence  in 
further  studies  of  his  allergic  trouble. 

In  testing  an  allergic  individual  with  skin  tests, 
we  should  use  as  many  testing  materials  as  are 
applicable  to  the  person  tested  and  the  district  in 
which  he  lives.  Both  scratch  and  intradermal 
methods  should  be  employed  but  the  latter  method 
should  be  preceded  in  part  or  in  toto  (if  the  patient 
is  markedly  sensitive  to  the  scratch  tests)  by  the 
scratch  tests.  The  intradermal  tests  are  more  deli- 
cate and  at  times  may  give  rise  to  constitutional 
reactions.  Intradermal  testing  materials  in  un- 
trained hands  are  somewhat  comparable  to  explo- 
sive substances  in  the  hands  of  an  amateur  chemist. 
The  amount  of  fluid  injected  into  the  skin  should  not 
exceed  0.01  c.c.  and  the  technique  of  giving  it  is 
highlv  important.  Interpretation  of  the  tests  is 
based  on  the  size  of  the  wheal,  the  pseudopods  or 
erythema,  or  all  of  these  local  reactions.  Experience 
rather  than  any  arbitrary-  standard  is  required  to 
interpret  properly  the  skin  reactions.  The  prepara- 
tion of  the  intradermal  antigens  should  be  under- 
taken only  by  experienced  hands.  \\'e  should  use 
materials  which  by  clinical  tests  in  a large  number 
of  allergic  patients  have  given  an  accurate  estimate 
of  their  biological  value.  As  commercial  antigens 
deteriorate  in  time,  fresh  solutions  should  be  used 
as  often  as  possible  and  they  should  be  kept  on  ice. 
Owing  to  severe  constitutional  reactions  which  oc- 
casionally follow  intradermal  testing,  that  procedure 


had  best  be  left  to  those  experienced  in  its  use. 
AA'hile  there  are  arguments  pro  and  con  in  compar- 
ing the  relative  values  of  scratch  and  intradermal 
tests,  the  majority  of  allergists  seem  to  be  greatly 
in  favor  of  the  intradermal  tests.  Both  tests  are 
valuable  and  necessary  for  best  results. 

\Yhen  skin  testing  an  allergic  individual  it  is 
wise  to  test  with  all  ordinarj'  foods,  pollens,  epider- 
mals  and  powders  with  which  that  individual  comes 
in  contact.  Those  who  rely  upon  a few  scratches 
and  a personal  history,  can  get  no  complete  idea  of 
the  offending  substances  and  in  consequence,  less 
favorable  relief  or  no  relief  is  apt  to  follow.  Very 
sensitive  individuals  should  have  retests  every  six 
to  twelve  months  unless  they  are  free  from  symp- 
toms. That  is  especially  true  for  infants  and  chil- 
dren who  are  food  sensitive,  as  their  sensitivity 
changes  fairly  rapidly. 

Probably  the  most  generally  overlooked  allergic 
disturbance  is  mild  nasal  allergy.  \\  e often  see 
individuals  who  have  itching  of  the  nose  associated 
with  some  degree  of  stuffiness,  sneezing  and  watery 
discharge.  Itching  is  a very  important  allergic  lead 
no  matter  whether  it  occurs  in  the  nose,  eyes,  throat, 
ear  canals  or  skin.  Where  there  are  repeated  "head 
colds’’  without  fever,  especially  if  associated  with 
nasal  itching,  stuffiness  or  sneezing,  we  should  be 
on  our  guard  as  such  a condition  will  often  be  found 
to  be  allergic  rhinorrhea,  or  allergic  rhinitis  as  it 
is  commonly  called.  Allergic  “head  colds,”  espe- 
cially seasonal  ones,  are  greatly  influenced  by  a few 
rainy  days  and  the  sneezing  in  the  allergic  rhinitis 
individual  is  paroxysmal  and  persistent.  .A.  nasal 
and  blood  eosinophilia  point  to  an  allergic  nature. 
.Unless  the  nasal  symptoms  are  severe,  the  diagnosis 
of  allergic  rhinitis  or  mild  hay  fever  is  not  often 
made  and  later  those  individuals  may  gradually 
grow  worse  and  then  develop  an  additional  type  of 
allergy.  The  nostrils  of  such  individuals  usually 
show  pale  and  boggy  turbinates  while  the  infectious 
rhinitis  patient’s  turbinates  are  injected  and  the  se- 
cretion is  filled  with  many  neutrophiles.  P'nfortu- 
nately,  such  allergic  individuals  have  nasal  and  oral 
operations  before  a thorough  attempt  is  made  to 
find  the  offending  proteins  or  pollens  and  then  treat- 
ment given  for  same.  Many  patients  with  mild  nasal 
allergy  are  told  they  have  sinus  infections  and,  un- 
less the  allergic  nature  is  properly  cared  for,  the 
treatment  for  the  sinus  infection  will  be  unsatisfac- 
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tory  or  unsuccessful.  While  such  operative  pro- 
cedures may  be  indicated,  it  is  felt  by  allergists  that 
unless  there  is  much  interference  with  nasal  drain- 
age, operations  had  better  be  postponed.  Proper 
care  of  such  allergic  patients  will  often  result  in 
relief  of  symptoms  and  operations  may  later  be 
found  unnecessary.  It  should  be  remembered  that 
seasonal  nasal  allergic  disturbances  are  due  mainly 
to  pollens  but  occasionally  to  seasonal  foods.  Peren- 
nial allergic  rhinitis  is  more  apt  to  be  due  to  epi- 
dermals  or  powders  (as  orris  root)  or  foods.  With 
seasonal  exacerbations  in  the  perennial  case  we 
should  think  of  pollens  in  warm  weather  and  en- 
vironmental factors  in  winter.  Attempts  to  treat 
such  individuals  without  proper  skin  tests  is  with- 
out avail.  Elimination  of  foods  or  epidermals  by 
guess  or  change  of  climate  or  altitude  without  proper 
pollen  study  will  result  in  failures  in  most  instances. 

In  the  treatment  of  eczema  in  both^  infants  and 
adults,  it  is  essential  to  remember  that  foods  are 
not  necessarily  the  only  cause,  but  that  pollens  and 
epidermals  are  frequently  the  main  offenders.  If 
an  infant  develops  severe  eczema  while  on  breast 
milk,  it  is  not  necessary  to  wean  him  if  he  is  doing 
well  otherwise.  He  can  be  tested  against  his 
mother’s  foods  or  the  indirect  method  of  testing  can 
be  performed  on  his  mother  if  she  is  non-allergic, 
or  on  a third  person  if  his  mother  is  allergic.  The 
offending  substances,  be  they  foods,  pollens,  or  epi- 
dermals, can  either  be  removed  or  treatment  can  be 
undertaken  to  build  up  a tolerance  to  the  pollens 
or  epidermals.  No  food  antigens  are  used  for  treat- 
ment. Of  course  other  measures  to  soothe  the  skin 
should  be  used  and  in  case  of  epidermal  offenders, 
they  should  be  removed. 

It  is  usually  thought  that  urticaria  is  due  to  the 
protein  of  foods  but  experience  will  show  that  it 
is  often  due  to  epidermals,  pollens,  powders,  and 
drugs.  The  intradermal  tests  are  far  more  informa- 
tive in  this  group.  Avoidance  of  offending  foods 
for  six  to  twelve  months  will  often  result  in  a tol- 
erance for  most  of  these  foods.  Treatment  with 
antigens  in  cases  of  epidermal  or  pollen  sensitiveness 
is  very  successful.  It  is  difficult  to  avoid  contact 
with  epidermals  and  such  powders  as  orris  root,  as 
an  individual  sensitive  to  them  comes  in  intimate 
relation  with  those  substances  in  all  houses  and  pub- 
lic places.  It  is  also  essential  to  inform  the  pa- 
tients of  the  source  of  such  epidermals,  pollens  and 


powders  and  the  various  articles  manufactured  tliat 
contain  them,  so  they  can  be  avoided  as  much  as 
possible. 

The  asthmatic  individual  requires  more  study, 
cooperation  and  patience,  and  often  additional 
laboratory  procedures  as  X-rays  and  blood  studies. 
This  group  comprises  the  largest  single  one  of  al- 
lergy, a fact  that  is  well  known.  The  earlier  the 
individual  with  asthma  is  studied,  the  better  per- 
haps the  result.  About  50  per  cent  of  the  eczema 
of  infancy  develop  asthma  of  childhood.  At  times 
it  is  difficult  to  tell  whether  or  not  a patient  who 
wheezes  has  asthma.  In  such  individuals  the  family 
history  of  allergy  as  well  as  a detailed  personal  his- 
tory is  helpful.  A blood  and  nasal  eosinophilia, 
physical  examination.  X-ray  of  chest  and  sinuses, 
])resence  of  some  other  allergic  symptoms,  lack  of 
fever,  and  response  to  epinejArin,  point  to  a diag- 
nosis of  asthma.  Piness  and  Miller  have  seen  many 
cases  of  recurrent  bronchopneumonia  which  appear 
to  be  allergic  in  character  respond  favorably  to 
adrenalin  and  recur  in  the  same  locality.  Asthmatics 
sensitive  to  foods  should,  of  course,  eliminate  those 
foods  in  every  way  and  when  sensitive  to  pollens 
or  epidermals  should  be  hyposensitized  to  one  or  both 
groups.  It  may  be  necessary'  to  repeat  the  antigen 
for  one  or  more  times  if  symptoms  persist  after  treat- 
ment has  been  stopped. 

In  treating  any  type  of  allergic  patient  with  in- 
jections of  antigens,  it  must  be  realized  that  no  set 
rule  of  dosage  can  be  applied  to  all.  It  is  necessary. 
to  consider  the  patient’s  sensitivity,  his  local  and 
constitutional  reactions,  his  environment  and  occu- 
pation, and  associated  physical  factors  and  the 
atmospheric  conditions  under  which  he  lives.  The 
dosage  and  the  interval  between  injections  has  to  be 
changed  repeatedly  to  suit  the  individual  in  ques- 
tion. Some  allergic  patients  can  tolerate  large  doses 
of  antigens  while  others  are  never  able  to  stand  but 
the  weakest  dilution,  and  yet  they  get  relief  of  symp- 
toms. Where  individuals  are  sensitive  to.  pollens, 
it  is  wise  to  begin  treatment  three  to  four  months 
ahead  of  the  onset  of  symptoms.  Co-seasonal  and 
perennial  treatments  are  also  used  but  the  majority 
seem  to  prefer  the  perennial  method.  Usually  it 
requires  about  three  years  of  treatment  with  pollen 
antigens  to  afford  great  relief. 

Such  disturbances  as  migraine,  abdominal  pain, 
irritable  colon,  unexplained  severe  headaches, 
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periodic  vomiting,  and  localized  edema  may  or 
may  not  have  an  allergic  background.  The  burden 
of  proof  is  on  the  allergist  who  must  first  prove  the 
individual  in  question  is  allergic  before  attempting 
to  find  specific  sensitivity.  One  should  not  become 
over-enthusiastic  in  advising  such  a patient  he  may 
look  for  relief,  unless  such  sj-mptoms  develop  in  an 
individual  who  has  been  definitely  proven  to  be  al- 
lergic in  the  past. 

The  proper  care  of  the  allergic  individual  requires 
much  study,  a detailed  family  and  personal  history, 
investigation  of  the  t}-pe  of  disturbance,  together 
with  its  time  of  occurrence  and  severity,  the  influence 
of  atmospheric  conditions  and  the  patient’s  occupa- 
tion, habits,  hobbies  and  environment.  This  inves- 
tigation, of  course,  is  in  addition  to  the  usual  his- 
torv.  physical  examination  and  routine  laboratory- 
tests.  Skin  tests,  especially  the  intradermal  type, 
are  necessarily  a big  factor  in  finding  the  offending 
substance  or  substances.  Skin  tests  are  limited  in 
that  they  are  only  confirmatory  of  already  existing 
allergic  diseases  and  for  positive  tests  to  be  of  value 
they  must  be  corroborated  etiologically  by  the  clini- 
cal history-  or  vice  versa.  The  etiology-,  sy-mptoms 
and  treatment  are  identically  the  same  in  both  in- 
fants and  adults;  in  fact,  so  far  as  allergy-  is  con- 
cerned, an  infant  is  a little  adult.  Xo  set  dosage 
should  be  routinely  folloyved  in  attempting  to  build 
up  a tolerance  to  an  antigen  or  antigens.  The  dos- 
age and  intery-al  of  injections  should  vary  accord- 
ing to  the  patient's  reaction,  environment,  occupa- 
tion, habits,  or  hobbies,  and  such  influences  as  at- 
mospheric factors  or  continuation  of  symptoms  hay-e 
to  be  taken  into  consideration.  Repeated  skin  tests 
should  be  employ  ed  at  intervals  of  about  six  months 
or  a year  yvhere  sy  mptoms  hay-e  not  abated  or  have 
recurred. 

616  Il’exf  Grace  Street. 

Discussiox 

Dr.  Oscar  Swixeford,  Jr.,  Uniy-ersity:  Dr.  McGee’s 
paper,  I think,  covers  a tremendous  amount  of  territory, 
and  if  you  will  take  the  time  to  read  it  yvhen  it  comes 
out  in  the  Virginia  Medical  Monthly,  and  digest  the 
many  important  and  y-ery  practical  points  which  he  makes 
I think  you  yvill  find  it  yvell  worth  your  time. 

There  are  several  points  yvhich  1 think  might  be  em- 
phasized a bit.  He  mentioned  leukocyte  variations  in 
the  diagnosis  of  allergic  affections.  Leucopenia  is  one 
of  the  cardinal  manifestations  of  anaphylactic  shock.  Dr. 
Warren  T.  Vaughan  observed,  yvhile  doing  some  of  the 
colloidoclastic  or  hemoclastic  crisis  tests  of  liver  function, 
as  advocated  by  Widal,  that  some  of  the  patients  who 


responded  by-  leucopenia  to  the  ingestion  of  milk  were 
clinically  sensitive  to  milk.  From  this  beginning  he 
shoyved  that  in  a high  percentage  of  cases  a person  sen- 
sitiy-e  to  any  food  yvill,  upon  the  ingestion  of  that  food, 
have  a leucopenia  of  over  1,000  cells  within  an  hour  or 
so.  He  calls  this  test  the  Leucopenic  Index.  He  finds 
it  a very'  helpful  supplement  to  the  skin  test  in  establish- 
ing an  etiological  relationship  betyveen  various  foods  and 
the  various  allergic  manifestations. 

Just  tyvo  things  about  skin  tests.  They  are  extremely 
valuable,  but  it  must  be  remembered  that  they  can  only- 
give  us  diagnostic  leads  yvhich  must  be  verified  clinically-. 
A person  yvith  a four-plus  reaction  to  ragweed  or  yvheat 
is  not  necessarily  clinically  sensitive  to  them  and  does 
not  necessarily  need  treatment.  I think  nearly  'naif  of 
the  definitely  positive  skin  tests  I see  fail  to  be  borne 
out  clinically. 

The  other  point  about  skin  tests  is  that  they-  vary.  A 
skin  test  is  not  a standardized,  uniform  procedure  like 
the  leucocy-te  count.  It  is  too  bad  it  isn’t.  It  is  oby-iously 
impossible  to  test  ey-ery-  patient  yvith  an  extract  of  every 
substance  he  comes  in  contact  with  and  yet  anything  he 
comes  in  contact  yvith  by  ingestion,  inhalation,  or  absorp- 
tion may-  be  the  cause  of  his  trouble.  The  upshot  of  this 
situation  is  that  each  allergist  tests  routinely-  yvith  a 
greater  or  lesser  number  of  substances  which  in  his  ex- 
perience, and  in  the  literature,  are  the  commonest  causes 
of  the  allergic  diseases.  The  experience  of  all  allergists 
is  not  the  same,  hence  their  tests  yvill  not  be  the  same. 
The  practical  thing  is  that  a “negative  skin  test”  does 
not  mean  that  the  patient  is  not  allergic.  It  probably- 
means  that  he  yvas  not  tested  yvith  the  substance  to 
yvhich  he  is  sensitiy-e,  that  the  extract  yvas  inactiy-e  or 
too  dilute,  or  that  the  test  yvas  done  too  soon  after  a 
dose  of  adrenalin. 

My-  paper  this  morning  yvas  prompted  by  the  desire 
to  emphasize  the  necessity-  for  supplementing  the  fallible 
but  indispensable  skin  test  in  our  diagnostic  armamen- 
tarium. 

Nasal  Allergy:  It  is  my  opinion  that  a large  percent- 
age of  the  people  yvho  have  stuffy  noses  are  mildly  sensi- 
tive to  some  common  allergen  such  as  feathers,  cigarette 
smoke,  face  poyvder,  yvheat,  etc.  Before  any  operation 
is  done  for  the  relief  of  chronic  nasal  symptoms  the 
possibility  of  an  allergic  basis  for  these  sy-mptoms  should 
be  ruled  out. 

I do  not  think  any  allergic  nose  should  be  operated 
upon  yvhich,  under  shrinkage,  has  sufficient  breathing 
space.  It  is  only  upon  those  in  yvhom  adequate  breathing 
space  cannot  be  secured  by  shrinkage  that  operations 
should  be  done. 

Dosage  in  Specific  Treatment:  It  is  often  the  case 
that  a person  yvill  do  better  yvith  a small  dose  than  a 
large  dose.  I hay-e  sometimes  kept  patients  from  improy-- 
ing  for  several  yveeks  because  I yvas  giving  too  large  a 
dose  of  the  antigen.  In  general,  if  a person  does  not 
improve  try-  smaller  instead  of  larger  doses. 

Dr.  McGee,-  closing  the  discussion:  I enjoyed  Dr. 
Syvineford's  discussion  and  think  he  brought  to  our  at- 
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tention  many  essential  points.  I simply  wish  to  empha- 
size some  of  them. 

About  the  leukocyte’s  response,  I had  a long  talk  with 
Dr.  Rinkel,  of  Kansas  City,  in  1931  and  at  a recent 
date,  and  he  has  thought  it  quite  useful,  provided  the 
individual  can  do  a white  blood  count  in  a very  ac- 
curate manner.  A difference  of  three  or  four  hundred 
cells  does  not  mean  much,  but  if  you  can  get  a differ- 
ence of  more  than  five  hundred  cells  it  is  of  much 
significance. 

In  reference  to  skin  tests  being  leads  I agree  entirely. 
I think  you  have  to  sum  up  all  your  different  findings 
before  you  can  begin  to  treat  your  patient  properly. 

Nasal  smears  are  often  helpful  in  diagnosing  allergic 
disorders. 

If  you  will  make  an  accurate  food  diary  and  put 
down  the  actual  symptoms  as  they  occur,  you  will  get 
much  information  and  can  often  find  the  offending  sub- 
stances. 

I think  you  have  to  know  what  test  materials  you 
are  using.  Personally,  I do  not  care  for  powders.  I 
had  powders  before  I went  into  this  work,  and  I do 


not  think  they  give  as  much  information  as  liquid  ex- 
tracts. I had  the  good  fortune  to  be  working  with  a 
chemist  who  has  been  making  his  own  extracts  for  years 
and  I use  those  he  prepares  which  have  been  clinically 
proven  on  tens  of  thousands  of  allergic  patients. 

With  reference  to  a stuffy  nose,  I do  not  think  we 
can  overemphasize  that.  People  unjustly  accuse  aller- 
gists of  riding  hobbies  and  going  off  at  tangents  and 
being  crazy.  But  if  you  keep  your  feet  on  the  ground 
I think  you  can  help  a lot  of  people  who  in  the  past 
have  suffered.  A lot  of  people  with  sinus  infections  are 
allergic,  and  if  you  remove  the  offending  cause  or  causes 
you  have  a much  better  chance  and  a scientific  manner 
to  overcome  the  trouble.  I do  not  mean  there  are  not 
cases  of  real  sinusitis,  but  often  they  are  allergic,  and 
allergy  causes  swelling  of  the  turbinate  bones  and  also 
swelling  inside  the  sinuses,  so  you  get  blocking  within 
and  without.  You  can  often  get  some  very  splendid  re- 
sults by  treatment  of  the  allergic  condition  in  these 
individuals.  Cooperation  between  allergists  and  other 
physicians  assures  far  better  results  than  is  possible  by 
either  alone. 


TRICHOMONAS  VAGINAL  INFESTATION:  A DISCUSSION  OF 
THE  PARASITE,  THE  COURSE  OF  THE  DISEASE 
AND  TREATMENTS.* 


Joseph  B.  Salberg,  M.  D., 
and 

Walter  M.  Brunet,  M.  D., 
Chicago,  111. 


The  true  role  of  the  trichomonas  as  the  cause  of 
persistent  and  at  times  intractable  leucorrhea  has  not 
been  established.  Since  Donne  in  1832  first  de- 
scribed the  unicellular  organism  which  he  called  the 
trichomonas,  a number  of  physicians  have  contrib- 
uted to  the  study  of  the  parasitology  of  the  disease, 
described  the  variety  of  its  clinical  pictures  and 
recommended  a multitude  of  remedies  for  its  cure. 
There  are  two  strains  of  the  parasite  which  are 
recognized;  viz.,  the  trichomonas  hominis,  which  is 
found  rarely  in  smears  and  cultures  from  the  mouth 
and  intestinal  tract;  and  the  trichomonas  vaginalis, 
which  is  discovered  in  the  vaginal  secretion.  The 
organisms  have  some  characteristics  in  common. 
All  of  the  cultures  have  a characteristic  odor  and 
form  gas.  The  strains  which  have  been  isolated 
from  the  mouth  and  lower  intestinal  tract  of  ap- 
parently normal  individuals  are  usually  smaller  and 
somewhat  less  active,  and  are  more  difficult  to  cul- 

*From the  Women’s  Division  of  the  Public  Health  In- 
stitute, 159  North  Dearborn  Street,  Chicago. 


ture  than  those  isolated  from  the  vagina.  Several 
observers  have  reported  that  the  trichomonas  vagi- 
nalis has  a larger  undulating  membrane  than  does 
the  trichomonas  hominis.  The  strain  of  the  para- 
site from  the  vaginal  secretions  produces  a peculiarly 
offensive,  sourish  odor.  Our  knowledge  of  the  life 
history  of  these  protozoa  is  incomplete,  and  how  an 
organism  whose  habitat  is  the  human  body  should 
be  able  to  produce  so  prolonged  and  severe  an  in- 
flammation of  the  vaginal  tract  and  not  attack  the 
mouth  and  throat  or  the  intestinal  mucosa  is  a mys- 
tery. Undoubtedly  there  is  a tissue  susceptibility 
of  the  vagina — sensitization  of  an  unknown  source — ■ 
in  women  who  are  infected.  Stein^  and  his  co- 
worker at  the  Mandel  Clinic  of  Michael  Reese  Hos- 
pital have  grown  the  organism  from  the  urine  of 
pregnant  women;  eighty-eight  such  cases  were  dis- 
covered in  a series  of  889  patients.  In  a selected 
group  of  sixty-one  patients,  Stein  found  trichomo- 
nads  on  immediate  examination  and  successfully 
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cultured  the  organism  from  the  vaginal  secretions 
in  fifty-eight  patients,  from  catheterized  specimens 
of  urine  in  five  patients,  from  the  stool  in  three  pa- 
tients and  from  the  gums  in  four  patients.  In  one 
patient  he  found  trichomonads  in  the  vaginal  se- 
cretion, the  urine  and  the  saliva. 

There  is  agreement  among  students  of  this  sub- 
ject that  the  clinical  signs  are  easily  recognizable 
and  are  common,  and  that  the  protozoa  are  readily 
demonstrated  when  they  are  the  cause  of  the  com- 
plaint. They  are  obsers'ed  best  in  fresh  salt  solu- 
tion or  tap  water  by  the  hanging  drop  method. 
Slides  stained  with  methylene  blue  enables  one  to 
study  other  organisms  which  may  be  present  in  the 
discharge. 

The  pathogenicity  of  the  organism  is  still  in  doubt 
and  many  gynecologists  and  parasitologists  think 
that  other  organisms  found  in  the  vaginal  secretion 
prepare  the  soil  for  the  entrance  of  the  trichomonads. 
In  acute  gonococcal  infections  trichomonads  are 
rarely  seen,  but  are  often  found  in  chronic  and  latent 
gonorrhea.  Some  physicians  believe  that  the  primary 
factor  in  these  infections  is  a fungus.  Monilia,  and 
that  the  trichomonas  occurs  s}Tnbiotically  as  a non- 
pathogen. Plass-  has  reported  his  experiences  in  a 
series  of  cases.  Curtis*  has  shown  that  Doederlein's 
bacilli  and  various  other  cocci  and  bacilli  are  often 
found  associated  with  trichomonas  infestations.  The 
part  which  they  play,  however,  if  any,  in  the  clini- 
cal picture  as  seen  by  the  physician  is  unknown.  In 
many  studies  of  the  flora  of  the  vaginal  tract  it  has 
been  demonstrated  that  the  organisms  commonly 
found  in  healthy  individuals  and  in  non-specific 
SMnptomless  leucorrhea  are  frequently  associated 
with  the  trichomonads.  The  fact  that  trichomonads 
are  rarely  found  in  acute  gonococcal  infections  and 
yet  are  observed  in  chronic  specific  cervicitis,  leads 
one  to  surmise  that  there  is  an  unknown  character- 
istic of  cell  protoplasm  and  tissue  fluid  which  under 
certain  conditions  e.xerts  a specific  influence  and 
causes  the  trichomonas  to  become  pathogenic. 

Obviously  there  are  many  factors  which  affect  the 
reaction  of  body  fluid  and  these  may  conceivably 
play  some  part  in  the  symptom  complex  of  tricho- 
monas vaginitis.  Consider,  for  example,  the  in- 
take of  a wide  variety  of  food  substances,  the  diges- 
tive activity,  secretion  and  excretion,  menstruation, 
pregnancy,  etc.  Do  the  ductless  glands  exert  some 
unknown  influence?  If  we  possessed  a more  com- 


prehensive understanding  of  the  complicated  chem- 
istry of  the  body,  the  answer  to  the  trichomonas  in- 
festations might  be  very  simple.  Studies  in  this 
direction  have  been  few  and  those  which  have  been 
undertaken  have  been  expensive  and  out  of  all  pro- 
portion to  their  practical  usefulness.  We  must  ad- 
mit that  at  the  present  time  we  are  groping  when 
we  endeavor  to  explain  the  cause  and  effect  relation- 
shiji  in  trichomonas  vaginitis. 


Course  of  the  Infection 
The  most  frequent  complaint  which  brings  the 
patient  to  the  physician  is  a vaginal  discharge.  In 
the  majority  of  cases  there  is  an  increase  of  the 
s}Tnptoms  prior  to  and  following  the  menses.  Many 
patients  will  give  a history  of  an  acute  vaginal  dis- 
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charge  which  subsided  without  medical  attention 
only  to  recur  at  the  subsequent  menstrual  epoch.  A 
leucorrhea,  usuall}’  copious,  watery,  and  foaming  or 
frothing,  beginning  somewhat  suddenly  with  ex- 
tei:nal  smarting  and  a very  disagreeable,  sourish 
odor,  is  the  usual  subjective  finding.  About  30  per 
cent  of  the  cases  will  complain  of  pain  and  burning 
on  urination  and  frequency.  Upon  vaginal  exami- 
nation the  vulva  in  most  cases  appears  inflamed, 
and  small,  granular,  hyperemic  or  punctate  lesions 
in  the  vagina  and  on  the  cervix  may  be  observed. 
The  urethra  is  often  found  inflamed.  The  exami- 
nation of  the  discharge  by  the  hanging  drop  or  the 
wet-slide  method  with  the  identification  of  the  para- 
site completes  the  diagnosis.  Should  there  be  a his- 
tory of  some  change  in  the  sexual  life  of  the  woman, 
or  her  husband  or  lover,  the  patient  may  think  she 
has  a venereal  infection.  Physicians  who  are  not 
familiar  with  the  vaginal  flora  and  who  fail  to  ex- 
amine slides  of  the  vaginal  discharge  in  these  cases 
will  frequently  err  in  the  diagnosis.  In  all  patients 
with  a vaginal  discharge  gonorrhea  must  be  con- 
sidered. 

Tre.vtment 

Three  principles  of  great  importance  are  to  be 
obser\'ed  in  the  treatment  of  this  infection;  viz.,  the 
maintenance  of  efficient  drainage;  the  use  of  a weak 
antiseptic  to  destroy  the  parasites  which  can  be 
reached;  and  mild  stimulation  of  the  tissues  to  in- 
crease their  resistance  to  the  trichomonads.  Gentle 
cleansing  of  the  entire  vaginal  tract  with  tincture 
of  green  soap  and  w'ater,  using  cotton  sponges,  is 
important  as  a preliminary  measure  in  any  type  of 
treatment.  There  can  be  no  doubt  that  in  many 
cases  vigorous  scrubbing  of  the  inflamed  vaginal 
mucosa  has  a tendency  to  increase  the  penetrability 
of  the  tissues,  produce  more  discharge,  add  to  the 
discomfort  of  the  patient,  and  prolong  the  infection. 

The  varieties  of  treatment  schemes  are  legion  and 
no  single  plan  has  worked  well  in  all  cases.  In  our 
experience,  80  per  cent  of  the  cases  will  be  controlled 
by  simple  methods  but  the  remaining  20  per  cent 
will  be  subject  to  recurrent  exacerbations  and  a few 
patients  will  suffer  despite  all  efforts.  We  have  care- 
fully investigated  clinically  many  types  of  treatment 
and  have  demonstrated  to  our  complete  satisfaction 
that  at  this  time  the  powders  are  the  most  efficacious. 

For  many  weeks  we  studied  a small  group  of  six- 
teen patients  who  received  a careful  and  gentle 


cleansing  of  the  vaginal  canal  with  soap  and  water 
followed  by  drying  with  absorbent  cotton.  The 
drying  process  was  completed  with  the  use  of  an 
electric  hair  dryer  such  as  is  used  in  barber  shops. 
In  order  that  the  drying  was  thorough,  a flexible 
extension  tube  one-half  inch  in  diameter  and  eight 
inches  long,  which  fitted  the  end  of  the  apparatus 
and  passed  through  the  lumen  of  a glass  speculum, 
was  used.  Following  the  drying,  the  vagina  was 
filled  with  a compound  of  fuller’s  earth,  kaolin  and 
talc. 

In  this  group  of  sixteen  cases  the  s>’mptoms  had 
been  present  from  one  to  fifty-two  weeks.  The  aver- 
age duration  of  the  complaint  was  three  months.  In 
three  instances  the  trichomonas  infection  followed 
an  attack  of  gonorrhea.  The  youngest  patient  was 
nineteen  and  the  oldest  thirty-seven  years  of  age. 
The  number  of  treatments  varied  from  one  to 
twenty-two;  the  average  for  the  group  was  seven. 
In  eleven  cases  no  improvement  was  noted  and  in 
two  cases  slight  relief  was  observed  for  a short 
while,  but  there  followed  a prompt  recurrence.  In 
six  patients  a cure  was  only  obtained  after  cauteri- 
zation of  the  cervix. 

The  essential  data  concerning  these  patients  is 
given  in  Chart  I. 

Another  method  of  treatment  which  was  used  with 
unsatisfactory  results  was  a modification  of  the 
technic  suggested  by  Drs.  Holden  and  Kleegman.^ 
They  advised  instillation  into  the  vagina  of  pyrolig- 
neous acid  and,  following  this,  the  application  of 
Lassar’s  paste.  Six  patients  in  our  clinic  were 
treated  with  the  p}Toligenous  acid  but  we  omitted 
the  Lassar’s  paste  and ' substituted  suppositories  of 
metaphen  1-2000  in  a boroglyceride  base.  In  two 
of  the  patients  the  treatment  was  used  only  once. 
One  patient  developed  a large  ulcer  on  the  cervix 
and  in  another  an  ulceration  of  the  vaginal  wall  was 
observed.  We  found  the  pyroligenous  acid  ver}'  ir- 
ritating even  when  it  was  diluted  one-half  strength, 
and  abandoned  its  use  at  once. 

Still  another  kind  of  treatment  used  consisted  of 
spraying  with  a hand  atomizer  of  a solution  of 
stovarsol  into  the  vagina  following  a thorough 
cleansing  of  the  canal.  Several  reports  from  the 
literature,  particularly  the  one  of  Gellhorn,^  praised 
highly  the  efficacy  of  this  drug.  In  twenty  cases 
which  we  treated  for  several  weeks,  about  half  ex- 
perienced relief  from  their  symptoms  but  the  end- 
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CHART  1 


Cases  Treated  with  Dry  Air* 


Age 

Comp. 

Symp.  Pres. 

Xo.  Treat. 

Imp. 

Unimp. 

Remarks 

27673 

22 

Disch. 

6 mo. 

9 

0 

X 

28941 

26 

Disch. 

2 mo. 

3 

0 

X 

27620 

21 

Disch. 

8 mo. 

2 

0 

X 

- 

27957 

24 

Disch. 

9 mo. 

1 

0 

X 

27688 

25 

Disch. 

2 wk. 

4 

0 

X 

Cautery  performed. 

27714 

25 

Disch.  Dys. 

2 dy. 

1 

0 

X 

27746 

23 

Disch. 

4 mo. 

11 

X ’ 

28351 

33 

Disch.  Dys. 

2 mo. 

6 

X 

28356 

23 

Disch.  Dys. 

3 mo. 

8 

0 

X 

28372 

37 

Disch.  D}  s. 

3 wk.  ’ 

22 

X 

Cured  after  cauterj'  and  metaphen. 

28388 

27 

Disch.  Dys. 

1 wk. 

16 

0 

X 

28640 

37 

Disch. 

6 wk. 

6 

0 

X 

28873 

20 

Disch.  Preg. 

1 mo. 

7 

X 

Recurrence.  Cautery. 

28743 

25 

Disch. 

9 

0 

X 

28707 

23 

Disch. 

1 mo. 

3 

28911 

19 

Disch. 

1 wk. 

4 

X 

Dysuria 

^Following  the  drying  process  a generous  ajnount  of  a simple  powder,  consisting  of  fuller’s  earth,  kaolin  and  talc,  was  placed  in  the  vagina. 


results  were  inferior  to  other  and  less  expensive 
methods.  This  procedure  was  discarded  after  a 
short  trial. 

We  also  tried  in  a small  series  of  resistant  cases 
a solution  of  silver  picrate  (silver  trinitropheno- 
late),  sold  under  the  trade  name  of  picratol.  About 
half  an  ounce  of  this  solution  was  instilled  into  the 
vagina  and  a tampon  inserted,  which  was  removed 
in  two  hours.  Several  of  our  gynecological  con- 
freres gave  high  praise  to  its  efficacy  but  we  had 
no  luck  with  it  and  its  use  was  discontinued. 

At  the  present  time  we  are  using  a powder  con- 
sisting of  o.xyquiline  sulphate  (chinogau),  boric  acid 
and  talc.  Following  careful  and  gentle  cleansing 
of  the  vaginal  tract  with  tincture  of  green  soap  and 
water  the  powder  is  deposited  in  the  upper  vagina 
with  a straight  glass  tube  blower.  These  treatments 
are  repeated  for  several  visits  at  twenty-four  hour 
intervals  and  then  at  longer  periods.  We  feel  that 
this  treatment  has  given  us  the  best  results  of  any 
therapy  to  date,  ^^’e  expect  to  report  in  detail  at  a 
later  time  on  the  results  of  this  method  of  treat- 
ment in  a large  series  of  patients. 


Conclusions 

1.  The  relationship  between  trichomonas  vagi- 
nalis and  persistent  leucorrhea  has  not  been  estab- 
lished, although  the  symptom  complex  is  a common 
one. 

2.  Proof  is  lacking  as  to  the  part  played  by  the 
two  strains  of  the  parasite,  viz.,  trichomonas  homi- 
nis  and  trichomonas  vaginalis,  in  vaginal  inflam- 
mations. 

3.  The  possibility  of  the  infection  being  precipi- 
tated by  a tissue  sensitization  of  unknown  cause  is 
discussed. 

4.  Trichomonads  are  rarely  found  in  acute 
gonococcal  infections  of  the  cervix,  but  are  often 
discovered  in  chronic  gonococcal  infections.  Why? 

5.  The  course  of  the  infection  and  several  varie- 
ties of  treatment  are  discussed. 

6.  Gentle  cleansing  with  soap  and  water  fol- 
lowed by  a careful  drying  with  cotton  swabs  and 
the  use  of  an  antiseptic  powder  containing  oxyqui- 
line  sulphate,  and  metaphen  suppositories  for  use  at 
home,  is  a valuable  method  of  treatment  in  our 
clinic. 
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PRESENT-DAY  MANAGEMENT  OF  CARDIOSPASM.* 


E.  Trible  Gatewood,  ]M.  D., 

Richmond,  Va. 


.K  discussion  of  so-called  cardiospasm  today  is 
not  entirely  unlike  discussions  of  this  subject  many 
years  ago,  because  the  pathogenesis  is  still  debatable 
and  the  treatment  remains  essentially  mechanical. 
The  early  symptoms  of  this  disease  are,  chiefly:  sen- 
sation of  fullness  about  the  neck;  excessive  accumu- 
lation of  saliva;  and  a desire  to  swallow  unneces- 
sarily with  or  without  discomfort.  At  this  time, 
many  of  these  patients  may  not  have  fully  developied 
cardiospasm,  but  are  experiencing  muscular  dysfunc- 
tion in  the  lower  portion  of  the  throat  and  the 
esophagus.  These  symptoms  may  easily  be  ignored 
or  regarded  as  imaginary  and  treated  on  an  empirical 
basis.  During  this  period  the  disease  becomes  fur- 
ther advanced  and  many  months  later  classical  symp- 
toms usually  appear,  namely:  sub-sternal  discomfort; 
difficult  swallowing;  regurgitation  and  emaciation. 

If  the  early  group  of  symptoms  is  recognized,  we 
should  be  able  to  diagnose  many  of  these  cases  be- 
fore complete  secondary  dilatation  of  the  esophageal 
lumen  develops. 

From  a review  of  the  literature,  it  would  seem 
that  few  of  these  conditions  are  recognized  and  re- 
ferred to  the  roentgenologist  for  study  in  the  forma- 
tive stage,  though  a careful  study  of  the  history 
given  by  patients  in  the  advanced  stage  of  the  dis- 
ease will  usually  elicit  that  symptoms  of  this  nature 
did  exist  many  months  previous  to  the  development 
of  the  classical  symptoms. 

The  definition  of  the  condition  commonly  known 
as  cardiospasm  has  been  debatable  for  many  years. 
From  a pathogenic  point  of  view,  there  has  been  a 
great  diversity  of  opinions  based  upon  many  investi- 
gations of  equal  importance. 

Studies  by  Mosher,  Plummer,  Jackson,  Brown- 
Kelly,  Hurst  and  others  have  done  much  to  elucidate 
some  of  the  many  problems  which  this  condition 

*Read  before  the  Richmond  Academy  of  Medicine,  No- 
vember 12,  1935, 


presents.  Many  leading  authorities  do  not  recog- 
nize this  type  of  stricture  in  any  sense  a true  spasm. 
Esophagoscopy  has  probably  done  more  to  disprove 
the  spasm  theory  than  any  one  or  all  methods  of 
study.  Direct  inspection  through  the  esophagoscope 
rarely  reveals  a resisting  spasm. 

The  cardiac  portion  of  the  esophagus  is  that  por- 
tion below  the  diaphragm  which  joins  the  stomach, 
and  many  investigators  have  expressed  doubt  as  to 
whether  or  not  there  exists  a true  sphincter  muscle 
at  this  particular  area.  However,  recognition  is 
made  of  the  fact  that  the  arrangement  of  the  muscle 
fibers  is  different  at  this  point. 

Jackson  has  expressed  the  belief  that  the  dysfunc- 
tion does  not  exist  in  the  cardiac  portion  of  the 
esophagus  at  all,  but  rather  in  that  portion  of  the 
esophagus  which  passes  through  the  diaphragm  and 
is  known  ‘as  the  hiatus.  He  speaks  of  the  condition 
as  “preventriculosis”  because  he  feels  that  the  dis- 
ease is  neither  in  the  cardia  nor  spasmodic  in  nature.^ 
Mosher’s  extensive  studies,  including  a large 
number  of  autopsies,  esophagoscopies  and  histologic 
sections,  lead  him  to  conclude  that,  in  most  cases, 
there  exists  a fibrosis  of  the  periesophageal  tissue 
in  the  crural  ring,  and  a fibrosis  of  the  musculature 
of  the  esophagus  below  the  diaphragm.^ 

Hurst  thinks  that  the  functional  obstruction  is 
due  to  the  fact  that  the  peristaltic  waves  which  pass 
down  the  esophagus  in  swallowing  are  not  followed 
by  relaxation  of  the  cardia,  which  is  due  to  organic 
disease  of  Auerbach’s  plexus  of  the  lower  esophagus. 
He  quotes  Ruke  and  Cameron  in  this  contention.^ 
Craig,  Vinson  and  others,  of  the  Mayo  Clinic,  re- 
gard the  disease  as  the  result  of  degenerative  changes 
in  the  vagal  nerves  and  predominant  activity  of  the 
sympathetic  nervous  system.'* 

With  the  many  speculative  theories  advanced,  it 
is  readily  seen  that  there  is  nothing  definitely  known 
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about  the  cause  of  this  disease.  It  is  generally  as- 
sumed that  the  lesion  involves  the  esophagus  at  or 
below  the  level  of  the  diaphragm  and  the  cardia  is 
not  necessarily  spasmodic. 


Fig.  1. — ^Cardiospasm  in  early  stage.  No  dilatation. 

The  disease  is  not  limited  to  any  period  of  life 
nor  is  it  peculiar  to  either  sex  or  race.  The  sub- 
jects are  not  necessarily  neurotic  nor  related  to  any 
habit  disease.  The  condition  does  appear  to  be 
primarily  functional  and,  with  long  existence,  it 
tends  to  develop  definite  organic  changes. 

The  diagnosis  of  cardiospasm  is  very  simple  in 
fully-developed  cases,  but  to  recognize  these  cases 
before  the  late  symptoms  develop  requires  a careful 
history,  consideration  of  vague  SATnptoms,  and  re- 
peated roentgen-ray  studies.  Difficult  swallowing. 


Fitr.  2. — Cardiospasm  in  second  degree  stage.  Moderate 
amount  of  dilatation. 

regurgitation,  cough  and  loss  of  weight  are  late 
symptoms  and  are  usually  associated  with  cases  in 
which  organic  changes  have  become  established. 

Pain  was  noted  in  262  out  of  500  patients  ex- 
amined at  the  Mayo  Clinic,  and  nocturnal  regurgi- 


tation was  complained  of  in  181  patients  of  the  same 
number.  Cold  fluids  alone  frequently  excite  dvs- 
phagia,  when  various  types  of  solid  foods  mav  be 
swallowed  with  no  appreciable  discomfort.  Noc- 
turnal cough  is  often  produced  by  regurgitation  of 
stagnant  fluids  when  the  patient  is  in  the  recumbent 
position.  E.xcessive  accumulation  of  saliva  at  night 
is  said  to  be  caused  by  esophageal  blockage  and  may 
be  regarded  as  an  early  symptom.  Patients  present- 
ing s}-mptoms  of  this  nature  should  be  first  studied 
with  the  fluoroscope  and  a barium  meal.  The  diag- 
nosis remains  to  be  confirmed,  however,  b}-  esophago- 
scopy.  The  t\-pical  conical  constriction  of  cardio- 
spasm visualized  by  the  barium  fluid  cannot  be  def- 
initely relied  upon  to  exclude  malignancy,  cica- 
tricial stenosis  following  peptic  ulcer  and  allied 
lesions. 


Fig.  3. — Typical  advanced  case  of  the  fusiform  type. 

Carcinoma  of  the  lower  esophagus  in  its  variable 
stages  is  often  confusing.  Roentgen-ray  study  is 
usually  convincing  for  carcinoma  when  the  barium 
column  is  irregular  with  abrupt  stoppage  at  the 
lower  end.  However,  biopsy  must  be  relied  upon  for 
a positive  diagnosis,  ^^hnkelstein  recently  reported 
six  cases  of  esophageal  peptic  ulcer  with  secondary 
spasm  which,  in  similar  instances,  may  be  confused 
with  mild  cases  of  cardiospasm  until  esophagoscopy 
is  performed.®  Angio-neurotic  edema  of  the  esoph- 
agus is  said  to  be  difficult  to  distinguish  from 
cardiospasm  before  dilatation  has  fully  developed. 
Jackson  has  shown  cases  of  this  nature  with  marked 
.stenosis.®  Moersch  and  Camp,  of  the  Mayo  Clinic, 
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reported  last  year  a group  of  cases  presenting  signs 
of  constriction  of  the  lower  portion  of  the  esophagus, 
which  they  regarded  as  a new  clinical  entity J There 
was  no  dilatation  above  and  no  association  with  any 
organic  lesion.  Further  study  and  observation  of  a 
greater  number  of  similar  cases  may  associate  this 
entity  with  cardiospasm  in  its  early  stage. 

In  general,  the  treatment  of  cardiospasm  is  dietary 
and  mechanical.  However,  there  are  some  psycho- 
neurotic factors  in  certain  cases  that  demand  con- 
sideration. The  nervous  element  in  these  cases  is 
undoubtedly  aggravated  by  the  extreme  emaciation 
and  fear  of  failure  to  swallow.  Medication  plays 
little  or  no  part  in  giving  these  patients  relief.  Ac- 
cording to  Gun’s  experiments,  atropine  has  no  re- 
laxing effect  on  the  cardiac  portion  of  the  esophagus. 
He  studied  many  of  these  cases  with  the  fluoroscope 
after  administering  the  drug  in  massive  doses.  Pa- 
tients who  have  developed  marked  dilatation  of  the 
walls  are  frequently  so  uncomfortable  that  it  becomes 
necessary  for  them  to  wash  out  their  esophagus  be- 
fore retiring.  It  is  said  that  the  closed  cardia  can 


Fi&.  4. — Pear-shaped  type  with  extensive  dilatation. 

support  an  eight-inch  column  of  water.  Hence,  the 
dilated  esophagus  is  usually  filled  with  stagnant 
foods  and  fluid. 

The  diet  is  of  considerable  importance.  Certain 
foods  will  immediately  precipitate  an  attack.  Others 
tends  to  create  a soothing  effect.  Coarse  and  highly 
seasoned  foods  are  poorly  tolerated.  Cold  drinks  of 
any  kind  frequently  aggravate  the  condition.  Ice 


cream  and  ices  are  particularly  harmful.  In  general 
the  diet  should  be  warm  and  smooth. 

Local  treatment  to  the  lesion  itself  has  always  at- 
tracted considerable  interest.  Mikulicz,  in  1882, 
proclaimed  this  condition  spasmodic  in  nature  and 
practiced  stretching  the  cardia  with  fingers  intro- 
duced from  below,  through  the  stomach. 


Fijr.  5. — Mosher’s  barium  striped  pneumatic  dilator  in  siiu. 

Central  constriction  indicates  cardiospasm  resistance. 

Bougies  have  received  wide  attention  in  the  treat- 
ment of  this  condition.  However,  Brown-Kelly  be- 
lieves that  the  passage  of  sounds  and  bougies  is 
helpful  only  in  slight  cases.  Lesions  of  short  exist- 
ence are  frequently  benefited  by  this  method.  Some- 
times in  these  cases  the  passage  of  the  esophagoscope 
alone  gives  relief. 

It  is  difficult  to  place  dilating  instruments  in  a 
diseased  esophagus  accurately,  by  blind  methods. 
To  do  so  is  to  subject  the  patient  to  unwarranted 
hazards  which  may  prove  fatal.  This  is  particularly 
true  of  chronic  types  with  thin  dilated  walls.  Since 
the  advent  of  the  esophagoscope,  we  have  learned 
more  about  diseases  of  the  esophagus  with  an  im- 
proved application  of  treatment. 

I'here  are  several  forms  of  dilators  in  use  today, 
such  as  the  Plummer  hydrostatic  bag,  the  Hurst 
mercury  apparatus  and  the  different  types  of  pneu- 
matic devices,  all  of  which  serve  a useful  purpose. 
The  instrument  itself  is  of  less  importance  than  the 
manner  of  application.  The  first  introduction  of  a 
dilator  should  be  visualized  either  directly  through 
the  esophagoscope  or  indirectly  through  the  fluoro- 
scope, depending  upon  the  nature  of  the  individual 
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lesion.  However,  in  certain  cases  it  is  often  neces- 
sary to  enlist  the  aid  of  a string  guide — that  is,  to 
have  the  patient  swallow  several  feet  of  surgical 
thread  weighted  with  a shot.  This  should  be  done 
the  night  before  the  introduction  of  the  dilator  so 
that  the  string  may  be  well  located  in  the  intestines. 
Before  the  dilator  is  inserted,  the  proximal  end  of 
the  string  is  passed  through  its  tip  and  made  taut 
for  a guide. 

Tucker  has  ingeniously  devised  a pneumatic  dila- 
tor that  can  be  passed  through  the  esophagoscope 
and  expanded  under  direct  vision.  This  instrument 
is  of  especial  convenience  in  that  it  may  be  used  at 
the  time  that  the  patient  is  being  examined  with 
the  esophagoscope,  to  confirm  or  disprove  the  orig- 
inal diagnosis.  The  Tucker  instrument  and  the 
string  guide  probably  offer  the  best  method  of  treat- 
ing unusual  or  difficult  cases  with  precision  and 
safety.* 

^losher  considers,  as  a rule,  the  barium  striped 
bag  as  the  most  satisfactory  means  of  dilating  the 
lower  end  of  the  esophagus.®  The  barium  striped 
pneumatic  dilator  of  his  design  used  in  conjunction 
with  fluoroscopic  guidance  during  the  initial  inser- 
tion constitutes  a modern,  safe  and  efficient  proce- 
dure in  the  treatment  of  the  fusiform  type  of  case. 
After  inserting  the  Mosher  dilator,  the  apparatus  is 
manipulated  through  the  constricted  portion  of  the 
esophagus  under  the  guidance  of  a fluoroscope.  The 
graduated  measurement  on  the  tube  is  noted  at  the 
patient’s  upper  teeth.  The  measurement  may  then 
be  used  for  subsequent  insertions  of  the  instrument 
upon  the  same  patient,  without  the  aid  of  the  fluoro- 
scope and  with  dependable  accuracy. 

It  is  preferable  to  give  a series  of  stretchings  with 


graduated  pressure  rather  than  to  use  maximum  pres- 
sure at  the  first  sitting.  Sufficient  pressure  should 
be  used  to  cause  the  patient  a definite  sensation,  but 
not  enough  to  cause  severe  pain.  The  dilator  is  left 
in  position  after  inflation  from  one  to  four  minutes, 
depending  upon  the  patient’s  reaction. 

It  is  astonishing,  in  many  cases,  what  one  dilata- 
tion will  accomplish.  The  patient  will  immediately 
begin  to  swallow  with  impunity.  However,  in  other 
cases,  repeated  dilatations  may  be  necessary’  to  main- 
tain the  patient  symptom  free.  Long  existing  cases 
are  more  difficult  to  relieve  and  the  extensively  di- 
lated walls  usually  remain  stationary. 
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PULMONARY  HEMORRHAGE.* 


J.  B.  XlCHOLLS,  M.  D., 
Catawba  Sanatorium,  Va. 


Pulmonary  hemorrhage  includes  the  expectoration 
of  blood  from  the  lungs,  bronchi,  trachea  or  laiynx. 
It  may  consist  of  the  spitting  of  very  small  amounts 
of  blood,  so-called  streaking  or  blood-streaked 
sputum,  to  copious  amounts  of  as  much  as  a quart 
or  more,  and  it  may  occur  over  a period  of  a short 

*Read  before  the  Southwestern  Virginia  Medical  So- 
•city  at  Galax,  Va.,  April  2-3,  1936. 


time  or  the  recurring  hemoptyses  may  extend  over  a 
period  of  several  days  or  weeks 

Any  inflammatory  process  resulting  in  an  active 
hyperemia,  as  well  as  a passive  congestion,  may  cause 
the  spitting  of -blood.  It  may  come  from  blood 
vessels  of  any  size — capillaries,  arteries  or  veins.  It 
may  come  from  an  exudative  process  as  a result  of 
inflammatory  changes  in  the  lungs.  As  a general 
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rule,  the  larger  the  quantity  of  blood  expectorated, 
the  more  extensive  and  more  marked  is  the  inflamma- 
tory condition  present,  and  large  hemorrhages  often 
come  from  the  rupture  of  a large  blood  vessel,  where 
the  blood  vessel  wall  is  weakened  or  where  there  may 
be  aneurysm  of  the  blood  vessel.  . 

Authors  enumerate  a large  number  of  conditions 
or  diseases  which  may  cause  pulmonar}’  hemorrhage, 
some  mentioning  fifty  or  more  conditions  which  will 
cause  bleeding  from  the  air  tract,  excluding  the  nose, 
phaix’nx,  mouth  and  accessor}-  sinuses. 

It  is  not  our  purpose  to  take  up  every  one  of  these 
conceivable  things  which  may  cause  pulmonary 
hemorrhage.  We  wish  to  present  some  of  the  most 
frequent  causes  of  pulmonary  hemorrhage,  some  of 
the  things  that  you  and  I see  in  practice  from  day  to 
day,  or  some  of  the  things  we  see  that  frequently 
cause  hemoptyses. 

Before  taking  up  some  of  the  conditions  which  we 
wish  to  mention,  there  are  two  things  that  we  may 
have  in  mind  with  reference  to  pulmonary  hemor- 
rhage: First,  the  diagnosis  or  what  is  the  cause  of 
the  hemorrhage;  second,  the  treatment  or  what  can 
be  done. 

The  cause  of  the  hemorrhage  may  be  suspected 
often  from  the  information  which  the  physician  has 
about  the  patient,  in  that  the  family  physician  is 
familiar  with  the  patient’s  past  history,  state  of 
health,  the  diseases  that  may  be  present  in  the  mem- 
bers of  the  family  which  could  probably  have  a 
bearing  on  the  patient’s  condition  or  sv-mptoms.  Of 
course,  if  the  physician  has  never  seen  the  patient 
before,  then  he  is  unfamiliar  with  the  history  and 
it  may  be  necessaix'  to  go  into  the  patient’s  past  his- 
tory-, together  with  the  family  history.  It  is  well  to 
listen  to  the  patient’s  explanation  of  the  cause  of  the 
hemorrhage,  or  the  explanation  of  the  family,  even 
though  it  may  turn  out  to  be  a poor  explanation  or 
one  that  is  entirely  wrong.  Though  it  may  not  be 
the  correct  explanation,  at  the  same  time  there  may 
be  something  in  the  history  which  has  a bearing  on 
the  condition. 

The  stethoscope  can  be  used  to  a limited  extent, 
although  it  is  not  usually  advisable  to  put  the  patient 
through  a thorough  physical  examination  of  the 
chest,  when  he  is  hemorrhaging  or  for  a few  hours 
following  the  hemorrhage,  as  any  unusual  exertion 
may  do  more  harm  than  the  good  that  can  be  ob- 
tained from  the  examination.  When  there  are 


rather  marked  pathological  changes  in  the  lung  or 
lungs,  sometimes  following  a large  hemoptysis,  a 
certain  amount  of  information  may  be  obtained  by 
listening  with  the  stethoscope  over  the  chest,  in  that 
there  will  be  definite  signs  of  pathology  present,  as 
indicated  from  the  abnormal  physical  findings  as 
heard  on  auscultation,  and  sometimes  fairly  large 
bubbling  or  moist  rales  can  be  heard  over  an  area 
of  the  chest.  This  to  a certain  extent  will  help  one 
to  determine  if  the  bleeding  is  coming  from  the 
lungs;  and,  if  so,  which  side.  While  not  always 
true,  in  a good  number  of  cases  the  sensation  the 
patient  gets  from  the  bleeding  helps  to  a fairly  ac- 
curate degree  to  tell  us  from  w-hich  side  of  the  chest 
it  is  coming. 

Following  a hemorrhage,  when  the  patient  has  re- 
covered sufficiently  to  enable  him  to  be  moved,  it 
is  well  to  make  an  X-ray  examination  of  the  chest, 
when  it  is  possible  to  do  so,  for  this  is  often  of  great 
help  to  determine  the  cause  of  the  condition  and 
the  extent  of  the  disease,  if  present.  X-ray  films 
of  the  chest  will  not  usually  show  the  presence  of 
blood  in  the  lungs. 

Examination  of  the  sputum  or  material  expecto- 
rated is  of  value  in  determining  the  cause  of  the 
condition,  especially  in  that  a study  of  the  organ- 
isms present  will  help  lead  us  to  a correct  diag- 
nosis. 

X^ow  we  will  take  up  some  of  the  common  condi- 
tions that  cause  pulmonary  hemorrhage  and,  lastly, 
mention,  in  a general  w-ay,  the  things  that  may  be 
done  for  the  relief  or  treatment  of  same. 

Acute  Respiratory  Infections.  Many  patients  ex- 
pectorate blood  in  small  amounts  with  infections  of 
the  respirator}-  system,  such  as  acute  colds,  acute 
bronchial  conditions,  or  influenza.  If  we  are  satis- 
fied that  no  other  condition  is  present,  the  expec- 
toration of  a small  amount  of  blood  is  of  no  definite 
harm  and  does  not  usually  need  an}-thing  other  than 
the  routine  treatment  and  quiet  which  is  necessary 
for  the  condition  as  a temporary  measure,  until  the 
patient  has  had  sufficient  time  to  recover. 

Pneumonia.  Blood  spitting  that  occurs  in 
pneumonia  is  often  typical  of  the  disease,  and,  even 
when  early,  the  diagnosis  of  pneumonia  has  often 
been  made  before  there  is  any  hemoptysis.  It  might 
be  well  to  say  here  that  sometimes  pleurisy  with 
large  effusions  may  be  diagnosed  as  pneumonia.  It 
is  also  true  that  tuberculous  patients  may  have  a 
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pneumonic  condition  secondary  to  their  tuberculosis. 
'\^'ith  patients  who  are  suffering  from  chronic  pul- 
monar}-  tuberculosis,  and  who  have  intercurrent  in- 
fluenza, it  is  very  difficult  at  times  to  determine  if 
they  have  a reactivation  or  flare-up  of  the  tuber- 
culous lesion,  or  if  they  have  influenza.  So,  these 
things  should  be  kept  in  mind  as  a possibility  in 
cases  of  suspected  or  diagnosed  pneumonia,  when 
there  has  been  blood  spitting. 

Pulmonary  Tuberculosis.  Of  all  diseases,  it  is 
probably  the  most  frequent  that  causes  pulmonary 
hemorrhage.  Therefore,  in  hemoptysis,  it  should  be 
borne  in  mind  first,  and  should  be  kept  in  mind  un- 
til the  physician  is  satisfied  that  he  has  excluded 
tuberculosis  and  something  else  is  the  cause  of  the 
blood  spitting. 

Bronchitis.  Acute  or  chronic,  but  what  I wish 
to  lay  stress  on  is  chronic  bronchial  aft'ections, 
whether  secondary  to  known  causes,  such  as  sinus 
infections,  or  not.  We  may  also  include  in  this 
bronchiectasis,  which  is  chronic,  either  of  a mild  or 
a severe  nature,  and  which  has  a tendency  to  pro- 
gress. In  many  of  these  cases,  especially  in  bron- 
chiectasis, the  first  alarming  symptom  that  causes 
the  patient  to  seek  attention  is  hemorrhage.  As  a 
general  rule,  a careful  histor}-  and  questioning  wll 
lead  one  to  suspect  the  pvossibility  of  a chronic  bron- 
chial affection  or  a bronchiectasis.  When  the  con- 
dition is  advanced  the  symptoms  and  signs  are  fairly 
obvious  that  a bronchiectasis  is  present.  It  has  to 
be  differentiated  from  tuberculosis. 

These  patients  may  give  a history'  of  recurring  at- 
tacks of  cold  or  bronchitis,  which  may  have  started 
in  childhood  with  diseases  such  as  whooping  cough 
or  measles  and  gradually  progressed  or  became  worse 
o\'er  a period  of  years,  or  may  have  commenced  in 
later  life  following  pneumonia  or  influenza.  A care- 
ful study  of  the  history  is  of  great  help  in  determin- 
ing these  non-tuberculous  conditions.  Repeated 
sputum  examinations  are  necessar}-  at  times  to  ex- 
clude tuberculosis,  and  physical  and  X-ray  findings 
are  of  considerable  value  in  some  cases,  especially  if 
the  condition  is  advanced,  but  may  be  of  little  or 
not  of  great  value  in  early  or  mild  cases.  But  if  the 
complaint  is  of  long  standing  and  the  physical  and 
X-ray  findings  are  slight,  we  are  more  likely  to  have 
a chronic  non-tuberculous  infection.  Also,  many 
of  these  cases  show  tlie  most  definite  abnormal 
changes  in  the  lower  halves  of  the  lungs,  from  both 
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the  physical  and  X-ray  findings.  Sometimes  tuber- 
culosis is  basal  in  origin,  but  it  is  ver}’  difficult  to 
diagnose  it  when  so  located,  without  a positive 
sputum.  Lipiodol  injection  will  help  sometimes  to 
bring  out  a bronchiectasis  which  cannot  be  deter- 
mined otherwise.  Many  of  these  patients’  general 
condition  is  very  good  for  years,  until  they  have 
reached  the  advanced  condition  where  the  severe 
cough  and  exp>ectoration  and  profuse  sputum,  with 
odor,  makes  the  diagnosis  fairly  easy. 

Pulmonary  Abscess.  May  occur  in  any  portion  of 
the  lung.  .\s  a general  rule,  in  the  great  majority 
of  those  we  have  seen,  the  condition  has  been  in 
the  middle  or  lower  portion  of  the  lung;  on  one  or 
two  occasions  we  have  seen  upper  lobe  abscesses. 
The  histon.’  often  is  a great  help  in  arriving  at  a 
diagnosis  of  this  condition,  in  that  there  may  have 
been  some  operative  procedure,  such  as  tonsillectomy 
or  the  extraction  of  teeth,  which  was  followed  within 
about  two  weeks’  time  with  severe  cough  and  pro- 
fuse expectoration,  with  a ver}-  foul  odor.  These 
patients  sometimes  have  rather  severe  and  large 
hemorrhages.  Repeated  sputum  examinations,  with 
careful  study  of  X-ray  films  and  the  history  of  the 
illness  will  often  help  in  the  correct  diagnosis. 

Chronic  Heart  Disease.  Especially  with  mitral 
stenosis,  pulmonary  hemorrhage  is  not  unusual  in 
these  cases.  The  chief  reliance  of  diagnosis,  of 
course,  is  on  the  histor}-  and  symptoms,  together  with 
the  physical  findings  of  the  heart  condition;  often 
the  heart  is  enlarged.  Recently  we  had  a patient 
with  a history  of  having  had  repeated  hemorrhages 
previous  to  admission,  and  on  two  occasions  while 
in  the  sanatorium  he  hemorrhaged;  all  indications 
point  to  the  heart  condition  as  being  tlie  cause  of 
the  hemorrhage. 

Cancer  (Malignancy)  of  the  Lungs.  With  a com- 
plaint of  hemoptysis  and  no  past  histor}-  to  explain 
the  condition,  with  negative  physical  and  X-ray 
findings,  in  people  of  middle  age  or  past,  careful 
consideration  should  be  given  to  the  possibility  of  a 
malignancy  of  the  lining  of  the  bronchial  tubes. 
Bronchoscopy  may  be  of  value  in  suspected  malig- 
nancy of  a bronchus.  The  condition  may  have  de- 
veloped to  the  extent  that  it  can  be  show-n  on  the 
X-ray  film,  and  certain  types  of  malignancy  are 
easily  recognized  while  others  may  cause  some  worry 
in  order  to  arrive  at  a correct  conclusion. 

Foreign  Bodies.  The  presence  of  a foreign  body 


1936] 


Virginia  Medical  Monthly 


233 


sometimes  will  explain  a hemorrhage.  In  some  in- 
stances, it  is  known,  or  the  history  may  be  obtained 
of  a suspected  foreign  body;  in  others,  the  patient 
is  unaware  of  the  foreign  body  being  present  in  a 
bronchus.  The  following  history  is  interesting  from 
the  standpoint  of  a foreign  body  being  the  cause  of 
hemoptysis : A middle-aged  patient  was  admitted  to 
the  Sanatorium  for  suspected  pulmonar}'  tuberculosis 
on  account  of  repeated  small  hemoptyses.  The  gen- 
eral condition  was  good  and  there  were  no  marked 
symptoms.  While  remaining  cjuiet  in  bed  she  got 
along  perfectly  all  right  but,  on  being  allowed  to 
get  up  or  bend  over,  she  had  a tendency  to  have 
small  hemoptyses.  After  cjuestioning  her  a number 
of  times,  it  developed  that  she  had  fallen  sometime 
previous  to  her  admission  to  the  Sanatorium,  and 
broken  a plate  in  her  mouth  and  had  found  all  the 
pieces  but  one.  An  X-ray  examination  of  the  chest 
showed  a portion  of  the  plate  in  the  bronchial  tube. 
Removal  of  this  ended  the  hemoptyses. 

Pneumonoconiosis.  Some  cases  of  pneumono- 
coniosis  will  expectorate  blood  but  in  our  experience 
the  majority  of  the  patients  who  have  pneumono- 
coniosis do  not  give  a history  of  hemoptysis.  It  is 
true  we  have  not  seen  a great  many  patients  with 
the  inhalation  of  dust  of  the  type  that  is  considered 
harmful.  With  the  exception  of  a few  cases  of 
silicosis,  most  of  the  chests  we  have  seen  in  which 
there  was  inhalation  of  foreign  particles  pre.sent, 
the  condition  was  due  to  soft  coal  dust,  which  of  it- 
self did  not  affect  the  patient's  health  to  any  great 
extent,  nor  cause  hemoptyses. 

A few  other  things  which  we  have  not  seen  often 
but  which  may  cause  hemorrhage  from  the  lungs  and 
should  be  mentioned  are  gangrene  of  the  lungs, 
pulmonary  infarction,  fungus  infections,  and  aortic 
aneurysm. 

In  addition  to  the  above-mentioned  conditions,  we 
see  a few  patients  every  year  in  which  there  is  a 
history  of  one  or  more  clear-cut  hemorrhages  which 
are  usually  followed  by  no  symptoms,  and  from  the 
examinations  of  the  chest  we  are  unable  to  make  out 
anything  abnormal.  In  these  we  are  just  unable 
to  determine  the  cause,  and  they  remain  undiag- 
nosed. 

Treatment,  or  What  Can  Be  Done.  First,  for 
streaked  sputum,  or  a small  hemorrhage  of  a dram 
or  less,  quiet,  with  rest  in  bed,  and  assurance  to 
the  patient,  is  often  all  that  is  necessary.  Sometimes 


streaked  sputum  or  a small  hemoptysis  may  be  the 
forerunner  of  a more  alarming  condition  in  the  way 
of  a large  hemorrhage  later  on.  In  general,  for  a 
hemoptysis  which  amounts  to  more  than  a very  small 
quantity  of  blood,  the  quiet,  with  rest  in  bed,  is 
probably  the  most  beneficial  and  most  helpful  thing 
that  can  be  done.  The  matter  of  rest  should  vary 
from  two  to  three  days  to  longer  periods,  depending 
on  what  is  the  cause  of  the  hemorrhage,  the  symp- 
toms following  it,  and  the  seriousness  of  the  condi- 
tion. 

The  position  in  bed  is  not  a matter  of  great  im- 
portance, except  the  patient  should  usually  be  flat 
and  quiet,  or  he  may  have  his  head  and  shoulders 
on  one  or  two  pillows  if  he  is  more  comfortable  in 
that  position. 

An  ice-cap  for  a few  hours  over  the  chest  does 
no  harm  and  may  help  to  an  extent  in  allaying  the 
patient’s  fear,  although  I do  not  know  that  it  is  of 
value  in  having  any  effect  on  stopping  the  hemor- 
rhage. 

Most  patients  who  have  bleeding  from  the  lungs 
or  air  passages  have  a tendency  to  cough.  If  the 
cough  is  slight,  there  is  no  urgent  necessity  for  any 
remedy  for  it.  If  the  cough  is  moderate  or  severe, 
codeine,  grains  one-fourth  to  one,  may  be  of  value, 
either  hypodermically  or  by  mouth.  The  patient 
should  be  given  help  to  control  the  cough  if  it  is 
severe;  at  the  same  time,  narcotics  should  not  be 
given  to  a degree  where  the  sense  of  cough  is  en- 
tirely depressed,  for  it  is  probably  better  for  the  pa- 
tient to  cough  to  a limited  extent  in  order  to  expel 
such  blood  as  may  be  in  the  lungs  or  air  passages. 

In  the  case  of  extreme  nervousness,  it  might  be 
well  to  use  hypodermically  a small  dose  of  mor- 
phine, from  one-sixteenth  to  one-eighth  grain,  but 
w’e  prefer  codeine  to  morphine  unless  there  is  def- 
inite indication  for  the  use  of  something  more  power- 
ful than  codeine  to  help  keep  the  patient  reasonably 
quiet. 

Calcium  in  some  form,  preferably  calcium  gluco- 
nate, can  be  used  intravenously  or  intramuscularly 
for  a few  doses. 

Some  of  the  hemostatic  preparations  are  often 
used;  we  have  used  thromboplastin  subcutaneously 
for  a number  of  years,  yet  I do  not  know  that  it  has 
ever  stopped  a hemorrhage. 

In  suitable  cases  in  bleeding  from  the  lung,  when 
it  can  be  determined  from  which  side,  collapse 
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Therapy  may  be  used  to  considerable  advantage,  as  it 
will,  no  doubt  stop  hemorrhaging  in  many  cases. 
Especially  is  it  of  value  in  pulmonar}-  tuberculosis, 
and  artificial  pneumothorax  is  the  simplest  and  most 
convenient  form  of  collapse  therapy.  The  proper 
collapse  of  a bleeding  lung  will  often  stop  hemor- 
rhage. It  may  be  used  as  a temporar}-  measure  or 
it  may  be  continued  as  a curative  measure,  if  the 
condition  present  indicates  its  continued  used. 

As  to  other  drugs  and  remedies  that  have  been 
used,  such  as  nitro-glycerine,  tincture  veratrum, 
ergot,  gelatin,  atropine,  probably  they  do  no  harm, 
but  after  a period  of  years  we  have  not  been  able 
to  satisfy  ourselves  that  they  are  of  definite  benefit. 
For  instance,  a number  of  years  ago  our  standing 
order  for  pulmonary  hemorrhage  was  to  break  an 
amyl  nitrite  pearl  for  the  patient  to  smell  to  lower 
his  blood  pressure;  what  effect  it  had  on  lowering 
the  pulmonar}-  blood  pressure,  I do  not  know.  An 
ice-cap  was  placed  on  the  chest.  The  blood  pres- 
sure was  taken  ever}-  four  hours ; if  the  systolic  pres- 
sure was  above  100,  the  patient  was  given  either 
nitro-glycerine.  sodium  nitrite  or  tincture  veratrum, 
in  order  to  keep  the  pressure  below  100.  At  the 
same  time,  codeine  or  morphine  was  used  to  help 
allay  the  cough  and  keep  the  patient  quiet.  The 
patient  was  kept  in  bed,  perfectly  quiet,  not  allowed 
to  turn  or  move,  was  fed  for  several  days  with 
cold  foods,  and  a small  dose  of  magnesium  sulphate 
Avas  given  ever}-  morning.  Calcium  Avas  giA-en  ever}- 
four  hours  for  tA\-o  days. 

\\’e  gradually  got  aAvay  from  some  of  these  things 
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and,  A\-hile  the  patient  is  still  kept  quiet  in  bed  dur- 
ing and  folloAving  hemoptysis,  he  is  alloAved  to  move 
to  a certain  extent  shortly  after  the  hemorrhage 
stops,  so  that  he  may  be  in  a comfortable  position 
Avith  a A'ieAv  to  lessening  the  cough  and  to  giA-e  more 
quiet  and  rest.  As  mentioned  aboA-e,  Ave  use  codeine, 
if  indicated,  to  help  control  the  cough;  if  there  is  no 
cough  folloAving  the  hemorrhage,  then  no  codeine  is 
used.  Thromboplastin  and  calcium  are  used  in 
some  cases.  And  the  food  for  a day  or  so  is  light 
and  not  A-er}-  hot.  Collapse  therap}-  may  be  used  if 
it  is  possible  to  do  so. 

In  recent  years,  AA-ith  AA'hat  Ave  may  call  little 
treatment  for  pulmonar}-  hemorrhage,  the  patients 
haA’e  gotten  along  just  as  well  during  and  following 
hemorrhages  as  they  did  years  ago  AA-ith  the  mam- 
remedies  AA-e  used.  Frankly,  outside  of  keeping  the 
patient  reasonably  quiet,  using  some  codeine  if  in- 
dicated, and  collapse  therapy  AA-hen  possible,  I do 
not  knoAv  that  amthing  else  AA'e  haA'e  used  has  had 
any  great  benefit  or  effect  in  stopping  or  preventing 
hemorrhaging.  Sometimes  I fear  AA'e  used  to  do  too 
much  for  the  patient’s  OAvn  good,  and  I hope  AA-e  do 
enough  at  the  present  time  rather  than  too  little,  but 
in  the  long  run  most  bleeding  from  the  air  passages 
stops  of  itself,  and  Ave  have  no  measures  to  control 
it  to  any  great  extent.  Only  a small  percentage  of 
patients  actually  bleed  to  death  from  pulmonary 
hemorrhage,  although  the  hemorrhage  itself  may  be 
folloAA-ed  by  complications  AA-hich  are  serious,  or  ma}- 
result  from  some  condition  that  is  serious. 


PREMATURE  SEPARATION  OF  THE  PLACENTA— WITH  A 
REVIEW  OF  ITS  STATUS  IN  THE  LAST  TEN  YEARS 
AT  THE  NORFOLK  PROTESTANT  HOSPITAL.* 


Richard  B.  Xicholls,  M.  D., 

Norfolk,  Va. 


The  various  hemorrhages  during  the  last  trimester 
of  pregnancy  offer  to  the  obstetrician  one  of  the  ripest 
fields  for  the  reduction  of  maternal  mortalit}-.  Hem- 
orrhage per  se  causes  10  per  cent  of  all  maternal 
deaths,  and.  unfortunately,  this  figure  has  not  been 
materially  reduced  during  the  past  tAventy  years,  de- 
spite the  adA-ent  of  transfusions.  This  figure  Avould 
be  increased  to  28  per  cent  if  all  deaths  due  to  abor- 

*Read before  the  Norfolk  Counn-  Medical  Society, 
January  27,  1936. 


tions,  accidents  of  labor,  and  ectopic  pregnancies 
AA-ere  included.  But  this  paper  Avill  deal  specifically 
Avith  only  one  and  probably  the  most  dangerous  and 
fatal  of  all  hemorrhages  threatening  the  life  of  the 
pregnant  AA’oman  in  the  last  trimester  of  pregnancy — 
that  of  premature  separation  of  the  placenta.  A con- 
servatiA-e  estimate  of  the  mortalit}-  for  all  cases  is 
between  5 per  cent  and  10  per  cent.  Troupin,  from 
the  Boston  City  Hospital,  in  his  series  of  eighty- 
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seven  cases,  from  1916  to  1931,  gives  a mortality 
rate  of  from  14  per  cent  to  16  per  cent.  Polak,  in 
his  review  of  the  literature,  found  a mortality  rate 
of  between  2.6  per  cent  to  66  per  cent. 

Before  I proceed  to  a more  detailed  discussion  of 
this  subject,  I want  to  briefly  review  all  the  cases  of 
this  type  which  have  occurred  over  a period  of  ten 
years,  1925  through  1935,  at  the  Norfolk  Protestant 
Hospital.  In  4,551  obstetric  deliveries,  there  were 
thirteen  cases  of  premature  separation  of  the  plac- 
enta, an  incidence  of  one  to  350  labors,  or  0.29  per 
cent.  Many  of  the  older  hospital  records  were  in- 
adequate, but,  as  I could  best  ascertain,  there  were 
seven  grave  cases  and  six  mild  cases.  There  were 
two  maternal  deaths,  both  occurring  in  the  grave 
type,  giving  a maternal  mortality  of  15.4  per  cent. 
All  of  the  mild  type  recovered.  In  both  t>'pes,  there 
was  100  per  cent  infant  deaths.  Of  the  mild  type, 
all  w’ere  delivered  vaginally,  while  in  the  grave  type, 
two  were  delivered  vaginally,  and  five  by  Caesarean 
sections.  All  of  the  Caesarean  sections  were  of  the 
low  flap  type,  and  in  two  of  these  a hysterectomy  was 
done.  There  were  four  nulliparae  and  nine  multi- 
parae.  The  grave  type  occurred  in  three  of  the  four 
nulliparae  and  in  four  of  the  nine  multiparae. 

The  two  women  who  died  bear  additional  con- 
sideration : 

Case  I.  G.  D.,  age  38,  para  9,  was  toxic  and  at 
term.  She  was  stricken  at  1 1 A.  ^I.  on  the  day  of 
admission  to  the  hospital.  She  was  admitted  to  the 
hospital  at  1 :30  P.  M.  and  delivered  at  3 :00  P.  M., 
after  manual  dilatation  of  the  cervix.  The  patient 
died  at  5 :40  P.  M.  of  a post-partum  hemorrhage, 
even  though  the  cervical  lacerations  had  been  sutured 
and  the  uterus  and  the  vagina  packed. 

Case  II.  E.  R.,  age  unknown,  nulliparus,  at  term. 
Had  been  in  labor  for  twelve  hours  with  a face  pres- 
entation. Placental  separation  occurred  during  labor. 
A small  transfusion  was  given  before  operation. 
The  patient  died  thirty  minutes  after  a low  flap 
Caesarean  section  had  been  done.  The  hospital  chart 
suggested  the  possibility  of  a pulmonary  embolism 
(see  chart). 

The  brief  foregone  analysis  gives  us  a noticeable 
indication  of  its  relation  to  Norfolk’s  obstetrics. 

Premature  separation  of  the  placenta,  ablatio 
placenta,  abruptio  placenta,  are  synonymous  terms 
commonly  used  to  denote  a clinical  entity  which  is 
one  and  the  same  condition,  namely,  the  premature 


separation  of  a normally  implanted  placenta,  which 
generally  occurs  during  the  last  trimester  of  preg- 
nancy or  during  labor.  My  chief  interest  in  this 
paper  will  be  an  elaboration  upon  the  treatment  and 
management  of  this  condition,  but,  before  so  pro- 
ceeding, I must  first  review  briefly  a few  of  the  pre- 
liminary cardinal  points  of  importance,  such  as  in- 
cidence, causes,  pathology,  and  the  diagnosis. 

Incidence:  The  frequency  of  abruptio  placenta 
varies  considerably  with  the  different  authors.  It 
is  less  frequent  than  placenta  previa,  and  it  occurs 
more  frequently  in  multiparous,  toxic  patients.  E.  'Si. 
Davis  and  Wm.  B.  McGee,  in  1931,  reported  one  to 
every  two  hundred  and  forty-four  deliveries.  The 
partial  type  occurred  in  one  to  357  deliveries,  and 
the  complete  in  one  to  770  deliveries.  I.  A.  Siegel, 
of  Baltimore,  in  1933,  reported  sixty-two  cases  in 
3,000  labors,  or  one  to  forty-eight  deliveries.  -A..  S. 
Troupin,  in  1933,  reported  one  to  157  deliveries. 
J.  O.  Polak,  in  1931,  reported  sixteen  cases  in  4,878 
deliveries,  or  one  in  305  labors.  T.  L.  Montgomery, 
in  1934,  reported  one  in  265  labors  at  Jefferson 
Hospital  in  Philadelphia.  At  the  Protestant  Hos- 
pital, 1925-1935,  there  were  thirteen  cases  in  4,551 
deliveries,  with  an  incidence  of  one  to  350  labors, 
or  0.29  per  cent. 

Etiology:  The  exact  cause  of  abruptio  placenta  is 
not  definitely  known.  The  most  common  predispos- 
ing cause  of  abruptio  placenta,  as  we  all  know,  is 
toxemia  of  pregnancy.  Pre-eclampsia  and  eclampsia 
are  frequently  complicated  by  this  condition.  AIc- 
Glinn,  of  Philadelphia,  suggests  that  a faulty  em- 
bryological  development  of  the  anchoring  villi  is  the 
underlying  factor,  so  that  from  the  very  beginning 
the  placenta  is  only  loosely  attached  to  the  decidua 
basalis.  Such  a placenta,  when  subjected  to  the 
added  stress  of  toxemia  and  uterine  motility,  would 
naturally  be  expected  to  separate  from  its  uterine  at- 
tachment. The  occurrence  of  placental  infarcts, 
along  with  toxemia,  unquestionably  play  a part  in 
the  separation  of  the  placenta,  because  the  infarcted 
placenta  is  less  firmly  attached  to  the  uterus  than 
the  non-infarcted  one.  Hofbauer  has  convincingly 
proven  experimentally  in  animals  that  there  is  a 
toxic  substance,  histamine-like  in  character,  taken 
from  placental  infarcts  which  will  produce  abruptio 
placenta  in  pregnant  animals.  Other  causes  of 
abruptio  placenta  will  simply  be  mentioned : — torsion 
of  the  uterus,  endometrial  disease,  violet  muscular 
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Grave  Cases 


Name 

Age 

Para 

yiethod  of  Deliverj' 

Baby 

Mother 

Remarks 

G.  D. 

38 

9 

Manual  dilatation  of  cervix. 
High  forceps. 

Dead 

Died 

Hemorrhage  11  A.  M.  Hospitalized  1 :30  P.  M. 
Deliver}-  3 P.  M.  by  manual  dilatation  of 
cervix.  L’terus  and  vagina  packed.  Died 
5 :40  P.  yi.  hemorrhage. 

E.  R. 

1 

Low-flap  Caesarean  section 

Dead 

Died 

In  labor  12  hours.  Face  presentation.  Small 
transfusion  pre-operative.  Died  30  minutes 
later. 

F. 

28 

1 

Low-flap  Beck  Caesarean  section. 

Dead 

Lived 

Toxic.  Caesarean  done  12  hours  after  onset  of 
abniptio  placenta.  Was  very  ill.  Several 
transfusions. 

M.  W. 

24 

1 

Low-flap  Caesarean  section 

Dead 

Lived 

Toxic.  Section  done  at  8 months,  gestation  4 
months  after  onset  of  toxemia. 

S.  M. 

40 

2 

Low  Forceps 

Dead 

Lived 

Placenta  separated  at  end  of  1st  stage  en  route 
deliver}-  room. 

M.  S. 

32 

2 

Monroe-Kerr  low-flap  section 
hysterectomy 

Dead 

Lived 

At  term.  Operation  7 hours  after  onset  Pain 
ver}'  slight.  Bleeding  excessive.  Abdomen 
very  tender. 

L.  U. 

40 

9 

yionroe-Kerr  low-flap  section 
hysterectomy. 

Dead 

Lived 

Pre-eclampsia.  Operation  2 hours  after  onset. 
1500  CC.  Cit.  blood  after  section. 

Mild  Cases 


Name 

Age 

Para 

yiethod  of  Delivery 

Baby 

yiother 

Remarks 

G.  A. 

38 

5 

Spontaneous 

Died 

Lived 

Six  months  pregnane}-.  4 hours  labor.  Large 
retro-placental  clots. 

B.  J. 

40 

3 

Breech  Ext.  A.  C.  H.  Forceps. . . 

Died 

Lived 

Onset  2 hours  before  deliver}-. 

1.  K. 

30 

3 

Bag  induction  forceps 

Dead 

Lived 

Onset  10  hours  before  delivery.  Vagina  packed 
to  control  bleeding,  with  no  avail.  Bag  in- 
duction. 

W.  M’. 

30 

Bag  induction  spontaneous 

Dead 

Lived 

Lateral  placenta  previa.  Treated  with  bag 
induction.  Separation  occurred  1 hour  before 
deliver}-. 

1.  R. 

29 

3 

Spontaneous 

Dead 

Lived 

7 months  gestation.  ^ agina  packed  24  hours 
before  delivery.  Baby  1 pound. 

L.  yi. 

23 

1 

Bag  induction 

Dead 

Lived 

yionstrosity. 

effort,  and  last,  and  of  least  importance,  is  direct 
violence. 

Pathology : The  b'pes  of  premature  separations 
may  be  listed  as  partial  or  complete,  revealed  or 
concealed,  mild  or  grave.  The  mild  type  will  sim- 
ply be  passed  over  at  this  time  for  a more  detailed 
consideration  of  the  patholog}’  of  the  grave  type, 
since  the  pathology  of  the  mild  tjpe  is  one  of  lesser 
degree  than  that  of  the  grave  t}-pe.  Naturally,  the 
grave  type,  which  is  usually  complete,  and  may  be 
either  revealed  or  concealed  with  regard  to  its  bleed- 


ing, is  the  most  dangerous  of  them  all.  The  external 
bleeding,  which  is  usually  slight  or  absent,  is  out 
of  proportion  to  the  degree  of  shock  and  anemia. 
This  is  due  to  the  retro-placental  bleeding  which 
forms  a hematoma  at  the  site  of  the  detached  pla- 
centa, and  this  hematoma  is  retained  between  the 
uterine  wall  and  the  products  of  conception.  This 
hematoma,  which  gradually  gets  larger  as  bleeding 
continues,  acts  as  a foreign  body  which,  in  turn, 
stimulates  the  uterine  muscle  to  a firm  tetanic  con- 
traction. Expulsion  of  the  blood  is  limited  by  the 
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membranes,  placenta,  and  the  tightly  engaged  pre- 
senting part,  which  acts  as  a tampon.  The  usual 
course  of  events  is  that  the  blood  extends  between 
the  membranes  and  placenta  and  the  uterine  wall, 
and  appears  externally.  It  is  a rare  thing  for  the 
bleeding  to  rupture  into  the  amniotic  cavity.  The 
back  pressure  of  the  escaping  blood,  exerted  against 
the  firm  uterine  tonic  contractions,  causes  an  infil- 
tration of  the  hemorrhage  into  the  decidua  basalis. 
Fairly  rapidly,  the  blood  infiltrates  the  uterine 
muscle  until  the  pressure  exerted  by  the  uterus  over- 
comes the  existing  blood  pressure.  By  this  time, 
the  uterus  grossly  presents  a bluish,  purplish,  mottled 
appearance.  Grossly,  there  is  edema  of  the  tubes, 
ovaries,  and  broad  ligaments,  and,  in  some  cases, 
this  characteristic  discoloration  extends  to  the  peri- 
toneal lining  of  the  pelvis.  Occasionally,  dark,  free 
blood  can  be  found  in  the  peritoneal  cavity,  it  hav- 
ing oozed  through  the  muscular  w'all  itself,  or,  more 
likely,  through  the  patent  tubes.  The  uterus  itself 
becomes  sponge-like,  flabby,  and  over-stretched,  and 
loses  its  contractile  power.  This  is  kno\vn  as  utero- 
placental apoplexy.  Grossly,  on  cut  surface,  it  is 
bluish  or  purple  in  color,  edematous,  and  sponge- 
like to  palpation. 

Microscopically : One  finds  an  abundance  of  red 
blood  cells  which  have  been  forced  between  the  in- 
dividual muscle  fibres  of  the  myometrium.  The  mus- 
cular bundles  are  disassociated  and  there  are  varying 
degrees  of  loss  of  integrity  and  contractility.  This 
hemorrhagic  infiltration  varies  in  degree,  and  may, 
in  different  cases,  extend  as  far  as  the  broad  liga- 
ments and  pelvic  peritoneum.  A degenerating  necro- 
sis of  the  muscular  bundles  can  be  found  inter- 
spersed among  the  more  edematous  sections.  The 
blood  vessels  are  greatly  enlarged  and  their  endo- 
thelial cell  linings  are  hydropic.  All  of  the  cellular 
cytoplasm  is  rounded  and  vacuolated,  indicating  this 
hydropic  degeneration.  Intermingled  with  all  the 
red  blood  cells  and  muscular  bundles  may  be  noted  a 
definite  increase  of  leukoc3-tes — chiefly  polymorpho- 
nuclears. 

In  consideration  of  the  clinical  picture,  I want  to 
divide  the  discussion  into  that  of  the  mild  type,  and 
that  of  the  grave  type : 

The  mild  type,  or  partial  separation,  may  present 
little  or  no  pain  and  the  signs  of  hemorrhage  may  be 
slight  or  negligible,  and  since  the  mild  or  partial 
separation  most  frequently  occurs  during  labor,  it  is 


often  missed.  A characteristic  feature  of  partial 
separation  is  increased  vaginal  bleeding  with  a local- 
ized site  of  tenderness  and  pain  on  the  uterus  as 
labor  progresses. 

The  grave  type  of  complete  abruptio  placenta  is 
the  one  which  will  be  considered  from  this  point 
on.  It  can  occur  at  any  time  during  the  last  trimester 
of  pregnancy,  although  it  is  most  frequent  immedi- 
ately before  or  at  the  onset  of  labor,  and  in  patients 
who  are  toxic.  The  alert  physician  should  be  sus- 
picious and  anticipate  such  an  accident  in  those  pa- 
tients who  are  toxic.  The  onset  is  usually  sudden. 
The  patient  complains  of  a sudden  tearing,  bursting, 
abdominal  pain,  which  is  excrutiating  and  continu- 
ous. If  the  separation  is  gradual,  then  the  pain 
may  be  at  first  dull,  but  it  gradually  increases  in 
intensity  as  the  separation  completes  itself  and  the 
retro-placental  bleeding  continues.  The  over- 
stretching of  the  uterine  muscle  causes  the  intense 
pain.  This  pain  is  further  aggravated  by  the  coun- 
ter-pressure of  the  uterus  on  the  blood  in  the  uterine 
cavity,  which  is  acting  as  a foreign  body.  About 
the  same  time  or  within  a few  minutes  after  the 
onset  of  the  pain,  there  is  vaginal  bleeding.  The 
bleeding,  though,  is  usually  slight  or  moderate.  The 
danger  at  this  point  is  that  the  bleeding  is  often 
concealed  within  the  uterine  cavity  and  the  amount 
of  external  manifestation  is  not  concomitant  with 
the  degree  of  shock  or  constitutional  symptoms  of 
hemorrhage.  The  obstetrician  must  always  keep  in 
mind  that  he  can  anticipate  a greater  loss  of  blood 
from  the  circulation  than  is  visible  externally  in 
any  type  of  abruptio  placenta.  The  signs  of  hemor- 
rhage are  always  progressive.  In  order  to  impress 
it  upon  you,  let  me  reiterate  that  in  severely  grave 
cases  in  which  utero-placental  apoplexy  occurs,  the 
blood  not  only  accumulates  retro-placentally,  but  it 
is  forced  into  and  infiltrates  the  uterine  musculature, 
passing  very  often  to  the  serosa  and  laterally  to  the 
broad  ligaments.  The  uterine  muscle  loses  its  con- 
tractility at  this  stage  and  bleeding  continues  more 
freely,  which,  unless  interference  is  instituted,  event- 
ually results  in  the  death  of  the  patient,  due  to  hem- 
orrhage occurring  within  her  owm  tissues.  Obviously, 
the  physician  should  not  allow  his  patient  to  pro- 
gress to  this  irretrievable  stage. 

Shock  is  more  liable  in  the  grave  type  of  abruptio 
placenta,  and,  with  the  loss  of  blood  and  intense 
pain,  the  patient  is  likely  to  develop  shock  rapidly. 
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Uterine  Tenderness : This  is  a S}Tnptom  which 
bears  emphasis  and  upon  which  I depend  greatly 
in  making  a diagnosis.  It  is  most  frequently  seen 
in  the  grave  type.  One  author  quotes  63  per  cent 
incidence,  but,  in  my  own  experience,  tenderness  has 
been  even  more  outstanding.  Uterine  tenderness  as- 
sociated with  a hard,  board-like  rigidity  of  the 
uterus,  even  though  pain  may  be  slight  or  absent, 
is  sufficient  to  make  the  diagnosis.  Tenderness  is 
of  the  sort  that  even  superficial  palpation  produces 
exquisite  discomfort  to  the  patient. 

Just  one  word  about  the  hoard-like  rigidity  of  the 
uterus.  In  the  grave  type  of  abruptio  placenta, 
which  occurs  before  labor  is  well  under  way,  the 
uterus  is  so  tetanically  contracted  that  there  is  no 
period  of  relaxation,  no  signs  of  labor  pain  with 
the  contraction,  and  there  is  little  or  no  dilatation 
or  effacement  of  the  cervix.  Occasionally,  though, 
some  authors  quote  frequently,  there  are  moderate 
rhythmic  contractions  of  the  uterus,  so  that  labor 
progresses  rapidly  to  completion  within  a short  time 
of  the  separation.  These  cases,  however,  are  most 
often  found  in  partial  separation  or  in  cases  where 
labor  is  under  way.  In  the  grave  cases  where  there 
is  no  relaxation  of  the  uterus,  and  the  separation  is 
complete,  one  is  then  sure  to  get  a paralysis  of  the 
myometrium,  a necrosis  of  the  muscular  bundles, 
further  hemorrhage  and  death. 

It  is  often  helpful  in  eliciting  from  the  patient 
a histor}’  of  violent  fetal  movements  shortly  after 
the  onset  of  the  abdominal  pain  which  ceased  within 
a few  minutes.  This  violent  fetal  activity  is  due  to 
a failing  effort  on  the  part  of  the  baby  to  breath, 
and  it  soon  dies  of  intra-uterine  suffocation. 

Diagnosis:  In  the  mild  or  partial  type  of  abruptio 
placenta,  the  diagnosis  is  frequently  missed  until 
after  the  birth  of  the  child,  and  it  is  then  made 
following  the  expulsion  of  old  clots  of  blood  from 
behind  the  placenta.  This  is  because  the  mild  or 
partial  type  occurs  chiefly  during  the  course  of 
labor,  when  the  added  bleeding,  localized  uterine 
tenderness,  and  localized  uterine  pain  may  be  under- 
estimated. 

It  is  hardly  necessary  to  emphasize  the  impor- 
tance of  early  diagnosis  in  the  grave  type.  A con- 
sideration of  the  history — a multipara  (since  more 
occur  in  parous  women),  atoxic  patient  (by  far 
more  occur  in  the  late  to.xemias),  and  a woman  not 
in  labor  or  just  beginning  labor  who  is  seized  with 


a sudden,  sharp,  bursting,  tearing  abdominal  pain, 
vaginal  bleeding,  board-like  rigidity,  uterine  tender- 
ness, and  loss  of  fetal  movement — should  make  one 
think  at  once  of  abruptio  placenta. 

Constitutional  symptoms  of  bleeding  appear  rap- 
idly. A gradual  increase  in  the  size  of  the  uterus 
and  a rounded  contour  appear  as  the  concealed 
hemorrhage  progresses.  The  two  chief  conditions  to 
be  differentiated  are  placenta  previa  and  ruptured 
uterus.  In  placenta  previa,  there  is  bleeding,  of 
course,  and  the  constitutional  symptoms  of  bleeding 
are  in  proportion  to  the  amount  of  loss  of  blood. 
The  patient  has  no  pain  and  has  not  been  in  labor. 
Uterine  tenderness  is  absent.  In  ruptured  uterus,  the 
patient  has  been  in  labor  for  some  time.  Labor 
ceases  after  the  excruciating  pain  of  the  ruptured 
uterus  subsides.  In  examining  the  abdomen,  the 
uterus  is  found  contracted  down  over  the  symphysis 
pubis.  The  fetus  can  be  palpated  free  in  the  ab- 
dominal cavity.  A sterile  vaginal  examination  in 
all  of  these  conditions  will  clinch  the  diagnosis. 

Treatment : There  are  a great  number  of  factors 
which  influence  the  type  of  treatment  of  abruptio 
placenta,  but,  once  the  diagnosis  has  been  made,  the 
all-important  factor  is  treatment.  Let  me  stress  the 
fact  that  this  emergency  is  one  of  hemorrhage — a 
hemorrhage  of  the  most  deadly  kind, — and  it  calls 
for  immediate  and  deliberate  action.  The  type  of 
treatment  and  the  method  of  delivery'  depend  upon 
the  needs  of  the  individual  case,  but  they  all  resolve 
to  just  two  great  needs: 

1.  Control  of  the  hemorrhage. 

2.  Replace  the  lost  blood. 

Interrelated  factors  are  to  be  considered,  such  as 
the  stage  of  gestation,  condition  of  the  cervix,  con- 
stitutional or  systemic  evidence  of  loss  of  blood,  and 
parity  of  the  mother. 

The  first  step  in  the  treatment  of  all  types  of 
abruptio  placenta  is  to  secure  several  donors,  have 
them  typred  and  cross-matched  at  once,  so  they  may 
be  available  at  a minute’s  notice. 

In  the  mild  or  partial  type,  treatment  can  proceed 
along  conservative  lines,  provided  labor  progresses 
rapidly  enough  and  the  constitutional  signs  of  hemor- 
rhage are  not  alarming.  Since  most  of  the  mild 
cases  occur  during  labor,  the  patient  may  be  delivered 
vaginally.  A transfusion  of  500  c.c.  or  more  of 
citrated  blood  should  be  given  either  during  or  im- 
mediately after  delivery.  Intravenous  saline  is  the 
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next  best  alternative  until  blood  can  be  obtained. 
Even  in  the  mild  type,  after  delivery,  the  obstetrician 
must  always  guard  against  post-partum  hemorrhage. 
The  fundus  should  be  held  by  an  assistant  or  a 
well-trained  nurse  for  at  least  one  hour  after  delivery 
to  anticipate  a secondary  uterine  relaxation.  The 
slightest  tendency  to  bleed  after  delivery  should  be 
the  signal  to  pack  the  uterus.  Should  it  be  necessary 
for  uterine  packing,  the  procedure  should  be  sys- 
tematic, thorough,  and  complete.  After  the  uterus 
has  been  packed,  the  vagina  should  also  be  thorough- 
ly packed. 

Treatment  of  the  grave  type  of  abruptio  placenta 
requires  more  serious  consideration.  The  inaccessi- 
bility of  the  source  of  bleeding  makes  it  difficult  to 
control.  Procrastination  and  tempwrizing  is  to  de- 
liberately invite  disaster.  The  baby’s  condition  and 
outcome  are  incidental  and  negligible.  Regard  for 
the  life  of  the  mother  is  all  that  is  important,  and 
if  ever  an  emergency  occurred  which  required  mature 
judgment  and  deliberate  action,  it  is  in  this  condi- 
tion. There  are  three  outstanding  points  in  the  treat- 
ment of  the  grave  type  which  I want  to  stress  and 
advocate ; 

1-.  Immediate  and  ample  transfusions. 

2.  Early  and  deliberate  Caesarean  section. 

3.  Condemnation  of  forcible  and  rapid  dilata- 

tion of  the  undilated  cervix. 

As  soon  as  the  patient  has  been  seen  and  the  diag  - 
nosis made,  then  a transfusion  of  500  c.c.  or  more 
of  citrated  blood  should  be  given  to  combat  the  shock. 
Other  donors  should  be  made  available.  As  soon 
as  the  transfusion  has  been  completed  (or  it  may 
still  be  in  progress),  an  immediate  Caesarean  sec- 
tion should  be  done.  This  is  best  accomplished  un- 
der novocaine  infiltration,  augmented  with  ethylene 
or  gas.  Regardless  of  how  soon  after  the  complete 
separation  has  occurred,  the  obstetrician  will  in- 
variably find  the  ravages  of  the  concealed  bleeding 
in  process.  At  section,  the  uterus  will  be  found  to 
be  bluish-purple  in  color,  and  frequently  ecchymotic 
spots  of  clotted  blood  are  present  under  the  serosa. 
Already  degeneration  of  the  uterine  musculature  has 
begun.  At  this  stage  of  the  operation,  the  obstet- 
rician must  decide  upon  which  course  of  treatment 
he  must  proceed. 

1.  Either  to  do  a hysterectomy  after  the  Caesa- 

rean section,  or 

2.  Allow  the  uterus  to  remain. 


This  depends  entirely  upon  the  integrity  of  the 
musculature,  which  is  best  determined  by  the  con- 
tractility of  the  uterus  after  removal  of  the  fetus  and 
placenta,  and  also  upon  the  amount  of  bleeding  from 
the  uterine  sinuses.  Erequently  the  obstetrician  is 
misled  in  his  hopefulness  to  conserve  the  uterus,  and 
he  regretfully  finds  several  hours  after  the  Caesarean 
section  has  been  done  that  the  patient  will  have  a 
post-partum  hemorrhage,  and  may  die  because  fur- 
ther surgery  and  loss  of  blood  would  not  be  consis- 
tent with  life.  To  my  mind, — and  I heartily  advo- 
cate it, — a hysterectomy  should  always  be  done  when 
there  is  the  slightest  doubt  of  the  ability  of  the 
uterus  to  remain  contracted  and  control  the  bleeding. 
Sponge-like,  boggy  areas,  without  contractile  power, 
are  frequently  found  in  uteri  that  seem  to  be  re- 
sponsive and  contractile.  I feel  that  such  borderline 
cases  are  much  safer  if  a hysterectomy  is  done.  Hys- 
terectomy offers  the  safest  protection  against  further 
hemorrhage,  and,  though  it  foregoes  any  subsequent 
pregnancies,  it  is  a life-assuring  step.  Primarily  it 
is  the  woman’s  life  w'hich  is  in  immediate  danger. 

Now,  just  a word  about  the  type  of  Caesarean 
section.  The  low-flap  Monroe-Kerr  type  offers  the 
best  results.  This  differs  from  the  Beck  low-flap  in 
that  the  uterine  incision  is  made  transversely  in  the 
lower  uterine  segment,  after  the  bladder  has  been 
reflected,  whereas,  the  Beck  incision  is  made  longi- 
tudinally. By  doing  the  Monroe-Kerr  incision,  less 
time  is  lost  should  it  be  necessary  to  terminate  the 
operation  by  a hysterectomy,  the  bladder  flap  for 
peritonealization  of  the  cervical  stump  is  ready,  and 
part  of  the  amputation  of  the  stump  has  already 
been  completed. 

During  the  operation  and  immediately  afterward, 
the  blood  loss  should  be  replaced.  I agree  with 
Dieckmann  and  Daily  that  small  transfusions  have 
no  part  in  the  treatment  of  obstetric  hemorrhage. 
Large  transfusions,  repeated  frequently,  to  replace 
the  loss  of  blood  as  soon  as  possible  are  imperative. 
In  one  case  of  my  own,  we  gave  the  patient  500  c.c. 
of  citrated  blood  during  the  operation  and  1000  c.c. 
of  citrated  blood  within  two  hours  after  the  closure 
of  the  incision.  According  to  Dieckmann  and  Daily, 
at  least  enough  should  be  returned  to  the  circulation 
to  bring  the  hemoglobin  content  up  to  approximately 
10  gms.  per  100  c.c.  of  blood — -the  normal  being 
about  16  gms.  These  authors  also  recommend  the 
citrate  method  of  transfusion  as  being  the  ideal. 
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because  speed  is  needed.  Obviously,  in  hemorrhage, 
the  blood  volume  is  reduced,  but  the  reduction  of  the 
blood  volume  is  not  the  all-important  feature.  Other 
constituents  which  are  so  essential  to  the  obstetric 
case  are  the  replacement  of  hemoglobin,  serum  pro- 
tein, and  fibrinogen.  All  of  these  constituents  w'ill 
function  just  as  well  by  replacement  as  though  they 
had  been  formed  by  the  patient  herself.  Large  im- 
mediate and  repeated  transfusions  are,  therefore,  ad- 
vocated. 

I only  mention  rapid  and  forcible  dilatation  of  the 
cervix  to  condemn  it.  I agree  with  the  late  Dr. 
Williams,  of  Baltimore,  that  the  uncertainty  of  the 
condition  of  the  uterine  muscle  and  the  inaccessibil- 
ity of  the  site  of  hemorrhage  make  Caesarean  section 
the  treatment  of  choice.  Should  the  obstetrician  be 
inadvertently  misled  in  his  judgment  and  rapid  dila- 
tation of  the  cervix  be  done  when  flabby,  non- 
contractile  uterine  muscle  has  gone  unobserved  and 
packing  has  proved  of  little  or  no  effect,  if  the  pa- 
tient does  not  die  from  hemorrhage,  a hysterectomy 
should  be  attempted  at  once.  The  shock  and  hemor- 
rhage should  be  heroically  treated  by  a transfusion 
and  saline  preliminary  to  the  operation. 

The  tendency  to  bleed  from  a non-contractile,  post- 
partum uterus  makes  the  third  stage  of  labor  the 
most  serious  stage  of  the  entire  labor.  This  is  true 
in  both  abdominal  and  vaginal  deliveries.  Even  a 
mild  post-partum  hemorrhage  in  an  already  exsan- 
guinated patient  may  be  the  deciding  factor.  Oxy- 
tocics  and  uterine  packing  are  often  of  little  effect, 
but  they  should  be  employed  relentlessly  in  those 
cases  in  which  a hysterectomy  has  not  been  done. 
Of  course,  invasion  of  the  uterus  through  the  vagina 
is  not  without  risks,  since  perforation  is  possible  in 


a boggy,  relaxed  uterus,  but  it  is  the  lesser  of  two 
evils. 

In  closing,  let  me  say  that  I favor  vaginal  deliver}’ 
of  abruptio  placenta  only  in  those  cases  where  labor 
is  progressing  rapidly  and  may  be  terminated  easily. 
Occasionally,  in  multiparae  who  are  in  labor  and 
whose  cervices  are  almost  completely  dilated,  where 
there  is  only  a partial  separation,  or  even  a complete 
.separation  when  delivery  is  imminent,  forceps,  or 
version,  may  be  employed.  I do  not  advocate  Caesa- 
rean section  for  all  types  of  premature  separation 
of  the  placenta,  but  I do  urge  more  prompt  and 
expeditious  use  in  the  grave  types.  The  grave  type, 
especially  those  not  having  been  in  labor,  and  primi- 
parae  deserve  an  early  Caesarean  section.  This 
method  of  deliver}’  should  be  looked  upon  as  the  log- 
ical rather  than  the  radical  procedure. 
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UNUSUAL  CASE  OF  MENINGOCOCCUS  SEPTICEMIA.* 
J.  Lawn  Thompson,  M.,  M.  D., 

Washington,  D.  C. 


Septicemia  from  what  ever  cause  is  at  best  a most 
disconcerting  condition,  for  it  may  be  the  result  of 
the  activity  of  any  organism.  The  prognosis  is 
grave,  the  treatment  manifold,  but  not  specific,  and 

*Read  before  the  Post-Graduate  Annual  Clinic  of 
George  Washington  L'niversity  Medical  School,  Feb- 
ruary 29,  1936. 


the  organism  causing  septicemia  is  found  in  only 
about  25  per  cent  of  all  cases. 

The  clinical  symptoms  of  sepsis  may  continue  for 
weeks  or  even  months  with  a fatal  termination  with- 
out the  organism  having  been  isolated  or  the  portal 
of  entry  found.  .■\s  in  this  case  I am  reporting,  the 
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blood  culture  showed  the  meningococcus  only  weeks 
after  its  entry  into  the  blood,  with  no  clinical  symp- 
toms of  meningitis,  but  with  marked  clinical  symp- 
toms of  sepsis.  One  is  indeed  lucky  to  have  the  co- 
operation of  a laboratory  associate  as  I did  in  the 
person  of  Dr.  Oscar  B.  Hunter,  who  worked  with 
me  untiringly  through  all  probable  causes  until 
at  last  we  found  a growth  in  the  blood. 

C.  B.  Conklin,  in  the  December  issue  of  the  An- 
nals of  the  Medical  Society  of  D.  C.,  reports  two 
cases  of  meningococcemia,  such  a condition  as  I am 
reporting,  when  he  states  that  “there  have  been  very 
few  cases  in  which  meningeal  symptoms  did  not 
develop  sooner  or  later.”  In  looking  through  the 
literature  I can  confirm  his  statement.  W.  Dock  re- 
ports a case  of  meningococcus  septicemia  which  did 
not  manifest  meningeal  symptoms  for  seven  months, 
and  Lenierre’s  case  carried  on  for  ten  and  one-half 
months  before  characteristic  symptoms  developed. 
H.  Nankivill,  in  reviewing  the  literature  on  this 
subject,  found  the  reports  of  a few  cases  in  which 
the  organism  w'as  found  in  the  blood,  though  no 
clinical  STOptoms  were  manifested  during  life  and 
no  evidence  of  meningeal  involvement  post-mortem. 
E.  B.  Krumbharr,  J.  H.  Cloud,  C.  L.  Brown  and  a 
few  others  have  reported  meningococcus  septicemia, 
but  all  of  them  have  found  the  organism  early.  The 
neurological  symptoms  have  at  some  time  developed 
and  all  refer  to  a petechial  rash.  Blumer  states  that 
the  rash  may  be  petechial,  maculo-papular  or  even 
bullous.  In  the  case  I am  reporting  the  skin  lesion 
was  most  disconcerting,  eventuating  in  erythema  mul- 
tiforme and  nodosum.  Hyde,  in  his  book  on  Dis- 
eases of  the  Skin,  states  that  the  lesions  may  be  of 
various  shapes,  size  and  color.  There  were,  at  no 
time  neurological  symptoms  and  the  meningococcus 
was  not  demonstrated  until  the  eighth  week  and  fifth 
culture.  At  no  time  were  we  able  to  demonstrate 
the  portal  of  entry. 

My  swan  song  when  lecturing  to  the  students  over 
a period  of  many  years  was,  “if  the  laboratory  find- 
ings don’t  check  up  on  the  clinical  findings,  then 
disregard  the  laboratory.”  I still  assume  that  atti- 
tude, but  I must  confess  that  the  laboratory  was  100 
per  cent  in  this  case. 

S.  ^I.,  18  years  of  age,  occupation  a student,  home 
state  Utah,  had  been  in  Washington  about  one 
month.  Previous  history  absolutely  negative,  as  he 


had  always  enjoyed  the  best  of  health.  He  is  si.x 
feet  tall  and  weighs  170  pounds. 

Present  Illness:  Was  feeling  well  and  attended 
school  when,  about  four  P.  M.,  September  28th,  he 
was  taken  suddenly  ill  wdth  nausea  and  vomiting. 
Violent  chill  and  temperature  reached  104  degrees. 
Antipyretics  were  administered  with  ice  cap  to  head. 
The  next  morning,  September  29th,  he  was  feeling 
very  much  better.  His  temperature  was  100  degrees 
and  his  pulse  was  50,  good  volume  and  perfect 
rhythm.  A very  thorough  physical  examination  was 
made  and  Avas  negative  in  every  detail,  other  than  a 
ver}’  few  suspicious  rose  spots  on  his  back  which 
disappeared  on  pressure.  He  complained  of  a slight 
aching  all  over.  With  the  suspicious  rose  spots  and 
in  view  of  the  fact  that  a few  months  previously 
there  had  been  a case  of  para-typhoid  in  the  house,  I 
thought  it  advisable  to  have  his  blood  checked  for 
typhoid,  para-typhoid  A and  B,  as  well  as  a blood 
culture.  The  report  came  back  immediately — nega- 
tive for  agglutinations,  but  the  picture  showed  19,500 
white  cells  and  90  per  cent  polymorphonuclears. 
His  tonsils  had  been  removed  and  his  throat  and 
nose  seemed  normal.  He  called  my  attention  to 
what  looked  like  a mosquito  bite  on  his  right  index 
finger,  pressure  on  which  caused  considerable  pain 
the  length  of  his  arm. 

On  September  30th  his  temperature  was  normal, 
his  cerebration  was  above  the  average,  and  he  was 
anxious  to  get  out  of  bed.  His  pulse  was  48.  He 
did  not  know  whether  or  not  he  had  a habitually 
slow  pulse;  consequently,  as  I was  interested  in  his 
bradycardia,  I requested  him  to  come  to  my  office 
two  days  later,  October  2nd,  which  he  did.  He  said 
he  felt  fine  other  than  another  mosquito-looking  bite 
on  his  ankle  which  caused  him  pain  on  pressure  and 
he  said  he  felt  just  a little  achy.  While  in  the 
office  he  had  another  very  severe  chill,  lasting  about 
an  hour,  with  temperature  rising  to  104  degrees.  I 
sent  for  Dr.  Hunter  who  came  at  once  as  I thought 
maybe  we  were  dealing  with  malaria,  but  the  smear 
was  negative  and  the  leucocytes  were  still  up.  That 
evening  I sent  him  to  Garfield  Hospital.  The  next 
morning  his  temperature  was  normal,  his  Avhite  cells 
had  dropped  to  12,000,  and  he  again  felt  fine.  Dr. 
Mallor}’  saw  him  with  me  at  the  hospital  but  could 
find  no  reason  for  his  attacks,  his  examination  being 
negative.  He  stayed  in  the  hospital  for  four  days, 
improving  all  the  time,  so  I let  him  go  home.  The 
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evening  he  arrived  home  he  had  another  severe  chill, 
with  a mosquito-looking  bite  over  his  ensiform  car- 
tilage which  was  ver}-  painful  to  pressure.  After 
each  one  of  these  attacks  there  would  appear  a very 
few  scattered  pinkish,  irregular  splotches  about  the 
size  of  the  little  finger  nail — not  more  than  six  or 
seven  on  the  arms  and  legs.  These  splotches  would 
fade  slightly  on  pressure.  From  then  on  his  tem- 
perature was  hi-pically  septic,  ranging  from  nearly 
normal  to  103°  degrees,  to  at  times  105°.  Ever}' 
third  day  seemed  to  be  his  worst,  and  while  he  had 
no  definite  chill  until  October  17th,  he  had  chilly 
sensations  and  felt  very  sick  each  third  day  and 
these  splotches  would  come  and  go. 

On  October  17th,  two  weeks  after  onset  of  illness, 
he  had  a severe  chill,  followed  by  most  severe  pains 
all  over,  so  much  so  that  he  felt  that  all  of  his 
bones  were  being  broken.  The  next  day  he  felt  bet- 
ter but  had  a massive  shower  of  er}'thema  multi- 
forme and  a few  nodes.  His  arms  and  legs  were 
literally  peppered  with  the  pinkish,  irregular,  macu- 
lar rash  similar  to  the  scant  ones  that  he  had  had  all 
during  his  illness. 

During  this  time  he  had  been  examined  physically 
by  several  physicians.  At  no  time  was  there  any 
s^'mptom  that  pointed  to  anything  definite.  His 
cerebration  was  above  the  average  and  on  off  days 
he  felt  very  well. 

Dr.  Hunter  and  I discussed  every  possibility  and 
the  following  laborator}'  examinations  were  made: 
Xo  evidence  of  typhoid,  para-typhoid  A and  B, 
malaria,  undulant  fever,  typhus  fever,  tick  fever, 
tularemia.  E.xaminations  and  cultures  of  stools, 
cultures  from  nose  and  throat,  frequent  blood  pic- 
tures, and  urine  examinations  negative.  The  Was- 
sermann  was  negative.  X^o  urethral  discharge  pres- 
ent. The  spinal  fluid  was  negative  c}tologically  and 
as  to  culture.  The  pressure  was  normal.  The  lab- 
oratory findings  were,  therefore,  at  this  time  of  no 
aid  in  making  diagnosis. 

Ophthalmological  findings,  transillumination,  etc., 
were  likewise  negative. 

On  X^ovember  13th,  left  nostril  was  congested 
and  a slight  amount  of  mucopurulent  discharge 
noted;  his  throat  looked  h}'peremic,  slightly  sore, 
and  left  lingual  tonsil  was  h}'peremic  and  tender 
for  the  first  time.  We  were  trying  all  this  time 
to  locate  the  source  of  infection. 

On  X’ovember  12th  Dr.  L.  F.  Barker  was  called 


in  consultation  but  could  not  arrive  at  any  definite 
diagnosis. 

.\fter  the  appearance  of  the  erythema  large  doses 
of  sodium  salicylate  were  given  by  rectum,  starting 
with  fift}'  grains  and  increasing  to  150  grains.  He 
seemed  to  be  much  better  during  this  treatment. 

On  Xovember  12th  a fourth  blood  culture  was 
taken,  which  then  showed  the  meningococcus  in  pure 
culture.  On  Xovember  21st  the  last  and  fifth  culture 
showed  the  same  findings,  and  was  sent  by  Dr. 
Hunter  to  the  National  Institute  of  Health.  The 
report  came  back  positive  for  the  Neisseria  intra- 
cellularis  (meningococcus). 

The  examination  of  the  blood  at  the  same  time 
showed  a rapidly  progressing  anemia.  We  were 
planning  to  transfuse  and  administer  anti-meningo- 
coccus  serum  when  his  father  insisted  on  taking  him 
home,  which  he  did  December  12,  1935.  He  was 
still  running  a septic  temperature  though  the  excur- 
sions were  not  as  marked,  the  range  being  from  98 
to  100  degrees.  His  heart  remained  in  good  condi- 
tion but  persisted  in  its  slow  rate.  He  was  unfor- 
tunate when  he  arrived  home  in  being  put  in  the 
hands  of  a “mysterious  doctor”  who  had  secret  drops 
and  certain  diets,  and  who  encouraged  the  patient  to 
“get  around,”  which  he  did.  He  went  to  a moving 
picture  show  where  he  collapsed,  and  his  family,  be- 
coming alarmed,  sent  for  their  regular  physician  who 
found  him  suffering  with  marked  dyspnea  and  a 
pulse  rate  of  144  but  regular.  I sent  case  report 
and  laborator}’  findings  to  his  physician.  Dr.  Hum- 
mer, in  Salt  Lake  Cit}',  who  then  attended  him. 
Patient  was  put  back  to  bed  and  administered  anti- 
meningococcus  serum  at  my  suggestion,  first  with- 
drawing 15  c.c.  of  spinal  fluid  and  injecting  the 
same  amount  of  serum.  The  spinal  fluid,  both 
cytologically  and  cultural,  was  again  negative.  He 
had  a slight  reaction,  but  began  to  improve  as  his 
temperature  became  normal  in  a few  days  and  he 
seemed  perfectly  well. 

The  portal  of  entry  of  meningitis  has  not  as  yet 
been  definitely  decided  upon,  though  the  upper  air 
passages  are  most  frequently  blamed.  Blocd  stream 
infections  are  disconcerting  and  the  treatment  of 
little  value  other  than  s}'mptomatic  and  supportive. 
We  feel  that  we  were  dealing  with  a meningococcus 
septicemia  without  classical  skin  s}'mptoms  or  any 
evidence  of  neurological  findings. 

The  erythema  multiforme  and  nodosum  was  classi- 
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cal  in  character  and  we  can  find  no  case  in  the 
literature  corresponding  to  the  delayed  skin  lesions 
and  recovery  without  any  symptoms  of  meningitis. 
The  bite  looking  lesions  may  have  been  the  “pin 
point  erythema  nodosum”  described  by  Hyde  (Dis- 
eases of  Skin). 

The  consultations  in  this  case  were  justified  not 
only  by  the  complexity  of  the  case,  but  also  because 
of  the  fact  that  the  young  man  was  many  miles 
away  from  home  and  the  responsibility  rested  upon 
myself  and  his  cousin  who  was  a very  young  lady 
and  who  was  importuned  by  kindly  suggestions 
from  friends  who,  in  the  final  analysis,  held  her 
responsible. 

The  disconcerting  facts  in  this  case  were: 


1.  The  sudden  onset  in  an  unusually  healthy 
and  robust  young  individual. 

2.  The  painful  mosquito-looking  bites  which  I 
later  found  corresponded  to  the  pin  point  nodules 
in  erythema  nodosum,  as  described  by  Hyde  in  his 
book  on  Diseases  of  the  Skin. 

3.  The  shower  of  erythema  multiforme  two  weeks 
after  onset  of  illness. 

4.  The  absence  of  any  neurological  symptoms. 

5.  His  bradycardia. 

6.  The  fact  that  he  was  very  ill  every  third  day, 
feeling  very  well  at  other  times. 

The  last  report  on  this  patient — February  27th- — 
indicated  that  he  had  recovered  except  for  a faint 
cardiac  murmur  on  exertion. 

1735  Twentieth  Street,  Northwest. 


REPORT  OF  THE  PROPOSED  PROGRAM  OF  STUDIES  FOR 

NURSING  SCHOOLS.* 


Lulu  K.  Wole,  R.  N., 

.-Assistant  Professor  of  Nursing,  Medical  College  of  Virginia, 
Richmond,  Va. 


In  order  to  present  to  you  a comprehensible  re- 
port of  the  proposed  program  of  studies  for  nurs- 
ing schools,  now  being  formulated  by  the  Central 
Curriculum  Committee,  it  will  be  necessary'  to  re- 
view briefly  some  of  the  factors  pertinent  to  the  ini- 
tiation of  this  program.  Built  as  it  is,  upon  the 
findings  of  the  Grading  Committee  and  the  studies 
made  by  the  National  League  of  Nursing  Education, 
it  represents  an  earnest  effort  on  the  part  of  nurse 
educators  to  improve  the  nursing  care  given  to  the 
public  through  the  preparation  of  highly  qualified, 
better-trained  nurses,  and  the  elimination  of  poorly 
prepared  inadequate  ones. 

This  kind  of  program  is  not  peculiar  to  the  nurs- 
ing profession,  for  every  other  profession  is  today 
moving  in  the  same  healthy  direction  but  it  is  a 
much  more  difficult  one  for  some  of  us  to  visualize 
since  it  involves  some  definite  changes  in  the  organi- 
zation and  support  of  the  nursing  school.  To 
clarify  our  thinking  let  us  consider  briefly  the  nurs- 
ing school  as  it  has  evolved  in  the  United  States  dur- 
ing the  past  fifty  years. 

♦Read  before  the  Tri-State  Hospital  Association  at  Old 
Point  Comfort,  Va.,  April  17,  1936. 


The  First  Curriculum  for  Schools  of 
Nursing  in  1917 

^^Ten  the  earliest  American  schools  of  nursing 
were  organized  in  1873  they  w'ere  an  integral  part 
of  the  hospital  and  developed  as  service  departments 
of  the  hospital,  not  educational  institutions.  The 
student  nurse  received  an  apprenticeship  type  of 
education  at  the  bedside  of  the  patient  during  long 
hours  of  work  and  service  with  little  or  no  planned 
experience  and  teaching.  Her  training  was  the  type 
which  the  particular  hospital  could  offer  her,  in 
some  instances  quite  meager,  with  the  result  that 
wide  variations  in  the  preparation  of  nurses  oc- 
curred. 

As  training  schools  increased  in  number  and  more 
and  more  nurses  were  graduated,  there  was  felt  a 
need  for  setting  some  sort  of  standards  which  would 
ensure  a more  uniform  type  of  training.  Accord- 
ingly, in  1893  a group  of  superintendents  of  nurses 
met  and  organized  a society  to  study  the  problems 
of  the  nursing  schools.  This  society  is  known  to- 
day as  the  National  League  of  Nursing  Education, 
an  organization  which  has,  since  its  inception,  de- 
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voted  its  attention  to  the  improvement  of  nursing 
schools  and  of  nursing  service. 

In  1917  it  published  the  first  “Curriculum  for 
Schools  of  Xursing”  with  a view  to  securing  greater 
uniformity  in  the  curricula  of  nursing  schools  and  to 
help  raise  the  general  standards  of  teaching  in  these 
schools.  This  publication  is  familiar  to  most  of 
us  here  and  has  been  used  extensively  throughout 
this  country  (and  abroad)  as  a guide  for  develop- 
ing the  educational  program  of  the  nurse.  The  cur- 
riculum is  revised  periodically.  The  last  revision 
was  in  1927. 

The  Need  for  the  Present  Revision  of  the 
Curriculum 

Since  the  last  revision  many  things  have  hap- 
pened which  call  for  a change  in  the  program  of  the 
nursing  school,  chief  among  which  are  the  findings 
of  the  committee  on  the  Grading  of  Nursing  Schools. 
The  factual  data  published  in  the  committee’s  final 
reports  revealed  an  urgent  need  for  some  definite 
changes  in  the  education  of  the  nurse.  These 
changes  are  suggested  in  the  revision  of  the  curric- 
ulum now  in  preparation  and  some  advances  in 
standards  are  proposed.  It  is  not  expected  that  all 
schools  will  adopt  these  suggestions  and  recom- 
mendations in  full,  but  if  the  experience  of  previous 
years  is  any  guide,  the  new  edition  of  the  curriculum 
will  be  welcomed  in  nursing  schools  in  all  parts  of 
the  country  and  will  be  used  by  them  as  a tool  in 
improving  this  work. 

The  Proposed  .\dv.\nces  in  Standards 

The  revision  of  the  curriculum  which  is  now  un- 
der way  is  built  upon  the  assumption  that  the  stu- 
dent nurse  is  studying  nursing  and  preparing  jar 
that  profession — she  is  not  an  employee  of  the  hos- 
pital. The  assumption  places  education  as  the 
primar}-  aim  of  the  school  and  this  should  be  inter- 
preted as  meaning  education  for  service,  and  not 
as  a question  of  education  or  service.  In  accepting 
education  as  the  primary  aim  of  the  nursing  school, 
we  place  the  school  on  a professional  rather  than 
a service  level  and  certain  changes  in  standards 
must  obviously  result.  The  proposed  standards  for 
the  j)resent  revision  are  as  follows: 

1.  The  admission  requirement  is  two  years  of 
education  beyond  high  school.  (The  revised  curric- 
ulum is  built  on  this  level  and  specifies  a two  and 
one-half  to  three-year  period  for  basic  professional 
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preparation  with  a forty- four-hour  week  for  nursing 
students  which  is  intended  to  include  all  class 
work.) 

2.  The  student  will  pay  for  her  maintenance, 
educational  fees  and  other  expenses  just  as  in  any 
other  professional  school.  If  during  her  second  and 
third  years  in  the  hospital,  her  contribution  to  the 
nursing  service  is  of  value  to  the  hospital,  it  is  as- 
sumed that  this  will  be  considered  in  making  some 
equitable  arrangement  between  the  school  and  hos- 
pital. 

3.  Since  the  whole  program  is  on  a definite  edu- 
cational basis,  it  will  be  necessary  for  the  hospital 
to  employ  sufficient  graduate  nurses  and  other  per- 
sonnel to  release  the  students  from  work  that  is  not 
educationally  profitable. 

It  will  be  seen  from  a study  of  these  proposed 
standards  that  the  organization  of  the  school  of 
nursing  as  here  suggested  will  be  somewhat  changed 
from  its  old  organization  as  a service  unit  of  the 
hospital.  The  curriculum  committee  is  now  be- 
ginning a study  on  the  cost  of  installing  and  operat- 
ing the  proposed  curriculum.  In  the  study  several 
hospital  administrators  are  participating  as  consul- 
tants, and  members  of  representative  nursing  schools 
are  sharing  in  the  actual  work.  If  the  tentative 
plan  is  not  found  to  be  workable  it  wall  be  modi- 
fied before  the  report  is  issued.  It  is  fairly  clear 
that  nursing  education  needs  to  have  better  financial 
support,  but  this  does  not  mean  that  hospitals 
should  be  expected  to  contribute  more  than  their 
share  of  the  cost.  An  effort  will  be  made  to  deter- 
mine in  a reasonable  way,  how’  such  costs  should 
be  divided  between  the  students,  the  public  and  the 
institutions  conducting  nursing  schools. 

The  Proposed  Program  of  Studies 

In  reconstructing  the  program  found  in  the  1927 
League  Curriculum,  the  committee  has  made  an  ef- 
fort to  reduce  the  number  of  short  courses  by  com- 
bining related  materials  into  larger  and  more  co- 
herent groupings.  The  main  changes  of  this  nature 
are  as  follows: 

1.  Bacteriology — renamed  “Microbiology”  and 
expanded  to  include  the  study  of  disinfectants,  for- 
merly taught  under  elementary  materia  medica. 

2.  Pathology — expanded  and  renamed  “Intro- 
duction to  Medical  Science,”  now’  including  diag- 
nostic, therapeutic  and  prophylactic  measures. 
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3.  Case  Study  Method — incorporated  into  Nurs- 
ing the  Sick. 

4.  Personal  Hygiene  and  Physical  Training — • 
combined  in  the  new  course  “Nursing  as  Health 
Conservation.” 

5.  Principles  and  Practice  of  Nursing — re- 
mained Nursing  the  Sick.  The  more  advanced  pro- 
cedures are  incorporated  into  medical  and  surgical 
nursing. 

6.  Medical  and  Surgical  Nursing,  also  Medical 
and  Surgical  Specialties,  are  combined  into  one  in- 
tegrated course. 

7.  Modern  Social  and  Health  Movements — inte- 
grated with  several  other  courses  including  sociology. 

8.  Emergency  Nursing  and  First  Aid — included 
in  Advanced  Nursing. 

9.  Survey  of  Nursing  Field  and  Related  Profes- 
sional Problems — renamed  Professional  Adjustments 
of  the  Graduate  Nurse. 

The  present  revision  is  about  half  finished.  The 
general  plan  for  the  revision  was  outlined  in  the 
American  Journal  of  Nursing  last  year  (in  the  Jan- 
uary to  July  issues)  and  special  bulletins  have  been 
issued  this  year  on  individual  courses.  These  bulle- 
tins contain  tentative  suggestions  for  courses  and 
are  being  studied  and  criticized  by  about  five  hun- 
dred study  groups  all  over  the  country.  These 
groups  are  composed  of  over  two  thousand  nurses, 
doctors,  hospital  administrators,  dietitians,  social 
workers  and  others  who  are  giving  very  careful  at- 
tention to  the  proposals  and  are  sending  back  their 
reports  to  the  curriculum  committee.  In  this  way 
it  is  hoped  to  find  out  what  the  people  in  the  field 
think  about  the  tentative  proposals  and  to  what  ex- 
tent they  meet  with  support  from  the  people  who  are 
likely  to  use  them. 

In  conclusion,  may  I emphasize  a few  points  con- 
cerning the  proposed  curriculum; 

1 . The  proposed  curriculum  represents  an  earnest 
effort  on  the  part  of  the  Central  Curriculum  Com- 
mittee and  the  National  League  of  Nursing  Educa- 
tion to  solve  most  of  the  serious  problems  of  the 
nursing  situation  today  through  the  improvement  of 
the  nursing  school  and  the  education  of  the  nurse. 

2.  The  proposed  program  is  suggestive  only  and 
is  meant  to  be  a guide  and  help  for  those  schools 
interested  in  maintaining  high  standards  and  which 
are  making  a genuine  effort  to  qualify  as  real  pro- 
fessional schools. 


3.  The  curriculum  committee  does  not  advocate 
uniform  standards  in  all  nursing  schools,  nor  does  it 
encourage  all  schools  to  adopt  the  suggested  program 
of  studies,  as  outlined  in  the  bulletins.  It  aims 
rather  at  stimulating  the  thinking  of  nursing  school 
faculties  and  helping  them  work  out  their  own  pro- 
grams on  a better  basis. 

In  nursing  there  is  a long  road  to  travel.  Long 
because  the  public  must  be  educated  to  see  that 
the  nursing  school  should  be  an  educational  institu- 
tion, just  as  any  other  school.  Too  long  we  have 
burdened  the  hospital  with  the  cost  of  the  nurse’s 
education.  This  cost  must  be  shared  as  it  is  in  any 
other  school.  If  the  present  proposed  curriculum 
will  help  us  to  reach  our  goal,  let  us  consider  it  care- 
fully. It  represents  the  best  thinking  in  nursing 
education  today,  built  on  factual  data  secured  by 
an  exhaustive  eight-year  study.  It  deserves  your 
consideration  and  help. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 

The  communicable  disease  reports  received  at  the 
office  of  Dr.  G.  F.  McGinnes,  State  Epidemiolo- 
gist, for  the  month  of  May,  1936  show  the  follow- 
ing cases  compared  with  the  same  month  in  1935. 

1936  1935 


Typhoid  and  Paratyphoid  Fev'er 26  29 

Diphtheria  56  60 

Scarlet  Fever  248  93 

Measles  651  2,291 

Meningitis  46  49 

Poliomyelitis  2 7 

Rocky  Mountain  Spotted  Fever 1 5 

Typhus  Fever  1 0 

Undulant  Fever 4 5 

Tularemia  1 4 

Smallpo.x  1 0 


Crippled  Children’s  Bureau 
The  Virginia  State  Department  of  Health  an- 
nounces the  organization  of  a new  bureau  for  crip- 
pled children  with  Dr.  E.  C.  Harper  as  director. 
This  department  will  be  responsible  for  crippled 
children’s  service  and  will  undertake  a survey  of 
the  state  to  determine  the  number  of  persons  in  need 
of  such  treatment.  It  is  estimated  that  there  are 
15,000  crippled  children  in  Virginia  and  under  the 
proposed  plan  each  child  will  be  followed  from  the 
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time  he  is  discovered  until  he  is  physically  rehabili- 
tated, educated,  trained  in  a vocation  and  placed 
in  suitable  emploATnent. 

For  a number  of  years  the  members  of  the  State 
Orthopedic  Association  have  given  their  time  in 
conducting  orthopedic  clinics  throughout  the  state 
in  cooperation  with  local  civic  and  welfare  organi- 
zations. The  new  bureau  hopes  to  coordinate  and 
supplement  the  activities  of  all  these  groups  into  a 
unified  effort  that  will  reach  every  crippled  child 
in  need  of  medical  care. 


Woman's  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Fletcher  J.  Wright,  49  S.  Market  St., 
Petersburg. 

President-Elect — Mrs.  F.  D.  Wilson,  5352  Studley  Ave., 
Norfolk. 

Corresponding  Secretary — Mrs.  Meade  Edmunds,  Wal- 
nut Hill,  Petersburg. 

Recording  Secretary — Mrs.  Harold  W.  Potter,  70  33rd 
St.,  Newport  News. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Ave.,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  James  B.  Stone, 
15  Maxwell  Road,  Richmond. 

Report  of  the  Kansas  City  Meeting. 

Attending  the  Kansas  City  Convention  had  not 
entered  my  mind  at  all,  until  a few  days  before, 
when  I was  called  to  Richmond  to  meet  some  of 
our  directors  of  the  Virginia  Au.xiliary,  who  were 
much  concerned,  as  was  I,  over  the  fact  that  our 
appointed  delegates  could  not  go  nor  could  we  find 
one  single  representative  from  Virginia  who  could 
serv^e  as  our  delegate.  Because  of  this,  it  was 
thought,  by  our  directors,  imperative  that  I go,  and 
so  a few  days  later,  I found  myself  on  the  train 
bound  for  Kansas  City. 

The  scenery  from  the  train  window  included 
mountain.s — some  majestic  with  gorgeous  scenic  sur- 
roundings, others  rugged  and  blackened  by  coal 
chutes;  the  busy  life  of  several  large  cities;  the  quiet 
of  sleepy  little  towns;  oil  wells  busily  pumping 
their  “black,  liquid  gold”;  great  stretches  of  wheat 
fields  as  far  as  the  eye  could  reach;  and  then  four 
hours  of  darkness  again,  until  we  reached  Kansas 
City  at  midnight. 
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\\’hen  the  Virginia  “convention  widow”  (who  by 
the  way  was  not  the  only  one  attending  whose  hus- 
band could  not  go,  for  this  was  true  of  many  there) 
entered  the  dining  room  for  breakfast  the  next 
morning,  she  was  surprised  by  a cheering  and  most 
cordial  greeting  from  the  National  President,  who, 
having  only  seen  her  the  one  time  at  our  last  State 
Convention  in  Norfolk,  was  able  to  call  her  by  name 
and  be  the  first  to  give  a personal  greeting.  From 
then  on  things  were  happening  every  minute  of  the 
day  and  far  into  the  nights,  so  I can  give  only  a 
very  brief  resume  of  the  splendid  things  of  this, 
the  most  wonderful  and  by  far  the  best  convention 
that  the  A.  M.  A.  Auxiliary  has  ever  had,  as  was 
decided  by  those  who  have  attended  many.  The 
registration  on  Thursday  morning  had  reached 
1,487,  and  still  more  were  arriving. 

VIonday,  May  11th,  was  taken  up  entirely  by 
the  board  meeting,  with  a very  lovely  luncheon 
given  at  the  Woman’s  Club  by  Mrs.  George  Hoxie 
and  iMrs.  A.  B.  McGlothlan,  two  past  presidents,  for 
the  board  members.  A very  elaborate  banquet  was 
held  at  the  Kansas  City  Country  Club  on  Monday 
evening,  with  Mrs.  Herbert  Mantz,  general  chair- 
man, presiding.  The  program  during  the  banquet 
included  violin  numbers  by  a local  artist,  songs  by 
the  three  lovely  daughters  of  Dr.  Samuel  Roberts, 
and  solo  dancing  by  the  daughter  of  another  local 
doctor.  The  convention  proper  opened  on  Tuesday 
morning,  May  12th,  and  this  very  busy  day  got  a 
good  start  tvith  the  “Southern  breakfast,”  when 
Mrs.  Oliver  Hill,  president  of  the  S.  IM.  Auxil- 
iary, presided. 

By  the  time  of  the  formal  opening  at  nine  o'clock, 
the  board  members  felt  that  they  were  all  fairly 
well  accjuainted,  and  we  new  ones,  that  we  had 
met  some  most  worth-while  and  charming  new 
friends  as  well  as  co-workers. 

After  the  opening  premilinaries,  the  “In  Alemo- 
riam”  and  the  roll  call  of  the  states  was  a most 
impressive,  though  sad  service.  Virginia  had  only 
one  name  on  this  list,  and  while  standing  with  sad- 
dened heart  to  hear  the  name  of  our  iMrs.  Joseph 
Buxton  called,  when  the  white  rose  was  placed  in 
the  vase  in  her  memory,  your  delegate  realized  too, 
how  blessed  had  been  our  lot,  when  hearing  the 
many  names  called  from  other  states. 

Every  Virginian,  whether  able  to  attend  the  con- 
vention, or  not,  appreciates  the  honor  given  the 
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memory  of  our  Dr.  Leigh,  by  having  the  last  page 
of  the  National  Convention  Program  given  over  en- 
tirely to  a beautiful  “In  Memoriam,”  to  one  of  our 
much  loved  founders.  Realizing  that  this  will  mean 
much  more  to  our  readers  than  will  the  convention 
news,  I am  giving  you  it. 

In  Memoriam 
Doctor  Southgate  Leigh 

The  Woman’s  Auxiliary  to  the  American  Medical 
Association  records  the  passing  of  one  of  its  most 
earnest  and  zealous  friends — Dr.  Southgate  Leigh. 
His  sudden  death  has  brought  sorrow  to  the  hearts 
of  a multitude  of  friends.  We  gratefully  recog- 
nize that  his  wise  counsel  and  skillful  leadership 
have  reflected  high  honor  upon  our  organization  and 
have  done  much  to  establish  its  future  work.  His 
memory  is  a worthy  inspiration  for  all  time.  The 
best  expression  of  our  feelings  is  found  in  the  words 
of  Kipling’s  “Dedication,”  where  it  was  said  that 
He  scarce  had  need  to  doff  his  pride  or 
slough  the  dross  of  earth — 

E’en  as  he  trod  that  day  to  God,  so 
walked  he  from  his  birth 
In  simpleness  and  gentleness  and 
honour  and  clean  mirth. 

The  reports  from  the  officers  and  chairmen  of 
Standing  Committees  given  throughout  the  day  were 
most  interesting  and  instructive  and  left  the  Vir- 
ginia President  longing  to  call  together  all  of  our 
State  Chairmen  at  once  that  some  of  this  informa- 
tion and  inspiration  might  be  passed  on  to  them 
immediately. 

Dr.  W.  W.  Bauer,  Director  of  Health  and  Public 
Instruction,  A.  M.  A.,  was  our  luncheon  speaker, 
and  his  every  word  fell  on  eager  ears.  Dr.  Bauer 
places  credit  of  the  splendid  success  of  the  A.  M.  A. 
radio  programs  to  the  Auxiliary.  These  were  not 
going  well,  he  stated,  until  the  help  of  the  Auxiliary 
was  enlisted,  and  then  when  5,000  letters  came  in 
from  one  single  program  and  again  800  letters  en- 
closing 800  dimes  for  the  literature  of  the  “Maternal 
Hygiene”  broadcast,  the  success  of  these  radio  pro- 
grams was  fully  assured,  and  they  will  go  on  the 
air  again  with  a new  series  next  fall.  Dr.  Bauer 
also  stated  that  10  per  cent  of  the  subscriptions  to 
Ilygeia  were  secured  by  Auxiliary  members  and 
spoke  at  length  on  the  splendid  service  rendered 
through  the  pages  of  Hygeia  to  the  public  in  general, 
and  to  the  medical  profession  in  particular,  since  it 
is  the  doctors’  best  weapon  against  quacks,  and  the 


best  means  by  which  the  medical  profession  can  be 
interpreted  to  the  public. 

I hope  you  have  read  in  the  Journal  of  the  A. 
M.  .1.,  of  the  opening  meeting  on  Tuesday  evening 
for  space  here  does  not  permit  me  to  tell  you  of  it. 

On  Wednesday,  May  13th,  came  the  State  reports 
and  the  installation  and  election  of  officers.  Vir- 
ginia was  again  honored  by  having  another  presi- 
dent elected  to  the  National  Board  of  Directors. 
The  entire  afternoon  of  this  day  was  spent  by  your 
representative  in  several  long  conferences  and  sev- 
eral meetings  of  the  Committee  on  Resolutions,  so 
the  tea  and  drive  had  to  be  sacrificed  for  things 
more  important. 

There  were  teas  and  drives  on  each  afternoon  of 
the  convention,  when  the  local  doctors’  homes  were 
opened  to  the  visitors  and  they  were  given  beautiful 
entertainment  in  a most  cordial  way.  I am  sure 
there  could  not  be  a more  hospitable  city,  or  more 
efficient  and  willing  workers  on  every  local  com- 
mittee, to  be  found  anywhere  for  they  were  on 
dutv  from  eight  o’clock  each  morning  until  mid- 
night every  night. 

Being  a music  lover,  to  me,  one  of  the  most  re- 
freshing things  of  the  convention  was  the  splendid 
music  interspersed  through  each  business  and  social 
meeting.  The  music  for  each  day  was  under  the 
direction  of  Mrs.  Lewis  Hess,  herself  a lovely  con- 
tralto, who  saw  that  each  musical  number  given  was 
by  the  best  artists  (and  most  of  them  from  doctors’ 
families)  and  of  the  highest  type.  Because  of  its 
unusualness,  perhaps  the  whistling  solo  by  the  wife 
of  Dr.  Emsley  Johnson,  a professional  musician,  was 
most  enjoyed  by  the  large  majority,  for  she  was  an 
artist  beautiful  to  look  at  and  delightful  to  hear. 

Our  souls  and  eyes  too  were  feasted  on  Wed- 
nesday evening  when  we  were  given  a “Galler\- 
Walk”  in  the  Nelson  Art  Gallery,  one  of  the  most 
costly  and  beautiful  buildings  in  the  United  States, 
with  a collection  of  art  exhibits  which  cannot  be 
surpassed  in  this  country. 

This  closed  the  convention  proper,  for  Thursday, 
May  14th,  was  taken  up  with  the  post  convention 
board  meeting,  which  perhaps  was  the  most  impor- 
tant of  all,  since  plans  for  the  work  that  is  to  be 
were  discussed  at  this  time. 

Only  social  functions  and  golf  tours  remained,  so 
your  representative  left  just  after  the  final  board 
meeting,  ver}’  tired  in  body  and  weary  in  mind  I^ut 
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much  refreshed  with  new  zeal  and  inspiration  for 
this  great  work  that  is  being  done  by  our  wonderful 
organization  and  wishing  with  all  her  heart  that 
every  member  of  the  Virginia  Auxiliary  could  not 
only  attend  our  State  meeting  in  Staunton  next  Oc- 
tober, but  could  also  go  to  Atlantic  City  for  our 
next  National  convention. 

Anne  S.  Wright,  President, 
(Mrs.  Fletcher  J.  Wright) 
Woman’s  Auxiliary  to  the  Med- 
ical Society  of  Virginia. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 

National  Drug  Co. 

Refined  Tetanus  Toxoid  (Alum  Precipitated). 

Bilhuber-Knoll  Corporation 

Hypodermic  Tablets  of  Metrazo!  V/z  grains. 

Parke,  Davis  & Co. 

Compressed  Tablets  Sal-Ethyl  Carbonate  with  Phe- 
nacetin. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Non- 
official Remedies: 

Metycaine  Ophthalmic  Ointment,  4 per  cent. — Mety- 
caine  (New  and  Nonofficial  Remedies,  1935,  p.  56),  4 
per  cent,  in  a base  consisting  of  liquid  petrolatum  and 
wool  fat,  with  small  amounts  of  paraffin,  white  petro- 
latum and  ceresin.  Eli  Lilly  & Co.,  Indianapolis,  Ind. 

Antipneumococcic  Serum-Felton — Type  I (Refined  and 
Concentrated). — Prepared  by  immunizing  horses  with  in- 
travenous injections  of  virulent  and  avirulent  pneumo- 
cocci and  subcutaneous  injections  of  the  supernatant 
broth  culture  mediums,  in  which  the  bacteria  had  been 
grown.  The  serum  is  concentrated  by  a method  similar 
to  that  used  for  antitoxins.  Marketed  in  packages  con- 
taining 10,000  and  20,000  units  of  Type  I pneumococcus 
antibodies.  The  National  Drug  Co.,  Philadelphia,  Pa. 

Antipneumococci  Serum,  Types  I and  II,  Refined  and 
Concentrated. — An  antipneumococcic  serum  prepared  by 
immunizing  horses  with  intravenous  injections  of  aviru- 
lent and  virulent  pneumococcus  antibodies  of  Types  I 
and  II.  It  is  marketed  in  packages  of  one  syringe  con- 
taining 10,000  units  each  of  pneumococcus  antibodies  of 
Types  I and  II;  in  packages  of  one  syringe  containing 
20,000  units  of  Types  I and  II,  and  in  packages  of  one 
ampule  containing  20,000  units  of  Types  I and  II.  The 
National  Drug  Co.,  Philadelphia,  Pa. 

Tablets  Amytal,  ''A  Grain. — Each  tablet  contains  amytal 


(New  and  Nonofficial  Remedies,  1935,  p.  94),  grain. 
Eli  Lilly  & Co.,  Indianapolis,  Ind. 

Kapseals  Ortal  Sodium  with  Phenacetin. — Each  kapseal 
(hermetically  sealed  capsule)  contains  ortal  sodium 
(New  and  Nonfficial  Remedies,  1935,  p.  100),  1)4  grains 
(0.1  Gm.)-  and  acetophenetidin  (phenacetin)  3 grains 
(0.2  Gm.).  Parke,  Davis  & Co.,  Detroit,  Mich. 

Refined  Tetanus  Toxiod  (Alum  Precipitated). — A tent- 
anus  toxiod  alum  precipitated,  marketed  in  packages  of 
two  1 c.c.  vials  (one  immunization  treatment)  ; and  in 
packages  of  one  10  c.c.  vial  (five  immunization  treat- 
ments). The  National  Drug  Co.,  Philadelphia,  Pa.  (7. 
A.  M.  A..  May  16,  1936,  p.  1735.) 

Propaganda  for  Reform 

John  S.  Coulter,  in  a recent  review  on  medical 
diathermy  [The  Journal  A.  M.  A.,  January  18,  p.  209), 
says:  “In  the  management  of  pneumonia,  medical 
diathermy  does  seem  to  be  of  definite  benefit  in  reduc- 
ing the  severity  of  the  thoracic  pain.  It  is  not  an  ac- 
cepted specific  treatment  in  lobar  pneumonia.”  While 
oxygen  is  being  administered  diathermy  should  not  be 
employed,  because  ignition  of  the  bedclothes  may  occur 
from  small  sparks  in  the  presence  of  oxygen-enriched 
air.  {].  A.  M.  A.,  March  7,  1936,  p.  872.) 

The  New  Ergot  Alkaloid  “Ergonovine.” — The  Coun- 
cil on  Pharmacy  and  Chemistry  reports  that  during  the 
past  year,  communications  from  four  laboratories  have 
beep  published  reporting  the  isolation  of  a new  oxytocic 
alkaloid  from  ergot.  Until  recently  there  has  been  doubt 
as  to  whether  or  not  the  principles  reported  by  these 
laboratories  were  identical  (termed  “Ergotocin”  by 
Kharasch,  “Ergometrine”  by  Dudley  and  Moir,  “Ergo- 
basine”  by  Stoll,  and  “Ergostetrine”  by  Thompson).  In 
a jointed  signed  statement  (Science,  February  28th)  these 
investigators  say  there  is  “no  doubt  that  the  alkaloid 
obtained  in  the  four  different  laboratories  was  the  same 
substance.  . . .”  Because  it  seemed  impossible  to  es- 
tablish undisputed  priority,  and  because  of  possible  con- 
flict of  the  other  names  with  the  policy  of  the  Council 
governing  nomenclature,  it  was  necessary  that  a suit- 
able nonproprietary  name  which  is  not  therapeutically 
suggestive  be  adopted  for  the  new  alkaloid.  Not  one 
of  the  several  names  proposed  by  the  discovers  complies 
with  the  Council’s  requirements.  The  Council  therefore 
determined  to  adopt  the  new  nonproprietary  name  “Ergo- 
novine” (ergo-nov-ine) . (J.  A.  M.  A.,  March  21,  1936, 

p.  1008.) 


Book  Announcements 

Medical  Papers.  Dedicated  to  Henry  Asbury  Chris- 
tian. Physician  and  Teacher.  From  his  present 
and  past  associates  and  house  officers  at  the  Peter 
Bent  Brigham  Hospital,  Boston,  Mass.  In  Honor 
of  His  Sixtieth  Birthday,  February  17,  1936.  Wav- 
erly  Press,  Inc.  Baltimore,  Md.  1936.  Octavo  of 
xx-1000  pages.  Illustrated. 

Henry  Asbury  Christian  has  been  the  recipient 
of  more  honors  than  befall  the  lot  of  many  men. 
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Recently,  on  the  occasion  of  the  celebration  of  his 
sixtieth  anniversary,  a verj^  signal  token  of  the 
gratitude  and  esteem  of  those  who  know  and  love 
him  best,  was  dedicated.  The  Christian  Festschrift, 
edited  by  Dr.  Robert  T.  Monroe  under  the  title, 
IMedical  Papers  Dedicated  to  Henry  Asbury  Chris- 
tian, Physician  and  Teacher,  is  a collection  of  scien- 
tific articles  from  the  pens  of  his  present  and  past 
associates  and  house  officers  at  the  Peter  Bent 
Brigham  Hospital. 

In  order  that  one  may  better  understand  and  ap- 
preciate the  monument  to  a man,  it  is  necessary  that 
one  know  something  of  the  individual  to  whom  it  is 
erected. 

Dr.  Christian  was  born  in  Lynchburg,  Va.,  Feb- 
ruary 17,  1876.  He  came  of  a long  line  of  dis- 
tinguished Virginians,  several  of  whom  served  with 
honor  and  distinction  in  both  the  Continental  and 
Confederate  Armies. 

His  preparator}'  education  was  gotten  in  the  pub- 
lic schools  of  Lynchburg.  At  the  age  of  nineteen 
he  graduated  from  Randolph-Macon  College,  with 
both  A.  B.  and  A.  IM.  degrees.  It  was  while  at- 
tending the  Ashland  Institution  his  interest  in  science 
became  manifest. 

Christian  received  his  M.  D.  degree  from  Johns 
Hopkins  University  in  1900.  Among  his  teachers 
there  were  Osier,  Welch,  Barker,  Mall  and  Halsted. 
As  an  undergraduate  he  made  his  first  contribution 
to  medical  literature. 

Then  followed  five  years  of  intensive  study  in 
patholog}’  under  ^lallory  and  Councilman  in  Bos- 
ton, and  Grawitz  at  Grifswald,  but  this  was  only 
a means  toward  the  coveted  end.  Christian  always 
intended  to  be  a clinician;  now  the  groundwork 
was  completed. 

Christian’s  career  as  an  internist  began  when  he 
became  assistant  to  Dr.  Reginald  H.  Fitz,  then 
Hersey  Professor  of  the  Theory  and  Practice  of 
Physic  at  Harvard,  in  1905.  Within  a very  short 
time  he  impressed  those  with  whom  he  came  in 
contact,  including  President  Eliot,  with  his  potential 
capabilities.  After  three  short  years  in  practice,  he 
was  offered  the  Deanship  of  the  Harv^ard  [Medical 
School.  This  honor  he  at  first  declined,  but  later 
accepted  with  the  realization  that  he  was  at  the  same 
time  being  invited  to  become  Hersey  Professor  of  the 
Theory  and  Practice  of  Physic.  Thus,  in  1908,  at 
the  age  of  32,  he  became  “The  Boy  Dean”  as  well 


as  a full  professor  in  one  of  our  greatest  medical 
schools. 

In  1911  Professor  Christian  was  invited  to  help 
organize  and  become  Physician-in-Chief  of  the  pro- 
posed new  Peter  Bent  Brigham  Hospital.  Just  how 
thoroughly  and  masterfully  he  filled  these  posts 
needs  no  recounting;  it  is  medical  tradition.  The 
fruition  of  his  dream  to  become  friend,  guide  and 
teacher  of  worthy  and  capable  students  of  medicine 
became  a reality.  During  his  stewardship  as  the 
head  of  one  of  America’s  greatest  teaching  hospitals, 
he  had  made  many  innovations  in  medical  instruc- 
tion that  have  stood  the  test  of  time. 

There  have  been  many  other  honors  bestowed 
upon  Dr.  Christian,  and  numerous  have  been  his 
contributions  to  medicine.  I only  wish  that  time 
and  space  permitted  the  enumeration  of  them  all. 
The  foregoing  affords  but  a kaleidoscopic  vision  of 
the  accomplishments  of  this  great  Virginian  to  whom 
a very  remarkable  volume  of  medical  papers  has 
been  so  appropriately  dedicated. 

It  is  very  fitting  that  the  “Introduction”  to  “Med- 
ical Papers”  should  be  wTitten  by  one  of  the 
Brigham’s  first  House  Officers.  Dr.  I.  Chandler 
Walker,  among  others,  spent  part  of  a year  in 
Europe  with  Dr.  Christian  studying  new  methods 
and  formulating  new  ideas  for  the  new  hospital. 
He  has  known,  loved  and  respected  his  Chief 
throughout  the  years  they  have  been  acquainted. 
Nor  is  it  any  the  less  appropriate  that  Dr.  Warren 
T.  Vaughan’s  “An  Appreciation”  should  close  the 
volume.  Vaughan  served  as  House  Officer  at  the 
Brigham  preceding  the  ^^’orld  War,  and  is  one  of 
“The  Professor’s”  greatest  and  most  ardent  ad- 
mirers. Interesting  and  delightful  sidelights  into 
Dr.  Christian’s  character  are  portrayed  by  these  two 
men. 

Interspersed  between  “Introduction”  and  “An  Ap- 
preciation” there  are  one  hundred  and  one  articles 
dealing  with  ever\'  phase  of  internal  medicine.  They 
take  up  nine  hundred  and  sixty  pages  of  the  vol- 
ume. Most  of  them  are  short,  and  therefore  an 
added  delight  to  the  man  they  honor,  for  he  above 
all  things  abhors  procrastination  and  long-winded- 
ness, and  delights  in  straightforward  simply  pre- 
sented data. 

It  is  not  within  the  province  of  this  review  to 
signal  out  any  of  the  very  informative  articles,  con- 
tained within  the  Festschrift,  for  special  discussion. 
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A sufficient  variety  of  subject  matter  is  presented 
to  make  this  volume  interesting  for  the  undergrad- 
uate. On  the  other  hand,  comprehensive  and  author- 
itative presentation  of  the  various  topics,  together 
with  careful  editing,  make  it  a volume  of  inestimable 
value  for  the  internist.  As  one  reviewer  has  put  it: 
‘‘It  might  be  called  The  Medicine  of  the  Future.” 

Randolph  Graham,  yi.  D. 

Books  Available  to  Doctors. 

Recent  acquisitions  to  the  Library  of  the  Medi- 
cal College  of  Virginia  which  may  be  had  by  Vir- 
ginia doctors  upon  usual  free  library  conditions  are: 
A.  M.  A. — Glandular  Physiology. 

Agricultural  Research  Council — Observations  by  the  Tu- 
berculosis Committee  on  the  Experiment  with  Spah- 
linger  Vaccine  in  Northern  Ireland. 

Bayliss,  W.  M. — Principles  of  General  Physiology.  New 
ed. 

Beer,  E. — Tumors  of  the  Urinary  Bladder. 

Boyd,  Wm. — The  Pathology  of  Internal  Diseases.  2nd 
ed. 

Briquet,  John — International  rules  of  botanical  nomen- 
clature, adopted  by  the  International  Botanical  Con- 
gresses of  Vienna,  1905,  and  Brussels,  1910. 

Bumke  & Foerster — Handbuch  der  neurologie.  Erster 
band. 

Cardenal,  L. — Diccionario  terminologico  de  ciencias 
medicas. 

Childs,  M.  W. — Sweden,  the  middle  way. 

Christopher,  F. — Textbook  of  Surgery  by  American 
authors. 

Dublin  & Lotka — Length  of  Life. 

Emerson,  C.  P. — The  Nervous  Patient. 

First  report  on  Viscosity  and  Plasticity.  Amsterdam, 
1935. 

Gunewardene,  H.  O. — Heart  Disease  in  the  Tropics. 
Harris,  L.  J. — Vitamins  in  Theory  and  Practice. 

Havens,  L.  C. — The  Bacteriology  of  Typhoid,  Salmonella,  - 
and  Dysentery  Infections  and  Carrier  States. 

Henry,  G.  W. — Essentials  of  Psychopathology. 
Katzenelbogen,  S. — Cerebrospinal  Fluid  and  Its  Relation 
to  Blood,  Physiology  and  Pathology. 

Kovacs,  R. — Electrotherapy  and  Light  Therapy, 
de  Kruif,  P. — Why  Keep  Them  Alive? 

Lamb,  F.  W. — Introduction  to  Human  Experimental 
Physiology. 

Lamb,  R. — American  Chamber  of  Horrors. 

Landsteiner,  K. — -The  Specificity  of  Serological  Reac- 
tions. 

Levine,  V.  E. — Reprints  of  the  Vitamins. 

Lindeman,  E.  C. — Wealth  and  Culture. 

Lorimer  & Osborne — D3mamics  of  Population. 

Mitchiner,  P.  H. — The  Modern  Treatment  of  Burns  and 
Scalds. 

Moore,  E. — Heredity:  Mainly  Human. 

The  Next  Five  Years:  .An  Essay  in  Political  Agreement. 


Parsons,  T.  R. — Fundamentals  of  Biochemistrj-. 

Petersen,  H. — Histologie  und  mikroskopische  anatomie. 
Portfolios  A and  B — Portraits  of  Distinguished  Chem- 
ists. 

The  Psychology  of  Getting  Grades.  (Anonymous.) 
Roberts,  T.  S. — Bird  Portraits  in  Color. 

Sante,  L.  R. — Manual  of  Radiological  Technique. 

Seifriz,  Wm. — Protoplasm. 

Sinclair,  U. — Depression  Island. 

Webb,  S.  and  B. — Soviet  Communism:  a new  civilization? 
Weeks,  M.  E. — The  Discovery  of  the  Elements. 
Wertham,  F.  & F. — The  Brain  as  an  Organ. 

Wetmore,  H.  A. — Union  List  of  Journals,  Proceedings, 
.Annuals  and  Other  Serials  Compiled  from  the  Hold- 
ings of  Forty  nine  Chemical  Libraries. 

M'ibaut,  F.  M. — A World  Production  Order. 

Wiener,  A.  S. — Blood  Groups  and  Blood  Transfusions. 

Synopsis  of  Clinical  Laboratory  Methods.  By  W. 
E.  BRAY,  B.  A.,  M.  D.,  Professor  of  Clinical  Pathol- 
ogy, University  of  Virginia;  Director  of  Clinical 
Laboratories,  University  of  Virginia  Hospital.  St. 
Louis.  The  C.  V.  Mosby  Company.  1936.  12mo 
of  324  pages.  Thirty-two  text  illustrations.  Eleven 
color  plates.  Cloth.  Price,  $3.75. 

In  this  conveniently  sized  book,  the  author  has 
given  a comprehensive  survey  of  all  the  important 
methods  used  in  hospital  laboratories.  The  usual 
chapters  on  hematology,  urinalysis,  sputum  exami- 
nations, etc.,  are  supplemented  by  more  recent  ex- 
aminations such  as  the  .Aschheim  Zondek  test  and 
the  rapid  methods  of  typing  pneumococci  in  spu- 
tum, all  of  which  are  clearly  illustrated.  Other 
chapters  cover  briefly  but  adequately  examinations 
that  are  employed  less  frequently  by  the  hospital 
laboratory,  such  as  water  and  milk  examinations, 
detection  of  poisons,  technique  of  surgical  pathology, 
etc. 

This  book  has,  it  seems  to  me,  a decided  advan- 
tage over  most  of  the  smaller  laboratory  manuals 
that  have  appeared,  in  that  it  gives  the  interpreta- 
tion of  tests  as  well  as  their  technique.  Naturally, 
because  of  its  size,  it  cannot  go  into  such  detail  as 
do  the  textbooks  on  laborator}'  diagnosis,  but  it  is 
felt  that  the  book  will  be  of  great  value  to  anyone 
associated  with  the  laboratory. 

James  P.  Baker,  Jr- 

Examination  of  the  Patient  and  Symptomatic  Diag- 
nosis. By  JOHN  WATTS  MURRAY,  M.  D.  Sec- 
ond Edition.  St.  Louis.  The  C.  V.  Mosby  Com- 
pany. 1936.  Octavo  of  1216  pages.  With  two  hun- 
dred and  seventy-four  illustrations.  Cloth.  Price, 
$10.00. 

The  author  has  presented  in  this  work  an  encly- 
clopedic  summary  of  the  more  common  signs  and 
symptoms  of  diseases.  The  first  450  pages  are  de- 
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voted  to  history  taking  and  the  remainder  of  the 
1,216  pages  are  given  over  to  the  examination  of 
the  patient.  There  are  274  photographs  and  draw- 
ings. 

The  importance  of  a painstaking  and  thorough 
histon.’  cannot  be  over-emphasized  but  it  is  ques- 
tionable whether  the  extent  to  which  the  author  goes 
in  the  various  ramifications  outlined  by  him  really 
aid  the  average  practitioner.  ^ly  experience  as  a 
teacher  of  medical  students  has  convinced  me  that 
they  are  prone  to  lose  themselves  in  the  maze  of 
irrelevant  material  gathered  by  following  a too 
complicated  questionnaire.  The  danger  lies  in 
merely  tabulating  of  symptoms  without  developing 
the  basic  quality  of  analysis.  A rather  consider- 
able space  in  this  section  is  given  to  such  useless 
information  as  a list  of  diseases  commonly  found  in 
males,  females,  infancy,  middle  age,  etc. 

In  the  section  “Examination  of  the  Patient,”  the 
author  has  arranged  in  a most  elaborate  manner 
questions  and  answers  relating  to  the  various  sys- 
tems. He  has  set  forth  to  a remarkable  degree  an 
analytical  discussion  of  the  more  common  physical 
findings  in  a routine  examination.  Many  of  the 
statements,  however,  are  necessarily  incomplete  and 
definitely  misleading.  It  is  unfortunate  that  so 
much  material  of  value  to  the  practitioner  or  med- 
ical student  is  buried  in  sup)erfluous  details  and  use- 
less rep>etitions.  W.  H.  Higgins,  M.  D. 

Interpretation  of  Laboratory  Findings.  By  RAY- 
MOND H.  GOODALE,  M.  D.,  Pathologist,  City  Hos- 
pital, Worcester,  Mass.;  Visiting  Pathologist,  Bel- 
mont and  Fairlawn  Hospitals,  Worcester,  Mass.; 
etc.  Philadelphia.  F.  A.  Davis  Company.  1936. 
Octavo  of  ix-170  pages.  Cloth.  Price,  $2.25  net. 

There  is  really  no  justification  for  this  book. 
Nothing  original  is  offered.  The  normal  values  of 
constituents  in  blood,  urine,  feces,  and  spinal  fluid 
are  obtainable  from  any  ordinary  manual  of  labora- 
tor>'  procedure. 

In  Part  II  the  discussion  of  diseases  with  asso- 
ciated laboratory  findings  is  almost  childish.  As 
an  example,  in  the  discussion  on  diabetic  coma  the 
statements  are  made  that  the  patient  is  in  acidosis 
with  urine  containing  large  amounts  of  sugar,  ace- 
tone and  diacetic  acid.  If  a physician  is  so  ill-in- 
formed that  he  does  not  possess  this  knowledge,  it 
is  clearly  indicative  that  he  does  not  need  a simple 
volume  such  as  the  one  under  reveiw,  but  rather 
extensive  undergraduate  training. 


The  chapter  on  intestinal  parasites  names  the 
parasites,  tells  how  to  find  them  and  states  a por- 
tion of  their  life  cycle. 

The  last  chapter  is  devoted  to  preparing  and  col- 
lecting laboratory  specimens. 

Too  brief  in  discussion  of  procedures  and  too 
elementary  in  its  interpretation  even  for  the  busy 
physician,  the  reviewer  reiterates  that  there  is  really 
no  justification  for  this  book. 

N.  Bloom,  M.  D. 

Index  of  Diffe.'-ential  Diagnosis.  By  Various  Writers; 
Edited  by  HERBERT  FRENCH,  C.  V.  O.,  C.  B.  E., 
M.  A.,  M.  D.,  Oxon.,  F.  R.  C.  P.,  Lond.  Consulting 
Physician  to  Guy’s  Hospital,  London.  William 
Wood  and  Company,  Baltimore.  Fifth  Edition, 
1936.  Illustrated.  Octavo  of  xi-1145  pages.  Cloth. 
Price,  $16.00. 

This  single  volume  of  1145  pages  is  a veritable 
mine  of  information,  well  arranged,  adequately  ex- 
pressed and  up-to-date  in  this  fifth  edition.  First 
published  in  1912,  this  work  has  evidently  served 
a useful  purpose  as  evidenced  by  the  fact  that  well 
over  fifty  thousand  copies  have  been  reached. 

This  book  is  an  index  of  symptoms  arranged  in 
alphabetical  order  and  attempts  to  include  medicine, 
surgery,  gynecology,  ophthalmology,  dermatology  and 
neurology.  A particular  feature  is  a full  and  ac- 
curate index  of  over  200  pages  at  the  end  of  the 
volume.  As  the  editor  states:  “Whilst  the  body  of 
the  book  thus  deals  with  symptoms,  the  general  in- 
dex at  the  end  gathers  these  together  under  the  head- 
ings of  the  various  diseases  in  which  they  occur  . . . 
for  while  each  symptom  is  considered  but  once,  each 
disease  is  likely  to  come  up  for  discussion  under  the 
heading  of  each  of  its  more  important  symptoms.” 

This  excellent  book  should  be  of  particular  help 
as  a ready  reference  volume  to  the  busy  general 
practitioner.  In  reviewing  this  work  one  is  im- 
pressed with  the  adequate,  modern  and  logical  pres- 
entation of  symptoms  and  signs.  The  typographical 
form  is  pleasing  and  illustrations  are  freely  used. 

Douglas  VanderHoof,  M.  D. 

Cardiovascular  Disease.  A New  Aspect  of  Cause 
and  Treatment.  By  JOSEPH  H.  SCHRUP,  M.  D. 
Dubuque,  Iowa.  Pamphlet  of  20  pages.  Price, 
12  cents. 

The  reviewer  can  see  no  justification  for  the 
hypothetical  concepts  expressed  in  this  reprint  nor 
does  he  feel  that  any  of  the  conclusions  drawn  by 
the  author  are  either  sane  or  substantiated  by  facts. 

William  B.  Porter,  IM.  D. 
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Editorial 


Our  First  Internist. 

Thirty  years  ago  a young  Hopkins  graduate  came 
to  Virginia  with  the  intention  of  confining  his  prac- 
tice to  internal  medicine.  He  was  the  first  in  Vir- 
ginia thus  to  limit  his  medical  work.  The  young 
Lydgate  had  sat  under  William  Osier  who  more 
than  anyone  else  in  .\merica  dignified  and  set  apart 
this  important  branch  of  medicine,  and  probably 
to  Osier's  influence  he  owed  his  resolution. 

Thirty  years  ago  medicine  was  rapidly  e.xpand- 
ins  from  the  old  t}-pe  of  practice  which  knew  only 
physicians  and  surgeons  into  what  even  at  that  time 
threatened  to  be  a bewildering  maze  of  specialties. 
It  was  a necessar}'  development,  but  one  freighted 
with  dangers  to  both  profession  and  public.  Into  this 
situation  the  internist  was  thrust  as  a necessary  safe- 
guard, for  internal  medicine  is  not  a specialty.  .\c- 
cording  to  the  Oslerian  conception  “though  it  em- 
braces at  least  half  a dozen,  its  cultivators  cannot 
be  called  specialists.  . . . The  manifestations  of 
almost  any  one  of  the  important  diseases  in  the 
course  of  a few  years  will  ‘box  the  compass’  of  the 
specialties.”  Llewellys  Barker  who  inherited  much 
of  the  Osier  tradition  still  stresses  the  importance 
of  viewing  the  internist  as  an  integrator  not  only  of 
his  own  work  but  of  that  of  the  narrower  special- 
ties. His  business  is  the  correlation  of  all  clinical 
and  laboratory  findings.  He  is  concerned  with  both 
the  soma  and  the  psyche  and  is  prepared  to  deal  with 


the  “psychophysical  unit  as  a whole.”  In  so  doing 
he  more  than  anyone  else  is  best  prepared  to  evaluate 
what  Goldscheider  has  called  the  “autoplastic  dis- 
ease picture.” 

Thirty  years  have  passed  since  young  Douglas 
VanderHoof  first  came  to  Virginia  and  declared 
himself  an  internist  in  Osier's  sense  of  the  word. 
Those  years,  begun  in  the  exploration  of  a new  and 
untried  field,  have  been  years  of  sendee  and  of 
distinction.  .\s  Professor  of  Medicine  in  the  Med- 
ical College  of  Virginia,  as  an  esteemed  member 
of  the  Executive  Committee  of  its  Board  of  Trustees, 
as  a member  of  the  .\ssociation  of  .American  Physi- 
cians— the  highest  honor  that  can  come  to  a phy- 
sician,— -and  as  President  of  the  Richmond  Commu- 
nity Fund,  he  has  added  lustre  to  the  good  name  of 
physician  in  the  State  of  Virginia. 

Thirty  years  of  practice  as  an  internist  have 
passed  and  Dr.  VanderHoof  now  declares  his  in- 
tention of  retiring  from  the  active  practice  of  med- 
icine. He  is  still  a young  man  in  spirit  and  body, 
and  he  can  only  have  arrived  at  this  determination 
because,  having  reached  the  pinnacle  of  professional 
.success,  he  has  no  further  ambition  to  satisfy. 

The  medical  profession  of  Virginia  on  learning 
of  the  resolution  of  one  of  its  most  distinguished 
members  to  retire  from  practice  will  not  only  be 
voicing  its  regret  but  will  be  asking  if  there  are 
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not  ways  in  which  the  splendid  gifts  of  Dr.  Vander- 
Hoof  may  be  available  still  for  the  advancement  of 
medicine — a cause  to  which  he  has  already  con- 
tributed so  much.  We  feel  that  Dr.  VanderHoof 
has  retired  from  his  chosen  field  in  order  to  be  of 
greater  service  to  medicine  as  a whole.  Untram- 


melled by  private  practice,  his  charm,  his  unusual 
talent  for  organization,  his  extensive  background  of 
medical  experience,  we  hope  will  be  used  on  a far 
wider  field  of  operations.  We  believe  that  Dr. 
VanderHoof  has  retired  not  from,  but  for,  serv- 
ice. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Drs.  J.  C.  Flippin  and  E.  Lee  Sutton,  who  com- 
pose the  special  committee  of  the  Department  ap- 
pointed to  select  post-graduate  instructors  now  avail- 
able to  the  State  of  Virginia,  announce  the  appoint- 
ment of  Dr.  L.  L.  Shamburger  as  instructor  in  post- 
graduate obstetrics. 

Dr.  Shamburger  is  a graduate  of  the  Medical  Col- 
lege of  Virginia  and  has  seen  service  in  the  fol- 
lowing positions:  Wisconsin  General  Hospital,  at 
the  University  of  Wisconsin;  Obstetrics  and  Gyneco- 
log}^  at  Washington  University;  St.  Louis  Maternity 
Hospital;  Resident  in  Obstetrics  at  University  of 
Tennessee,  Memphis  General  Hospital,  Memphis, 
Tenn.,  and  at  Memorial  Hospital,  Richmond,  Va. 

Dr.  Shamburger’s  new  duties  wdll  commence  July 
1st.  His  first  few  days  will  be  devoted  to  visiting 
obstetricians  throughout  the  State  and  to  interview- 
ing officials  of  the  Medical  Society  of  Virginia  who 
have  had  continuing  experiences  with  the  post-grad- 
uate program  conducted  by  the  Medical  Society. 
Following  the  two  weeks’  period  devoted  to  these 
conferences.  Dr.  Shamburger  will  be  available  for 
lectures  before  local  societies  and  for  clinical  lec- 


tures and  demonstrations.  The  Department  antici- 
pates that  in  many  communities  lecture-series,  simi- 
lar in  character  to  the  lecture-clinics  formerly  con- 
ducted by  Dr.  M.  E.  Lapham,  will  be  desired.  Local 
societies  interested  in  sponsoring  such  lecture-clinics 
are  invited  to  so  notify  the  Department. 

The  Department  feels  that  the  Medical  Society  of 
Virginia  is  fortunate  that  arrangements  have  been 
completed  to  continue  the  post-graduate  work  under 
the  cooperative  program  that  embraces  the  interest 
and  support  of  the  Medical  College  of  Virginia, 
the  Department  of  Medicine  of  the  University  of 
Virginia,  and  the  State  Department  of  Health,  all 
working  under  the  general  direction  of  the  Med- 
ical Society  of  Virginia.  The  Extension  Division 
of  the  University  of  Virginia  has  been  retained  as 
the  Executive  Agent. 

Communications  concerning  arrangements  for 
lectures  and  clinics  should  be  addressed  to  the  Ex- 
tension Division,  Box  1487,  University  Station, 
Charlottesville,  Virginia. 

G.  B.  Zehmer, 
Executive  Secretary. 


Proceedings  of  Societies 


The  Fourth  District  Medical  Society 

Held  its  annual  regional  meeting  at  Waverly,  Va., 
on  May  26th,  with  Dr.  H.  E.  Whaley  of  Victoria, 
President,  presiding. 

Dr.  Herbert  C.  Jones  of  Petersburg,  discussed 
“The  Recent  Advances  in  Urology,”  as  he  noted 
them  upon  his  attendance  at  the  A.  M.  A.,  in  Kansas 


City;  Dr.  T.  S.  Jennings  of  Waverly,  gave  a report 
on  recent  successful  experiences  in  “The  Treatment 
of  Acute  Unilateral  Lobar  Pneumonia”  with  arti- 
ficial pneumothorax  in  four  cases ; Dr.  W.  M.  Bow- 
man, of  Petersburg,  read  a paper  on  “Pro.^tatic  and 
Seminal  Vesical  Smears  as  a Reliable  Test  and 
Cure  of  Xeisserian  Infection”;  Dr.  Allen  Barker  of 
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Petersburg,  presented  a paper  on  “Bronchiectasis: 
Its  Diagnosis  and  Treatment,”  illustrated  with 
X-ray  films;  and  Dr.  W.  H.  Higgins  of  Richmond, 
invited  guest,  spoke  on  “Bedside  Diagnosis  of  Acute 
Coronary  Occlusion  and  Its  Treatment.” 

The  following  officers  were  elected  for  the  ensuing 
year;  President,  Dr.  Tom  G.  Hardy,  Farmville; 
vice-presidents.  Dr.  J.  L.  Hamner,  IMannboro,  and 
Dr.  W . Vilkinson,  La  Crosse;  secretar}'-Treas- 
urer.  Dr.  C.  E.  Martin,  Emporia;  and  Dr.  Wright 
Clarkson,  Petersburg,  chairman  of  the  Steering  Com- 
mittee. Both  of  the  latter  officers  were  re-elected. 

The  next  meeting  will  be  held  in  Farmville  on 
July  21st. 

Norfolk  County  Medical  Society. 

.\t  the  annual  meeting  of  this  Society  on  June  1st, 
Dr.  Walter  B.  Martin  of  Norfolk,  succeeded  to  the 
presidency  and  the  following  officers  were  elected: 
President-elect,  Dr.  Frank  H.  Redwood,  Norfolk; 
vice-president,  Dr.  Thos.  E.  Oast,  Portsmouth;  and 
secretary-treasurer.  Dr.  Lockburn  B.  Scott,  Norfolk. 
This  makes  Dr.  Scott’s  eighteenth  consecutive  year 
in  his  position.  .\t  this  meeting,  delegates  and 
alternates  were  also  elected  to  the  Staunton  meeting 
of  the  State  Society. 

Lynchburg  Academy  of  Medicine. 

.\t  the  regular  meeting  of  the  .\cademy  on  June 
1st,  Dr.  J.  B.  N^icholls,  of  Catawba  Sanatorium, 
presented  a paper  on  “Collapse  Therapy”  which 


was  illustrated  with  lantern  slides  and  interestingly 
discussed. 

Drs.  Harold  Lee  Riley,  Jr.,  and  David  Lemuel 
Harrell,  Jr.,  both  of  the  Staff  of  the  State  Colony 
for  Epileptic  and  Feebleminded,  were  elected  to 
membership.  Delegates  and  alternates  to  the  State 
Society  meeting  were  also  named  at  this  time. 

Dr.  J.  Henr}-  Rawlings  and  Dr.  John  Hund- 
ley, Jr.,  are  president  and  secretary,  respectively. 
There  will  be  no  more  meetings  of  the  .Academy 
until  September. 

Richmond  Academy  of  Medicine. 

.Vt  the  meeting  of  the  .\cademy  on  ^lay  26th,  Dr. 
Roshier  \A’.  yiiller,  presiding.  Dr.  Edwin  P.  Leh- 
man and  Dr.  J.  Edwin  Wood,  both  of  the  Uni- 
versity of  Virginia  ^ledical  School,  were  the  guest 
speakers.  The  usual  buffet  supper  followed  this 
meeting.  The  next  meeting  will  be  held  in  Septem- 
ber. 

Nansemond  County  Medical  Society. 

.\t  the  meeting  of  this  Society  on  May  19th,  Dr. 
J.  B.  Dalton,  of  Richmond,  was  the  guest  speaker. 
His  subject  was  “Evaluation  of  Factors  Involved  in 
the  Healing  of  Infected  Bone.”  This  address  was 
accompanied  by  lantern  slides  and  was  both  instruc- 
tive and  interesting. 

Dr.  E.  C.  Joyner  and  Dr.  William  F.  Wild,  both 
of  Suffolk,  are  president  ajid  secretary,  respectively. 


News  Notes 


Commencement  Exercises  of  Virginia  Med- 
ical Schools. 

Medical  College  of  Virginia 
The  annual  commencement  exercises  of-  the  Col- 
lege, held  may  30th  through  June  2nd,  were  opened 
with  the  Student  Night  Dance.  On  Sunday,  the 
commencement  sermon  was  by  Rev.  Solon  B.  Cous- 
ins, D.  D.,  of  the  Second  Baptist  Church.  Regis- 
tration for  the  alumni  began  on  Monday  and  a 
luncheon  was  held  at  noon,  followed  by  the  busi- 
ness meeting,  at  which  time  Mr.  L.  C.  Bird,  of 
Richmond,  was  elected  President  of  the  Alumni  As- 
sociation. Other  officers  are:  \'ice-presidents.  Dr. 
Joseph  L.  Miller,  Thomas,  W.  Va.,  Dr.  John  Bell 


Williams  and  Miss  .Mice  Lacy  of  Richmond;  treas- 
urer, Dr.  T.  Dewey  Davis,  Richmond;  and  secre- 
tary, Dr.  Lewis  E.  Jarrett,  also  of  Richmond. 

The  annual  .\lumni  Dinner  was  held  that  night 
at  the  John  Marshall  Hotel.  The  regular  buffet 
luncheon  to  the  Board  of  Visitors,  Faculty,  .\lumni 
and  Senior  classes  was  held  on  Tuesday  at  Cabaniss 
Hall.  The  final  exercises  were  held  at  the  Mosque 
at  8:00  P.  M.,  when  diplomas  were  awarded  to  129 
students — seventy-three  in  medicine,  twenty-three  in 
dentistr}',  nine  in  pharmacy,  twenty-two  in  nursing, 
and  two  receiving  master  of  science  degrees  in  chem- 
istry. .\n  honorary  degree  of  Doctor  of  Science  was 
conferred  upon  Dr.  Lawrason  Brown,  Consulting 
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Physician  to  Trudeau  Sanatorium,  Saranac  Lake, 
N.  Y.  The  commencement  address  was  delivered  by 
Dr.  George  Frederick  Zook,  President  of  the  Amer- 
ican Council  on  Education.  These  exercises  were 
followed  by  a reception  and  dance  at  the  John 
Marshall  Hotel. 

The  following  were  graduates  in  medicine  with 
hospital  appointments: 

Memorial  Hospital,  Richmond — Drs.  Robert 
Richardson  Eason,  Richmond;  William  Hughes 
Evans,  Richmond;  William  Yates  Garrett,  Rich- 
mond; Edgar  Willis  Lacy,  Jr.,  Richmond;  Frances 
Elizabeth  Noblin,  South  Boston;  Leroy  Smith, 
Richmond;  Hilda  Jane  Walters,  Christiansburg ; 
and  George  Austin  Welchons,  Richmond. 

Tucker  Sanatorium,  Richmond — Dr.  Oscar 
Kantor  Diamond,  Yonkers,  N.  Y. 

Grace  Hospital,  Richmond — Drs.  Homer  Earle 
Ferguson,  Rocky  Mount;  and  Robert  Hartwell 
Mitchell,  Aulander,  N.  C. 

Stuart  Circle  Hospital,  Richmond — Drs.  Wil- 
liam Wallace  Fuller,  Norfolk;  Frank  Noera  Pole, 
Hot  Springs;  and  Spotswood  Robins,  Richmond. 
Saint  Luke’s  Hospital,  Richmond — Drs.  Marvin 
Russell  Houck,  Lewisburg,  W.  Va. ; and  Charles 
William  Reavis,  Raleigh,  N.  C. 

Sheltering  Arms  Hospital,  Richmond — Drs. 
Abraham  Meyer  Jacobson,  Richmond;  and  Aquilla 
Richard  Johnston,  Saint  George,  S.  C. 

Retreat  for  the  Sick  Hospital,  Richaiond — 
Drs.  Carl  Wise  Meador,  Richmond;  Milton  Sa- 
lasky,  Norfolk;  and  William  Angle  Young,  Roa- 
noke. 

Saint  Elizabeth’s  Hospital,  Richmond — Dr. 

John  Henry  Murry,  Pequea,  Pa. 

Central  State  Hospital,  Petersburg — Dr.  Rob- 
ley  Curtis  Allison,  Delton. 

Lewis-Gale  Hospital,  Roanoke — Drs.  Homer 
Bartley,  Hellier,  Ky. ; and  James  William  Elliott, 
Winfall. 

Shenandoah  Hospital,  Roanoke — Dr.  Newton 
Ashford  Beeton,  Roanoke. 

Jefferson  Hospital,  Roanoke — Dr.  Elbert  White 
Dodd,  Jr.,  Buchanan. 

Roanoke  General  Hospital,  Roanoke — Dr. 

Lewis  Alan  Micou,  Farmville. 

Norfolk  Protestant  Hospital,  Norfolk^ — Drs. 
Paul  Kiser  Candler,  Lebanon;  and  Arthur  La- 
Grange  Yan  Name,  Jr.,  West  Point. 


Hospital  of  St.  Yincent  de  Paul,  Norfolk — Dr. 

John  Hobart  Judson,  Norfolk. 

Raiford  Hospital,  Franklin — Dr.  Thomas  Ad- 
dison IMorgan,  Gladys. 

United  States  ^^Iarine  Hospital,  Stapleton, 
Staten  Island,  N.  Y. — Drs.  Charles  Raymond 
Arp,  Copperhill,  Tenn. ; and  Hosea  Dewain  Ire- 
land, Pullman,  W.  Ya. 

Cumberland  Hospital,  Brooklyn,  N.  Y. — Dr. 

Ben  Bogen,  Paterson,  N.  J. 

Unity  Hospital,  Brooklyn,  N.  Y. — Dr.  IManuel 
Kogan,  Brooklyn,  N.  Y. 

Bellevue  Hospital,  New  York,  N.  Y. — Dr.  Rich- 
ard Wickham  Sharpe,  Norfolk. 

Metropolitan  Hospital,  New  York,  N.  Y. — Dr. 

Lewis  Shelton  Trostler,  Brooklyn,  N.  Y. 

Ellis  Hospital,  Schenectady,  N.  Y. — Dr.  Mal- 
colm Bouton,  Fultonville,  N.  Y. 

Sibley  Memorial  Hospital,  Washington,  D.  C. 

— Dr.  Clift  Palsgrove  Berger,  Waterford. 
Gallinger  Municipal  Hospital,  Washington, 
D.  C. — Dr.  Jacob  Himi  Kress,  Thomasville,  N.  C. 
Garfield  Memorial  Hospital,  Washington, 
D.  C. — Dr.  Charles  Weston  Warren,  Middleburg. 
Saint  Mary  Hospital,  Hoboken,  N.  J. — Dr.  D.  D. 
Brusca,  Brooklyn,  N.  Y. 

IMonmouth  Memorial  Hospital,  Long  Branch, 
N.  J. — Dr.  Louis  Xavier  Kolipinski,  Washington, 
D.  C. 

Logan  General  Hospital,  Logan,  W.  Va. — Dr. 

Arthur  Davidman,  Rocky  Mount. 

Saint  Mary’s  Hospit.al,  Huntington,  W.  Va. — 
Dr.  Lee  Filmore  Dobbs,  Jr.,  Wheeling,  W.  Va. 
Wheelinc;  Hospital,  Wheeling,  W.  Va. — Dr. 

Michael  Andrew  Gaydosh,  V’heeling,  \Y  Va. 
Chesapeake  and  Ohio  Hospital,  Huntington, 
W.  Va. — Dr.  Isaiah  Ewen  Taylor,  Hunington,  W. 
Va. 

Rex  Hospital,  Raleigh,  N.  C. — Drs.  Frederick 
Clinton  Goodall,  Jr.,  Bluefield,  W.  Va. ; Rafael 
Angel  Nuhez-Hernandez,  San  Jose,  Costa  Rica, 
C.  A. ; and  Walter  Emerson  Vermilya,  Clifton 
Forge. 

Watauga  Hospital,  Boone,  N.  C. — Dr.  Raymond 
Harris  Harmon,  Boone,  N.  C. 

Highsmith  Hospital,  Fayetteville,  N.  C. — Dr. 

IMax  Koenigsberg,  Brooklyn,  N.  Y. 

Lowery  Hospit.al,  Saltville,  N.  C. — Dr.  Robert 
Hoyle  Moorefield,  Salisbury,  N.  C. 
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James  Walker  Memorl\l  Hospital,  Wilming- 
ton, X.  C. — Dr.  Samuel  Edward  Warshauer, 
Wilmington,  X'.  C. 

Saint  Joseph’s  Hospital,  Lancaster,  Pa. — Drs. 
Helen  Glover  Evans,  West  Union,  W.  Va. ; and 
Ila  Frances  Moser,  Morgantown,  W.  Va. 
Braddock  General  Hospital,  Braddock,  Pa. — 
Drs.  William  Frank  McFarland,  Keyser,  W.  Va.; 
and  Ralph  George  Rohner,  Richmond. 
Lancaster  Gener.al  Hospit.^l,  Lancaster,  Pa. — 
Dr.  John  Gwyn  Welch,  Drumore,  Pa. 
CoNEMAUGH  V.ALLEY  ^IeMORIAL  H O S P I T A L, 
Johnstown,  P.\. — Dr.  Jack  Srulowitz,  Brookhm, 
X.  Y. 

Uniontown  Hospital,  Uniontown,  Pa. — Dr. 

Robert  Edward  Walker,  Waynesburg,  Pa. 
South  Balti:more  General  Hospital,  B.m.ti- 
MORE,  Md. — Dr.  Eugene  Reese  Evans,  Dundalk, 
^Id. 

Franklin  Square  Hospital,  Baltimore,  Md. — 
Dr.  William  Frederic  Fidler,  Richmond. 

Los  .A.NGELES  County  Gener.\l  Hospital,  Los 
.\ngeles,  C.\lif. — Dr.  Dorothy  Velma  Clark,  Los 
.Angeles,  Calif. 

Letterman  General  Hospital,  San  Francisco, 
C.ALiE. — Dr.  Claude  Benjamin  White,  Xorfolk. 
L.awrence  and  Memorlvl  Associated  Hos- 
pitals, X'ew  London,  Conn.- — Dr.  Louis  De 
.Angelis,  Xew  Haven,  Conn. 

AIount  Sinai  Hospit.^l,  H.urttord,  Conn. — Dr. 

George  In  ing  Sneidman,  Richmond. 

State  of  Wisconsin  Gener.al  Hospital,  Madi- 
son, \\’is. — Drs.  Edwin  Robson  X'elson,  Manas- 
sas, and  Robert  Berkshire  Woodhull,  Morgan- 
town, W.  Va. 

Emory  University  Hospital,  .Atl.unta,  Ga. — 
Dr.  Thomas  Uriah  Vermillion,  .Athens,  W.  A'a. 
Other  graduates  in  medicine  were: 

Dr.  Richard  Carroll  Xeale,  Lanesville. 

Dr.  William  Johannes  Waihoja,  Centre  Moriches, 
L.  I.,  X.  Y. 

L^niversity  of  Atrginia,  Department  of 
Medicine 

The  commencement  exercises  of  the  University  of 
A'irginia  began  on  June  5th  and  continued  through 
the  9th.  Friday  was  given  over  to  informal  re- 
unions and  an  insjiection  of  the  University’s  new 
buildings.  The  annual  meeting  of  the  alumni  was 
held  on  Saturday  and  a barbecue  was  given  that 


afternoon,  followed  by  the  annual  baseball  game 
between  varsity  and  the  alumni.  The  dedication 
of  the  new  engineering  building  also  took  place  on 
Saturday.  The  baccalaureate  sermon  on  Sunday  was 
delivered  by  Dr.  Edward  X.  Calisch  of  Beth  .Ahaba 
Synagogue,  Richmond. 

.An  organ  recital  by  Professor  Harr}’  Rogers  Pratt 
was  heard  that  evening  in  the  Mclntire  .Amphi- 
theatre. On  Monday  a reception  was  given  by 
President  and  Airs.  John  Lloyd  Xewcomb. 

Dr.  Douglas  S.  Freeman,  Richmond,  spoke  at 
the  graduation  exercises  which  were  held  at  5:30  on 
Tuesday.  Degrees  were  awarded  to  more  than  four 
hundred.  In  the  evening  there  was  a reception  for 
the  graduates  and  the  final  ball. 

The  following  are  graduates  in  medicine,  with 
their  hospital  appointments: 

University  of  A’irginia  Hospit.ak,  Unh  ersity — 
Drs.  Richard  Butler  Ferguson,  Jr.,  Clinton,  S.  C.; 
Lucian  Alinor  Ferris,  Ahcksburg,  Aliss. ; Harry 
Carrington  Fleming,  Grafton,  AA’.  Va.;  Lyle 
Jamesson  Hansbrough,  Front  Royal;  Frank  .Aloy- 
sius  Kearney,  II,  Phoebus;  Robert  AA’illiam  AIc- 
Cullough,  Lynchburg;  Charles  Grandison  Pear- 
son, X’orfolk;  and  John  AA’itten  Yost,  Jr.,  AA'il- 
liamson,  AA'.  A’a. 

AI.\rth.u  Jefferson  Hospital,  Charlottesville 
— Dr.  Frederick  Herzel  Yorkoff,  Farmville. 
AIemorial  Hospital,  Richmond — Dr.  Ed’tvin 
Lawrence  Kendig,  Jr.,  Ahctoria. 
Johnston-AA'illis  Hospital,  Richmond  — Dr. 

Johnnie  .Armstrong  AIcCullough,  Lynchburg. 

St.  Eliz.ubeth’s  Hospital,  Richmond — Dr.  John 
AA’atson  Alorris,  AA’inston-Salem,  X.  C. 

St.  A’incext’s  Hospit.-vl,  X’orfolk — Dr.  Solomon 
Bear  Alizroch,  X’orfolk. 

X’orfolk  Protest.unt  Hospit.al,  X’orfolk — Dr. 

Charles  AA'illis  Steel,  Jr.,  Grafton,  AA’.  A’a. 
Eliz.vbetk  Buxton  Hospital,  Xewport  Xews — 
Drs.  X’owell  Darden  X’elms,  Hampton;  and  AA'al- 
ton  Herbert  Springall,  University. 

Jefferson  Hospital,  Roanoke — Dr.  Glenn  AA’ard 
Phipps,  Galax. 

A’irginlu  AI.A.SON  Clinic,  Seattle,  • AA’ash. — Drs. 
John  Edwin  .Adams,  Lynchburg;  Joseph  Hawkins 
Low,  Jr.,  AA’elcome;  and  Alfred  Littlefield  Smith, 
University. 

B.AiTiMORE  City  Hospital,  B.altimore,  AId. — 
Drs.  John  Thompson  Brown  .Ambler,  Roanoke; 
and  Leon  Richard  Culbertson,  X’orton. 
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Union  Memorial  Hospital,  Baltimore,  Md. — - 
Drs.  Frederick  Hardy  Bowen,  Jacksonville,  Fla.; 
George  Wray  IMorse,  Portsmouth;  and  John 
Keller  Owen,  University. 

Church  Home  and  Infirmary,  Baltimore,  Md. 

— Dr.  Samuel  Walter  Huddle,  Rural  Retreat. 
Sinai  Hospital,  Baltimore,  Md. — Dr.  Daniel 
David  Klaff,  Danville. 

Johns  Hopkins  Hospital,  Baltimore,  Md. — Dr. 

Robert  Burwell  Nelson,  Jr.,  Winchester. 
G.allinger  Municipal  Hospital,  Washington, 
D.  C. — Dr.  Ellis  April,  Ballston. 

U.  S.  Public  Health  Service,  Washington, 
D.  C. — Drs.  John  Osborne  Fulen wider,  Jr.,  Mon- 
roe, N.  C. ; and  William  Eugene  Lynn,  Lovetts- 
ville. 

Highsmith  Hospital,  Fayetteville,  N.  C. — 
Dr.  Robert  Manfred  Caldwell,  Galax. 

Parkview  Hospital,  Rocky  Mount,  N.  C. — Dr. 

Jean  McNutt  Martin,  Middlebrook. 

North  Wheeling  Hospital,  Wheeling,  W.  Va. 

— Dr.  William  Edward  Bippus,  Wheeling,  W.  Va. 
Cincinnati  General  Hospital,  Cincinnati, 
Ohio — Dr.  Julian  Ruffin  Beckwith,  Petersburg. 
Lutheran  Hospital,  Cleveland,  Ohio — Dr. 

Forest  Gilkeson  Harper,  Staunton. 

Lakeside  Hospital,  Cleveland,  Ohio — Dr.  Ed- 
ward Scott  Ray,  Ashland. 

Jackson  Memorial  Hospital,  Miami,  Fla. — Dr. 

Carrington  Leonard  Booker,  Lottsburg. 

Duval  County  Hospital,  Jacksonville,  Fla. — ■ 
Dr.  Oswald  Massena  Weaver,  University. 
Massachusetts  General  Hospital,  Boston, 
Mass. — Dr.  John  Randolph  Tucker  Carmichael, 
Kyrock,  Ky. 

Touro  Infirmary,  New  Orleans,  La. — Dr.  Pem- 
broke Thomson  Grove,  Summit  Point,  W.  Va. 
Orange  Memorial  Hospital,  Orange,  N.  J. — 
Drs.  James  Lucius  Davis,  Raccoon  Ford;  and 
Eric  Twachtman,  Greenwich,  Conn. 

^’ANDERBILT  UNIVERSITY  HOSPITAL,  NaSHVILLE, 
Tenn. — Drs.  Carrington  Harrison,  Danville;  and 
Josiah  Thomas  Showalter,  Cambria. 

Emory  University  Hospital,  Emory  Univer- 
sity, Ga. — Dr.  John  Calhoun  Risher,  University. 
Lankenau  Hospital,  Philadelphia,  Pa. — Dr. 

Alexander  Armstrong  St.  Clair,  Bluefield,  W.  Va. 
Cumberland  Hospital,  Brooklyn,  N.  Y. — Dr. 
Meyer  Steingold,  Norfolk. 


Strong  ^Memorial  Hospital,  Rochester,  N.  Y. 

— Dr.  William  Norman  Thornton,  Jr.,  Court- 

land. 

Dr.  IMarion  Sumpter  Love,  Danville,  was  also  a 
graduate  in  medicine. 

Staunton  Meeting  of  State  Society. 

Arrangements  are  getting  in  shape  for  our  sixty- 
seventh  annual  meeting  in  Staunton,  October  13th, 
14th  and  15th,  and  all  members  are  urged  to  in- 
clude attendance  upon  the  meeting  as  part  of  their 
vacation.  An  interesting  scientific  program  is  being 
arranged  and  the  president.  Dr.  P.  St.  L.  Moncure 
of  Norfolk,  has  invited  Dr.  William  B.  Haggard, 
past  president  of  the  American  Medical  Association 
and  professor  of  Clinical  Surgery  at  Vanderbilt 
University,  Nashville,  to  be  the  speaker  on  the 
opening  evening,  and  Dr.  Lloyd  W.  Ketron,  asso- 
ciate professor  of  dermatology  at  Johns  Hopkins 
University,  as  the  speaker  on  a subject  in  his  spe- 
ciality, for  a later  session. 

The  Endocrine  Diseases  was  decided  upon  as 
the  subject  of  the  symposium,  this  year,  and  this 
has  been  sub-divided  as  follows; 

1.  The  endocrines  in  medicine — Dr.  Edward 
L.  Alexander,  Newport  News. 

2.  The  endocrines  in  obstetrics  and  gynecology 
— Dr.  C.  J.  Andrews,  Norfolk. 

3.  The  endocrines  in  surgery — Dr.  Edwin  P. 
Lehman,  University  of  Virginia. 

Cards  were  sent  all  members,  about  the  first  of 
June,  requesting  that  those  who  wish  to  present 
papers  at  the  meeting  send  titles  with  abstracts  to 
the  Society’s  office  by  July  15th.  Please  bear  this 
date  in  mind,  as  the  Program  Committee  wishes  to 
line  up  the  program  before  going  on  vacations. 

We  are  advised  that  several  have  signed  up  for 
scientific  exhibits  and  the  commercial  exhibits  prom- 
ise to  be  up  to  a good  standard  in  number  as  well 
as  quality. 

Don’t  forget  the  dates  and  plan  to  be  in  Staunton 
for  the  meeting — October  13th,  14th  and  15th. 

The  Virginia  Pediatric  Society 

Held  its  first  clinical  meeting  in  the  amphi- 
theatre of  Cabaniss  Hall,  Richmond,  on  May  29th, 
with  an  attendance  of  over  thirty  members  and  sev- 
eral visitors.  Luncheon  was  served  between  the 
morning  and  afternoon  sessions.  The  feature  of  the 
meeting  was  a symposium  on  Respiratory  Infections 
in  Children,  in  which  papers  were  presented  by  Drs. 
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W.  P.  yicDowell  and  F.  D.  ^^'ilson  of  Norfolk, 
Dr.  Samuel  Newman  of  Danville,  Dr.  W.  B.  !Mc- 
Ilwaine  of  Petersburg,  and  Drs.  A.  C.  Broders  and 
Paul  Kimmelstiel  of  the  Medical  College  of  Vir- 
ginia. Drs.  J.  M.  Bishop  of  Roanoke,  C.  E. 
Conrad  of  Harrisonburg,  and  Thomas  Oast  of  Ports- 
mouth, by  invitation  opened  the  discussion  on  the 
symposium  and  then  a general  discussion  ensued. 

The  members  were  so  pleased  with  these  sessions 
that  it  was  decided  to  have  a clinical  meeting  each 
spring  and  to  have  a business  session  and  election 
of  officers  at  the  time  of  the  State  Society  meeting, 
as  in  the  past.  Dr.  Basil  B.  Jones  is  president.  Dr. 
John  S.  Weitzel,  vice-president,  and  Dr.  \\'.  Am- 
brose ^IcGee,  secretar}--treasurer.  All  of  this  year’s 
officers  are  of  Richmond. 

Doctors  Among  Delegates  at  State  Demo- 
cratic Convention. 

Dr.  George  H.  Steuart,  Ottoman;  Dr.  D.  Lane 
Elder,  Hopewell;  and  Drs.  \\'.  D.  Kendig  and  K. 
S.  Freeman,  Kenbridge,  were  among  the  doctors 
elected  to  the  State  Democratic  Convention  in  Nor- 
folk on  June  16th.  Dr.  M.  C.  Oldham,  Lancaster, 
and  Dr.  C.  T.  Peirce,  Nuttsville,  were  listed  among 
the  alternates. 

Dr.  Edwin  E.  Barksdale, 

Who  has  been  connected  with  the  Lniversity  of 
Mrginia  Hospital  since  his  graduation  from  that 
school  in  1933,  located  the  first  of  July  in  Danville, 
Va.,  with  offices  at  703  Masonic  Temple.  He  will 
limit  his  work  to  dermatolog)’  and  syphilology  in 
which  subjects  he  has  been  working  for  the  past  two 
years  with  Df.  D.  C.  Smith  at  the  Lniversity. 

Dr.  Robert  C.  Bryan 

Has  returned  to  his  home  in  Richmond,  Va., 
after  a visit  of  some  length  to  Tucson,  .\rizona. 

Dr.  Cameron  F.  McRae, 

Class  of  ’35,  Medical  College  of  Virginia,  who 
interned  at  the  Chesapeake  and  Ohio  Hospital, 
Clifton  Forge,  Va.,  has  located  for  general  prac- 
tice at  Bat  Cave,  N.  C. 

Potato  Blossom  Festival. 

Just  before  the  celebration  of  the  second  Potato 
Blossom  Festival  on  the  Eastern  Shore  of  ^ irginia, 
the  last  of  May,  The  Eastern  Shore  News  of  Onan- 
cock  published  a most  creditable  eight  section  paper 
of  64  pages,  devoted  to  the  history  and  activities 


of  “The  Shore.”  Though  delightful  reading  for 
any  one,  doctors  will  be  especially  interested  in  the 
histor}-  of  the  Northhampton-.\ccomack  Memorial 
Hospital  at  Nassawadox,  written  by  Dr.  Carey 
Henderson.  This  hospital,  opened  to  receive  pa- 
tients on  .\ugust  17,  1928,  has  an  excellent  record 
and  is  the  only  hospital  ser^dng  the  residents  of 
-Accomac  and  Northhampton  Counties. 

.•Another  interesting  story  in  this  paper  is  that  of 
the  Onancock  Rotary  Club,  which  was  prepared  by 
Dr.  John  W.  Robertson  of  Onancock,  organizing 
chairman  of  this  Club. 

Married. 

Dr.  Guy  Winston  Horsley,  Richmond,  Va.,  and 
!Miss  ]Mar}-  Clare  \\’right,  Petersburg,  Va.,  June 
10th. 

Dr.  Jefferson  Bishop  Kiser  and  ^liss  Margaret 
iMahood  Johnston,  both  of  Emporia,  Va.,  June  1st. 

Dr.  William  Rollan  Hill,  class  of  ’34,  Univer- 
sity of  Virginia,  and  Miss  Sherrard  Pierson  Parrish 
of  Fluvanna  County  and  Richmond  on  May  16th. 

Dr.  Chester  L.  Riley,  class  of  ’34,  Medical  Col- 
lege of  Virginia,  and  now  affiliated  with  Memorial 
Hospital,  Richmond,  and  Miss  Verna  Parker  of 
Powhatan,  Va.,  June  8th. 

Dr.  Charles  W.  Purcell, 

For  the  past  year  resident  on  Pediatrics  at  the 
University  of  ^'irginia  Hospital,  opened  offices  on 
the  first  of  this  month  in  the  Masonic  Temple 
Building,  Danville,  Va.,  and  will  be  engaged  in  the 
practice  of  pediatrics  in  that  city.  Before  return- 
ing to  the  University  in  1935,  Dr.  Purcell  had 
served  a rotating  internship  at  Orange  ^Memorial 
Hospital,  Orange,  N.  J.,  and  later  had  a residency 
in  medicine  and  pediatrics  at  the  New  York  Post- 
Graduate  Hospital  for  a year. 

Medical  College  of  Virginia  News. 

Dr.  William  B.  Porter,  professor  of  medicine.  Dr. 
C.  C.  Coleman,  professor  of  neurosurger}-,  and  Dr. 
Lee  E.  Sutton,  Jr.,  dean  of  the  school  of  medicine, 
attended  the  meetings  of  the  Seaboard  Medical  .As- 
sociation on  a cruise  to  Bermuda.  Dr.  Coleman  and 
Dr.  Porter  were  guest  speakers  on  the  program  of 
the  association. 


The  si.xth  annual  postgraduate  clinic  for  Negro 
physicians  was  held  at  the  Saint  Philip  Hospital 
and  the  outpatient  clinic,  June  15th-27th.  Thirty- 
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two  matriculated  for  the  clinic.  The  guest  speaker 
was  Dr.  Peter  Marshall  Murray  of  New  York.  This 
work  is  subsidized  by  the  General  Education  Board 
of  New  York. 

Dr.  J.  C.  Flippen,  dean  of  the  school  of  medicine, 
University  of  Virginia,  was  a recent  college  visitor. 

Dr.  Richard  A.  Deno  of  Bowling  Green,  Ohio, 
has  accepted  a position  in  the  school  of  pharmacy 
as  instructor  in  pharmacy  and  pharmacolog}’  for 
the  session  1936-37. 

Dr.  Har\'ey  B.  Haag,  professor  of  pharmacology, 
read  a paper  on  “Further  Observations  on  the  Pigeon 
Method  of  Standardizing  Digitalis,”  at  the  annual 
meeting  of  the  American  Association  for  the  Ad- 
vancement of  Science,  June  16th-18th,  at  Rochester, 
N.  Y. 

News  from  Jefferson  Medical  College, 

The  111th  commencement  was  held  on  June  5, 
1936,  the  valedictory  address  being  delivered  by  Dr. 
John  H.  Finley,  Associate  Editor  of  New 

York  Times.”  The  graduating  class  numbered  133, 
bringing  the  total  number  of  graduates  to  16,175. 
The  graduates  represented  seventeen  different  States 
and  insular  possessions. 

The  annual  alumni  dinner,  on  June  4th,  was  at- 
tended by  over  500  alumni.  Alumni  Day  and  Ex- 
Internes’  Day  Clinics  were  held  on  June  3rd  and 
4th,  in  the  Clinical  Amphitheatre  of  the  Jefferson 
Hospital.  The  class  of  1936  presented  a portrait 
of  Dr.  P.  Brooke  Bland,  Professor  of  Obstetrics,  to 
the  College  on  IMarch  26th. 

The  following  promotions  and  appointments  in 
the  teaching  corps  have  been  made  during  the  past 
session:  David  M.  Davis,  M.  D.,  Professor  of 
Genito-Urinary  Surgery;  John  B.  Flick,  M.  D.,  As- 
sociate Professor  of  Surger)';  Henry  K.  IHohler,  M. 
D.,  Associate  Professor  of  Therapeutics;  Lewis  C. 
Scheffey,  M.  D.,  .\ssociate  Professor  of  Gynecology; 
Henry  K.  Seelaus,  M.  D.,  Assistant  Professor  of 
Surger}’;  Harold  L.  Stewart,  M.  D.,  and  David  R. 
Morgan,  M.  D.,  Assistant  Professors  of  Pathology; 
.\dolph  A.  Walking,  M.  D.,  Assistant  Professor  of 
Surgery;  William  H.  Schmidt,  M.  D.,  Assistant  Pro- 
fessor of  Physical  Therapy  in  the  Department  of 
Neurology;  Roy  W.  Mohler,  M.  D.,  John  B.  Mont- 
gomery, M.  D.,  Charles  Lintgen,  M.  D.,  and  Wil- 
liam J.  Thudium,  M.  D.,  Associates  in  Gynecology; 


.\ndrew  J.  Ramsey,  Ph.  D.,  Associate  in  Histology 
and  Embryology. 

Medical  Society  of  the  State  of  North  Caro- 
lina. 

At  the  annual  meeting  of  the  Society  in  .Ashe- 
ville, recently.  Dr.  Charles  h . Strosnider  of  Golds- 
boro succeeded  to  the  presidency  and  Drs.  Charles 
-A.  \\'oodard,  Wilson,  and  John  F.  Brownsberger, 
.Asheville,  w'ere  elected  vice-presidents.  Dr.  Louis 
B.  AIcBrayer,  Southern  Pines,  was  re-elected  secre- 
tary, and  Winston-Salem  was  selected  as  the  1937 
place  of  meeting. 

Post-Graduate  Cruise  to  Bermuda. 

Members  of  the  Seaboard  ISIedical  .Association  of 
Virginia  and  North  Carolina  and  of  the  Virginia 
Pharmaceutical  Association  enjoyed  a cruise  to  Ber- 
muda from  June  14th  to  19th  on  the  liner  “Reli- 
ance.” The  Seaboard  .Association  arranged  for  post- 
graduate lectures  on  this  occasion  and  the  follow- 
ing were  the  instructors: 

Dr.  Wm.  B.  Porter,  Richmond,  medicine;  Dr. 
Hubert  .A.  Royster,  Raleigh,  surgery;  Dr.  .A.  R. 
Shands.  Jr.,  Durham,  orthopedics;  Dr.  Gabriel 
Tucker,  Philadelphia,  otolaryngology;  Dr.  Julian  M. 
Ruffin,  Durham,  gastroenterolog}' ; Dr.  Claude  C. 
Coleman,  Richmond,  neurology;  Dr.  Robert  .A.  Ross, 
Durham,  obstetrics-gynecology;  Dr.  James  B.  Sid- 
bury,  Wilmington,  pediatrics. 

Afuch  credit  is  due  Dr.  Clarence  Porter  Jones, 
Newport  News,  secretary  of  the  Seaboard  .Associa- 
tion, for  the  success  of  this  cruise. 

Dr.  George  A.  Reynolds, 

Class  of  ’34,  Emory  University,  Atlanta,  who  has 
just  completed  two  years  of  internship,  one  at  the 
Aledical  College  of  Virginia  Hospitals  in  Richmond 
and  one  at  the  Norfolk  (Va.)  General  Hospital, 
located  at  Bowling  Green,  Va.,  the  latter  part  of 
June.  He  will  be  engaged  in  general  practice. 

Dr,  J.  C.  Coulter, 

Charlottesville,  Va.,  was  named  grand  junior 
warden  of  the  Virginia  Odd  Fellows  at  its  annual 
session  held  recently  in  Charlottesville. 

Dr.  R.  L.  Raiford 

Was  elected  one  of  the  directors  of  the  Lions’ 
Club  of  Franklin,  Va.,  at  its  annual  meeting  held 
in  June. 
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Dr.  J.  Lawson  Cabaniss, 

Class  ’32,  University  of  Virginia,  formerly  of  Gill 
Memorial  Hospital,  in  Roanoke,  Va.,  has  returned 
from  Xew  York  City  where  he  recently  completed  a 
Postgraduate  Course  at  the  New  "Vork  Eye  and  Ear 
Infiirmar}-.  He  will  be  located  at  816  Colonial  Bank 
Building,  Roanoke,  for  the  practice  of  eye,  ear,  nose 
and  throat. 

Dr.  Harold  L.  Riley,  Jr., 

Of  the  Medical  College  of  Virginia,  class  of  ’30, 
who  has  been  on  the  resident  staff  of  the  State 
Colony  for  Epileptics  and  Feeble-minded  since  1932, 
is  locating  in  Lynchburg,  Va.,  early  this  month  and 
will  have  offices  at  811  Church  Street,  for  the  gen- 
eral practice  of  medicine. 

Dr.  James  W.  Tankard, 

Recently  CCC  Camp  Surgeon  at  South  Hill,  Va., 
and  a member  of  the  ^Medical  Reserve  Corps  of  the 
.\miy,  left  July  1st  for  the  Buffalo,  N.  Y.,  General 
Hospital,  where  he  will  have  a position  as  assistant 
in  surger}’.  Dr.  Tankard  is  a native  of  Frank- 
town,  Va.,  and  graduated  in  medicine  from  the 
University  of  Pennsylvania,  following  which  he  in- 
terned at  the  Philadelphia  General  Hospital. 

Dr.  William  I.  Prichard, 

Formerly  of  Petersburg,  Va.,  who  has  been  in 
government  work  for  sometime,  is  now  on  the  med- 
ical staff  of  the  Western  State  Hospital. 

Dr.  Edward  W.  Perkins,  Jr., 

Class  of  ’33,  Medical  College  of  Virginia,  who 
practiced  for  a time  at  his  former  home  in  Peters- 
burg, Va.,  after  completing  his  internship  at  Stuart 
Circle  Hospital,  Richmond,  Va.,  is  now  practicing 
in  Sumter,  S.  C. 

The  American  Gynecological  Society, 

Which  met  at  .\bsecon,  N.  J.,  the  latter  part  of 
yiay,  elected  the  following  officers  for  the  ensuing 
year:  President,  Dr.  Frederick  J.  Taussig,  St. 
Louis;  vice-presidents,  Drs.  George  W.  Kosmak  of 
Xew  York  City,  and  Sidney  -A..  Chalfant  of  Pitts- 
burgh; secretary.  Dr.  Richard  Y.  TeLinde,  Balti- 
more; and  treasurer.  Dr.  William  C.  Danforth  (re- 
elected), Evanston,  111.  Dr.  M.  P.  Rucker  of  Rich- 
mond, who  attended  the  meeting,  is  the  only  Vir- 
ginia member  of  the  Society. 


Warning  for  the  Fourth  of  July! 

A study  of  Fourth  of  July  fireworks  accidents  in 
connection  with  the  1935  celebration  of  Independ- 
ence Day,  made  by  the  American  IMuseum  of  Safety 
in  cooperation  with  the  National  Society  for  the  Pre- 
vention of  Blindness,  disclosed  a total  of  6,940  in- 
juries which  were  serious  enough  to  be  mentioned 
in  the  press,  .\mong  these  were  twenty-four  deaths. 
539  eye  injuries,  and  fifty-seven  cases  of  loss  of 
sight  the  greatest  damage  being  among  children. 

These  statistics  should  be  all  the  warning  neces- 
sary to  make  each  individual  feel  his  or  her  re- 
sponsibility for  a “safe  and  sane”  observance  of 
“the  Fourth.” 

Medical  Society  of  the  District  of  Columbia. 

At  the  annual  meeting  of  this  Society  in  May, 
Dr.  William  M.  Sprigg  was  elected  president  and 
Dr.  Coursen  B.  Conklin  was  re-elected  secretar}'. 
Both  officers  are  of  Washington. 

Guests  of  W.  Va.  State  Association. 

Dr.  Lawrence  T.  Royster  of  the  University  of 
Virginia  and  Dr.  Warren  T.  Vaughan  of  Rich- 
mond were  two  of  the  guests  of  honor  at  the  annual 
meeting  of  the  West  Virginia  State  2sledical  Asso- 
ciation in  f'airmont,  early  in  June. 

Dr.  Lester  J.  Dugan, 

Class  of  ’34,  Georgetown  University  Medical 
School,  recently  at  Clarendon,  Va.,  is  now  with  the 
CCC  Camp  D 2,  at  Goldsboro,  Md. 

Deaths  of  Physicians  in  1935. 

The  Journal  of  the  American  Medical  Association, 
according  to  its  issue  of  .April  18,  published  3,491 
obituaries  of  physicians  during  1935.  In  these, 
the  average  age  at  death  was  64.2  as  compared  with 
64.3  in  1934.  Heart  disease  was  again  the  leading 
cause  of  death,  being  specified  in  1,345  cases. 
Pneumonia,  with  360  deaths,  was  the  second  most 
frequent  cause.  One  hundred  and  twenty  physicians 
died  as  a result  of  accidents  and  forty-seven  deaths 
were  reported  as  suicide.  There  were  five  homicides. 

Dr.  John  R.  Blair 

Has  returned  to  his  home  in  Richmond,  Va., 
after  an  absence  of  sometime  on  account  of  his 
health,  and  has  resumed  his  surgical  practice,  with 
offices  at  302-303  Grace  .American  Bank  Building. 
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The  Southern  Society  of  Clinical  Surgeons 

Held  its  annual  meeting  in  New  York  City  on 
June  4th  and  5th,  under  the  presidency  of  Dr.  Wil- 
liam P.  Fite,  of  Muskogee,  Okla.,  an  alumnus  of 
the  University  of  Virginia,  Department  of  Medicine. 
The  program  for  the  first  day  was  arranged  by  the 
Presbyterian  Hospital  and  on  the  second  day  by  the 
New  York  Hospital.  Virginians  attending  this 
meeting  were  Drs.  I.  A.  Bigger,  John  S.  Horsley, 
Jr.,  Harry  J.  Warthen  and  Carrington  Williams 
of  Richmond,  Dr.  John  M.  Nokes  of  University  of 
Virginia,  Dr.  Arthur  M.  Smith  of  Charlottesville. 
Ann  Arbor,  Mich.,  was  selected  as  the  1937  place 
of  meeting  and  the  following  officers  elected : Presi- 
dent, Dr.  J.  M.  T.  Finney,  Jr.,  Baltimore;  vice- 
president,  Dr.  I.  A.  Bigger,  Richmond;  and  secre- 
tary-treasurer, Dr.  Wm.  Perrin  Nicolson,  Jr.,  At- 
lanta. 

On  the  closing  day  of  the  meeting,  a number  of 
the  surgeons  including  Drs.  Bigger  and  Nokes  from 
Virginia,  left  on  the  steamer  St.  Louis  for  a Euro- 
pean trip  of  several  weeks. 

Dr.  Waverly  R.  Payne, 

Newport  News,  Va.,  was  one  of  the  candidates 
who  successfully  passed  the  examination  for  certi- 
fication by  the  American  Board  of  Obstetrics  and 
Gynecology  at  its  meeting  in  Kansas  City,  Mo.,  in 
May. 

Dr.  Robert  A.  Ross, 

Of  the  department  of  Obstetrics  and  Gynecology 
at  Duke  University,  Durham,  N.  C.,  was  the  guest 
speaker  before  the  Norfolk  County  Medical  Society 
at  its  meeting  on  May  25th.  Following  the  meeting. 
Dr.  C.  J.  Andrews,  chairman  of  the  Obstetrics  Sec- 
tion of  the  Society,  invited  the  members  to  the  Town 
Club  to  meet  Dr.  Ross. 

Dr.  J.  P.  Scott, 

Class  of  ’34,  Medical  College  of  Virginia,  who 
has  been  resident  physician  at  the  John  Russell 
Hospital  in  Bedford,  Va.,  for  sometime,  is  locating 
the  first  of  July  at  Martinsville,  Va.  He  will  have 
offices  in  Chief  Tassel  Building,  and  will  be  en- 
gaged in  general  practice. 

Health  Officer  of  Fairfax  County. 

Dr.  Edward  M.  Holmes,  Jr.,  has  been  appointed 
health  officer  of  Fairfax  County,  Va.,  with  head- 
cjuarters  at  Fairfax,  succeeding  Dr.  A.  L.  Carson, 


Jr.,  now  assistant  to  Dr.  B.  B.  Bagby  in  the  Child 
Health  Bureau  of  the  State  Department  of  Health. 
Dr.  Holmes  is  a native  of  Norfolk,  Va.,  and  re- 
ceived his  medical  training  at  Georgetown  Univer- 
sity and  has  recently  completed  a course  in  public 
health  work  at  Johns  Hopkins  University. 

The  First  International  Conference  on  Fever 
Therapy, 

Originally  scheduled  for  the  end  of  September, 
1936,  has  been  postponed  because  of  numerous  re- 
quests, to  permit  more  time  for  the  preparation  of 
material.  The  new  dates  set  for  this  conference  are 
March  30  to  April  2,  1937,  and  the  sessions  will 
be  held  at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  New  York  City. 

For  further  information,  address  the  General 
Secretary,  Dr.  William  Bierman,  471  Park  .Avenue, 
New  York,  N.  Y. 

Dr.  G.  R.  Maloney, 

Richmond,  Va.,  has  been  named  president  of  the 
Manchester  Lions  Club  for  the  coming  year,  having 
been  installed  at  the  meeting  on  June  19th. 

Dr.  Rupert  W.  Powell, 

Class  of  ’35,  Medical  College  of  Virginia,  who 
has  been  interning  for  the  past  year  at  Shenandoah 
Hospital,  Roanoke,  Va.,  opened  offices  on  the  first 
of  July  at  209  Medical  Arts  Building,  that  city,  for 
the  practice  of  internal  medicine  and  cardiology. 

Doctors  Hold  Civic  Positions. 

x\s  a result  of  recent  elections  in  Virginia,  Dr. 
G.  G.  Crawford  was  re-elected  mayor  of  Strasburg, 
Dr.  F.  H.  Lukin  of  Pamplin,  Dr.  C.  R.  Anderson 
of  Winchester,  and  Dr.  J.  Fulmer  Bright  of  Rich- 
mond. Some  of  the  doctors  elected  to  councilmanic 
positions  are:  Dr.  Courtney  Edmond  in  Clifton 
Forge,  Dr.  W.  L.  Williams  in  Brookneal,  Dr. 
Chambers  Ray,  Jr.,  in  Ashland,  and  Dr.  J.  W.  Reed, 
in  Norfolk. 

Dr.  Stuart  McGuire, 

Richmond,  was  elected  chairman  of  the  board  of 
visitors  of  the  Medical  College  of  Virginia,  at  its 
meeting  on  June  1st,  succeeding  the  late  Mr.  Wil- 
liam T.  Reed. 

Dr.  Robley  D.  Bates,  Jr., 

Who  graduated  from  the  Medical  College  of  Vir- 
ginia in  1934,  after  a year’s  service  at  the  Hospital 
for  Women  in  Baltimore,  Md.,  has  been  appointed 
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full-time  resident  in  its  Medical  Department,  effec- 
tive July  1st. 

Dr.  George  M.  Caldwell 

Has  been  appointed  Assistant  Physician  in  the 
IMedical  Department  of  The  Greenbrier,  M'hite  Sul- 
phur Springs,  W.  Va.  Dr.  Caldwell  was  graduated 
from  the  P'niversity  of  Virginia,  Medical  Depart- 
ment, in  1935.  He  served  as  Resident  Physician  in 
the  Chesapeake  and  Ohio  Hospital,  Clifton  Forge, 
Va.,  and  in  the  Hospital  of  the  Tennessee  Coal, 
Iron  and  Railway  Company  at  Birmingham,  .\la. 

Dr.  Guy  Hinsdale, 

Medical  Director  at  the  Greenbrier  Hotel,  White 
Sulphur  Springs,  W.  Va.,  sailed  May  30th  on  the 
“5.  S.  Franconia”  for  England  and  will  return  in 
July.  While  in  London,  Dr.  Hinsdale  expected  to 
attend  a meeting  of  the  International  Society  of 
^Medical  Hydrolog}'  of  which  he  is  one  of  the  .Amer- 
ican representatives.  He  has  been  for  many  years 
a Fellow  of  the  Royal  Society  of  Medicine. 

Dr.  K.  K.  Wallace, 

Class  of  ’32,  Medical  College  of  Virginia,  who 
for  the  past  three  years  has  been  limiting  his  prac- 
tice to  radiolog}’,  with  offices  in  the  Norfolk,  Va., 
Protestant  Hospital,  is  spending  some  time  in  New 
York  City  where  he  is  taking  post-graduate  work  in 
his  specialty. 

Speak  Before  Old  Dominion  Medical  Society. 

•At  the  annual  meeting  of  the  Old  Dominion  Aled- 
ical  Society  (the  State  Negro  medical  organization) 
in  Petersburg,  Va.,  June  9th  and  10th,  several 
members  of  the  Medical  Society  of  Virginia,  by  in- 
vitation, presented  papers.  They  were:  Drs.  .Allen 
Barker  and  Wright  Clarkson  of  Petersburg,  Dr. 
J.  .A.  Proffitt  of  Piedmont  Sanatorium  at  Burkeville, 
Dr.  Charles  W.  Scott  of  Newport  News,  and  Dr. 
Thomas  Wheeldon  of  Richmond. 

Dr.  Paul  J.  Bundy, 

M’ho  since  graduation  from  the  Aledical  College 
of  Adrginia  in  1931  has  been  engaged  in  industrial 
work  in  Virginia  and  West  Virginia,  is  now  at 
Dante,  A’a.,  where  he  is  a member  of  the  medical 
staff  of  the  Clinchfield  Coal  Corporation. 

Dr.  W.  E.  Vest  Honored. 

.At  the  commencement  exercises  of  the  College  of 


M illiam  and  Alar}',  Williamsburg,  A'a.,  early  in 
June,  Dr.  M’alter  E.  Vest,  Huntington,  W.  Va., 
former  Adrginian,  was  one  of  six  to  be  presented 
by  President  Br}’an  with  a medallion  for  distin- 
guished alumni  service. 

Dr.  Ayer  C.  Whitley, 

Class  of  ’35,  Aledical  College  of  Virginia,  has 
accepted  an  appointment  for  a year  as  resident 
physician  in  the  Aleriden  Hospital,  Meriden,  Conn. 

Dr.  Frank  A.  Strickler, 

.An  alumnus  of  the  University  of  Virginia,  class 
of  ’32,  who  recently  returned  from  New  York  City 
after  a service  at  the  Payne-Whitney  Psychiatric 
Clinic,  went  to  St.  .Albans  Sanatorium,  Radford, 
Va.,  the  first  of  July,  where  he  will  be  associated 
with  Dr.  James  King  in  the  practice  of  neurolog}' 
and  psychiatr}’  and  will  do  both  sanatorium  and 
consultant  work. 

Office  Available. 

Office  for  twenty-two  years  and  much  of  the  prac- 
tice of  the  late  Dr.  F.  H.  Beadles  are  available  for 
a dermatologist  or  any  practitioner.  For  informa- 
tion, apply  to  113  East  Grace  Street,  or  phone 
3-2566,  Richmond,  Va.  {Adv.) 


Obituary  Record 


Dr.  Garland  M.  Vaden 

Died  at  his  home  in  Capeville,  Va.,  June  20th, 
following  a brief  illness.  He  was  born  at  Alathews 
Court  House,  Va.,  in  1878,  and  graduated  from  the 
former  University  College  of  Aledicine,  Richmond, 
in  1901.  Dr.  Vaden  had  been  a member  of  the 
Medical  Society  of  A’irginia  for  thirty-four  years. 

Dr.  James  Tate  Mason, 

President  of  the  .American  Aledical  .Association, 
died  June  20th  after  a long  illness  in  his  own  hos- 
pital, the  A’irginia  Alason,  in  Seattle,  Washington. 
.A  native  of  Lahore,  Orange  County,  A’irginia,  he 
received  his  medical  degree  from  the  L’niversity  of 
A’irginia  in  1905.  Dr.  Alason  was  elected  President 
of  the  .American  Aledical  .Association  last  July  and 
took  office  in  Alay,  despite  his  illness.  His  wife 
and  three  children  surs  ive  him. 
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require  extra  diapering  and  inconvenience  the  mother 

Clinically,  loose  stools  are  accompanied  by  a dehydration  which,  when  excessive  or 
long  continued,  interferes  with  the  baby’s  normal  gain.  A long-continued  depletion 
of  water  is  serious,  since  “the  fluid  requirements  of  an  infant  are  tremendous.  A 
normal  infant  15  pounds  in  weight  will  frequently  excrete  as  much  as  one  litre  of 
urine  per  day.  A negative  water  balance  for  more  than  a very  short  period  is  incom- 
patible with  life.”  (Brown  and  Tisdall) 
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If  you  have  a large  incidence  of  loose  stools 
in  your  pediatric  practice — 

TRY  CHANGING  TO  A DEXTRI-MALTOSE  FORMULA 

fVhen  requesting  samples  of  Dextri-Maltose  please  enclose  professional  card  to  cooperate  in  preventing  their  reaching  unathorized  persons. 

Mead  Johnson  Company^  Evansville^  Indiana,  U.  S.  A. 


TH  EOCALCI N 


I OR  the  failing  heart  of  middle  life  give  Theocalcin 
' beginning  with  2 or  3 tablets  t.  i.  d.,  with  meals. 
After  relief  is  obtained,  the  comfort  of  the  patient 
may  be  continued  with  smaller  doses.  Strengthens 
heart  action,  diminishes  congestion  and  dyspnoea  . . . 


THEOCALCIN  (theobromine-calcium  salicylate)  CoUDCtl  Acceptsd 


A Well  Tolerated  Myocardial  Stimulant  and  Diuretic 
Available  in  7V2  grain  tablets  and  as  a Powder  ... 


BILHUBER’KNOLL  CORP.  ISAOGDENAVE..  jersey  CITX.N.J. 


The  ELLIOTT  TREATMENT 


FURNISHES  A DOSAGE  OF  HEAT  CONSIDER- 
ABLY GREATER  THAN  ANY  OTHER  MODALITY 

• 

For  Acute  or  Chronic  Inflammatory 
Conditions  in  the  Male  Pelvis 
and  Female  Pelvis 

• 

Continuous  Heat  Dosage 

UP  TO  130“  F 


Accepted  by 
Council  on 
PhysicolTheropy 
Amer.Med.Assn. 


Satisfactory  Results  May  Be 

Expected  in  the  Following:  Acute  salpingitis-chronic  salpingitis-non-specific  urethritis  (fe- 

^ male)  — pelvic  cellulitis  — pelvic  abscess  — post-partum  or  post- 

abortal infections— dysmenorrhea. 

Price  — $195  Acute  prostatitis,  with  or  without  abscess-chronic  prostatitis  and 

Write  for  literature  complications-non-specific  urethritis  (male)— cystitis. 


Powers  6^  Anderson,  Inc. 


SURGICAL  instruments,  HOSPITAL  SUPPLIES,  ETC. 

RICHMOND  - NORFOLK,  VA. 


2 

In  writing  advertisers’  please  mention  VIRGINIA  MEDICAL  MONTHLY. 


Virginia  Medical  Monthly 

Official  Publication  of  the  Medical  Society  of  Virginia 


Vol.  6^.  No. 
WHOLE  No.  1010. 


RICHMOND,  VA.,  AUGUST,  1936 


S2.00  A YEAR 
25  CENTS  A COPY 


ROCKY  MOUNTAIN  SPOTTED  FEVER  AS  FOUND  IN  THE  EAST.* 


William  P.  Caton,  M.  D., 

Alexandria,  R.  F.  D.,  Va. 


Definition. — Dr.  Lunsford  D.  Fricks,  of  the  United 
States  Public  Health  Service,  gives  the  following 
definition  of  the  disease:  “Rocky  Mountain  Spotted 
Fever  is  an  acute  infectious,  non-contagious,  febrile 
disease,  transmitted  by  the  bite  of  infective  wood 
ticks;  characterized  clinically  by  frontal  headache, 
pains  in  the  muscles  and  joints,  most  pronounced  in 
the  lower  region  of  the  back  and  the  extremities; 
moderately  high  fever,  lasting  two  or  three  weeks  in 
uncomplicated  cases  of  moderate  severity;  a petechial 
eruption,  appearing  first  on  the  ankles  and  wrists, 
thence  spreading  over  the  whole  body.” 

History. — This  disease  has  probably  been  in 
Idaho  and  Montana  ever  since  they  were  settled  by 
white  men.  The  disease  was  first  reported  to  the 
Surgeon  General  of  the  Army  by  IMajor  W.  W. 
Wood,  of  the  .A.rmy  Medical  Corps,  in  1896.  ^Maxey 
of  Idaho,  and  McCullough  of  ^Montana,  gave  the 
earliest  descriptions  of  the  disease. 

The  first  cases  found  in  the  East  were  mistaken 
for  endemic  typhus.  The  first  cases  that  I had  in 
my  practice  were  in  the  summer  of  1930,  and  were 
diagnosed  at  that  time  as  endemic  typhus. 

In  April,  1931,  a bulletin  was  published  by  the 
United  States  Public  Health  Service,  stating  that 
the  cases  seen  in  1930,  were  not  endemic  typhus,  but 
Rocky  ^Mountain  Spotted  Fever.  All  the  cases  that 
I have  attended  were  seen  by  Dr.  R.  L.  Dyer,  of 
the  United  States  Public  Health  Service,  except  the 
last  three.  The  disease  east  of  the  Mississippi  River 
has  been  found  in  the  States  of  New  York,  Penn- 
sylvania, ^laryland,  Delaware,  Virginia,  North 
Carolina,  South  Carolina,  Georgia,  Tennessee,  West 
\'irginia,  Kentucky,  Indiana,  Illinois,  and  District 
of  Columbia.  Fairfax  County  has  had  cases  every 
year  since  1930. 

•Read  at  the  sixty-sixth  annual  meeting  of  the  Med- 
ical Society  of  Virginia,  in  Norfolk,  October  15-17,  1935. 


Incidence. — The  disease  is  found  wherever  there 
are  infective  ticks,  and  mostly  in  the  late  spring 
and  early  summer  months.  I nave  treated  ten  cases 
— three  in  1930,  one  in  1931,  one  in  1932,  none  in 
1933,  three  in  1934  and  two  in  1935.  Three  cases 
started  in  June,  five  in  July,  one  in  August  and 
one  in  December.  The  earliest  case  started  June 
5th,  the  last  December  10th.  Eight  cases  were  in 
males,  two  in  females.  Seven  of  the  cases  were 
tw'elve  years  of  age  or  under.  One  was  thirty-five 
and  the  other  two  between  fifty  and  fifty-five. 

Etiology. — The  cause  of  the  disease  is  generally 
thought  to  be  one  of  the  Rickettsia.  The  Rickettsia 
are  gram-negative,  intracellular,  non-cultivable  and 
non-filterable  bodies.  Behavior  in  animals  and 
man  indicates  a distinctive  life  cycle.  Ricketts  estab- 
lished the  transmission  of  the  disease  by  ticks.  It 
was  proven  by  Ricketts  in  animal  exp>erimentation 
that  infection  failed  to  occur  unless  the  ticks  were 
attached  for  a few  hours.  Infection  was  obtained 
in  one  case  in  one  and  three-fourth  hours.  An  in- 
fected tick  that  has  hibernated  or  been  starved  for 
awhile,  needs  fresh  blood  to  re-activate  the  virus. 
This  explains  the  above  statement,  .^s  many  ticks 
are  removed  quickly,  that  helps  to  account  for  the 
comparatively  few  cases  in  man.  Unfed  ticks  may 
live  for  a long  w’hile.  The  female  tick  engorges 
until  it  becomes  many  times  its  normal  size,  then  it 
drops  off  and  crawls  to  a sheltered  place.  Before 
leaving  its  host,  the  female  is  impregnated  by  the 
male.  She  then  remains  quiescent  for  a week  or 
more.  Then  she  deposits  two  to  seven  thousand 
eggs,  taking  several  days  in  the  process.  These 
hatch  into  six-legged  larvae,  or,  as  they  are  called 
by  the  country  people,  “seed  ticks.”  No  doubt  many 
of  you  have  had  the  disagreeable  experience  of  get- 
ting your  clothes  covered  with  them  while  walking 
through  the  woods  and  tall  grass.  They  are  about 
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one-thirtieth  of  an  inch  in  diameter.  They  feed  on 
rodents  chiefly. 

After  feeding  two  or  three  days  they  drop  off, 
shed  their  skins,  emerge  as  nymphs,  with  eight  legs. 
They  are  asexual.  They  do  not  become  active  until 
the  following  season.  The  disease  is  maintained 
through  rodents  and  ticks.  Human  cases  are  sec- 
ondary and  accidental.  Various  species  of  wild 
rodents  have  been  considered  susceptible  to  the  dis- 
ease. The  life  cycle  of  the  tick  consists  of  four 
stages:  the  egg,  the  larva,  or  seed  tick,  the  n)Tnph, 
and  the  adult  tick.  They  feed  three  times  during 
this  cycle,- — twice  from  small  rodents  as  larvae  and 
nymphs,  and  once  in  the  adult  stage  from  the  largej^ 
animals. 

Morbid  Anatomy. — Only  few  post-mortems  have 
been  made  in  the  East.  The  spleen  is  nearly  always 
enlarged.  Thrombosis  of  the  blood  vessels  is  com- 
mon. Due  to  thrombosis,  necrosis  may  develop  in 
the  skin,  especially  in  the  external  genitals.  In 
severe  cases  the  testicles  become  gangrenous,  leuco- 
cytosis  is  present — and  maybe  as  high  as  12,000. 
The  red  cells  may  be  reduced  as  low  as  1,200,000. 

Incubation. — This  may  be  from  three  to  ten  days. 

Symptoms. — In  the  prodromal  stage  we  are  likely 
to  note  malaise,  chilly  sensations,  and  loss  of  ap- 
petite. The  patient  complains  of  feeling  “all  in.” 
The  onset  is  usually  accompanied  by  a chill.  The 
face  is  flushed  and  the  conjunctiva  injected.  Tem- 
peratures are  usually  quite  high,  and  in  nearly  all 
my  cases  went  as  high  as  104  degrees.  In  one  case, 
which  was  a fatal  one,  the  temperature  reached  105 
degrees.  In  another  case  (a  girl  of  twelve)  the  tem- 
perature took  a sudden  drop  to  below  normal.  This 
was  early  in  the  morning.  It  went  up  to  104  that 
evening  and  went  down  after  that  by  lysis.  In  all 
of  the  cases  except  the  fatal  one,  the  temperature 
lasted  over  two  weeks.  The  pulse  is  at  first  full  and 
strong,  but  becomes  more  rapid  and  much  weaker 
as  the  temperature  rises.  The  respirations  are  rapid. 
The  rash  appears  between  the  third  and  seventh 
day.  In  most  of  my  cases  it  was  the  sixth  day. 
The  rash  appears  first  on  the  wrists  and  ankles. 
It  then  reaches  the  back  and  abdomen.  The  palms 
of  the  hands  and  the  soles  of  the  feet  are  usually 
involved.  In  some  cases  the  face  and  scalp  are  also 
involved.  The  twelve-year-old  girl  lost  all  of  her 
hair.  The  eruption  is  at  first  macular.  In  the 
second  week  it  becomes  petechial,  except  in  mild 
cases.  Patients  complain  very  little  of  itching,  but 


they  do  complain  of  discomfort  from  the  rash.  The 
tongue  is  dry  and  coated.  Kernig’s  sign  is  present 
in  some  cases,  but  is  not  pathognomonic.  There  are 
severe  nen-ous  symptoms,  lethargy,  restlessness,  and 
often  intense  irritability,  especially  in  children.  In 
the  case  that  died  in  1932,  a boy  four  years  old, 
fliere  were  severe  convulsions,  followed  by  coma  and 
death. 

Complications. — Pneumonia:  One  of  my  cases 
developed  an  attack  of  lobar  pneumonia.  This  was 
in  a six-year-old  boy,  and  was  an  off-season  case, 
starting  December  10,  1934.  The  disease  in  a male 
patient  (thirty-five  years  old)  lasted  four  weeks. 
During  convalescence  he  had  marked  disorders  of 
sight  and  hearing,  which  finally  cleared  up  under 
treatment  by  a specialist.  In  one  case  (girl,  twelve 
years  old)  there  was  heart  block,  which  improved 
as  the  fever  subsided,  and  finally  disappeared. 

Diagnosis. — Rocky  IMountain  Spotted  Fever  may 
be  mistaken  for  typhoid  fever.  This  happened  in 
one  of  my  cases  in  1934  (male,  fifty  years  old). 
This  was  the  only  case  that  was  moved  to  a hos- 
pital. He  was  taken  with  diarrhea  and  an  evening 
rise  of  temperature.  He  also  had,  in  the  second 
week,  on  his  abdomen,  an  eruption  that  my  friend. 
Dr.  Latane,  and  I took  to  be  rose  spots.  There  were 
papules  which  disappeared  momentarily  on  pressure. 
A few  days  later  there  developed  on  his  arms,  legs, 
palms  of  his  hands  and  soles  of  his  feet,  a macular 
eruption,  and  the  diarrhea  disappeared.  The  Weil- 
Felix  test  showed  an  agglutination  of  one  to  one 
hundred  and  fifty.  The  tests  for  typhoid  were 
negative.  Rocky  Mountain  Spotted  Fever  may  be 
mistaken  for  measles.  The  severe  catarrhal  symp- 
toms, the  rash  on* the  face  and  body,  and  Koplik’s 
spots,  so  characteristic  of  measles,  should  settle  the 
diagnosis.  Endemic  typhus  may  be  mistaken  for 
Rocky  Mountain  Spotted  Fever.  In  Fairfax  County, 
as  far  as  is  known,  there  has  never  been  a case  of 
endemic  typhus.  The  Weil-Felix  test  is  diagnostic 
for  both  diseases,  so  that  doesn’t  help  any.  Typhus 
fever  is  spread  by  the  rat  flea  and  the  body  louse, 
while  Rocky  Alountain  Fever  is  spread  by  wood 
ticks.  The  temperature  runs  higher  in  Rocky  jMoun- 
tain  P'ever,  and  the  disease  lasts  longer  and  is  more 
severe  than  endemic  typhus.  The  rash  appears  ear- 
lier in  Rocky  Mountain  Spotted  Fever.  In  typhus 
the  rash  appears  first  on  the  chest  and  abdomen. 
In  Rocky  Mountain  Fever  it  is  on  the  wrists  and 
ankles.  In  typhus  some  of  the  lesions  are  papular. 
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The  majority  of  endemic  typhus  cases  occurs  in 
adults,  while  Rocky  Mountain  Fever  attacks  a large 
proportion  of  children.  Seven  out  of  ten  of  my 
cases  were  children.  The  mildest  of  my  cases  gave 
the  highest  agglutination  in  the  Weil-Felix  test — 
one  to  500.  The  severest  case  that  recovered  (male, 
thirty-five),  never  had  an  agglutination  higher  than 
one  to  twenty,  which  would  not  have  meant  any- 
thing if  the  symptoms  had  not  been  pathognomonic. 

Prognosis. — In  Montana,  in  the  Bitter  Root  Val- 
ley, the  mortality  has  been  as  high  as  60  per  cent 
to  90  per  cent.  In  a list  of  ninety-three  cases  of 
Rocky  Mountain  Spotted  Fever  occurring  in  five 
states  in  the  East  and  District  of  Columbia,  there 
were  twenty-one  deaths,  a percentage  of  22.7.  In 
my  ten  cases  there  was  one  death  (10  per  cent),  but 
a number  of  the  cases  were  mild. 

Treatment. — The  treatment  is  entirely  sympto- 
matic. A vaccine  has  been  prepared  by  the  United 
States  Public  Health  Service,  as  a preventive,  with 
good  results,  but  is  of  no  value  in  treatment.  Seda- 
tives are  indicated  for  nervous  symptoms.  Sponge 
baths,  ice-caps,  and  sometimes  cold  tar  preparations 
are  indicated  for  the  fever.  The  bowels  should  be 
kept  open.  Digitalization  is  advised  by  some,  as 
heart  action  is  often  weak.  One  of  my  cases,  a 
twelve-year-old  girl,  was  digitalized  on  account  of 
a weak  heart  action.  She  developed  heart  block, 
which  cleared  up,  but  I am  not  certain  whether  this 
w'as  caused  by  high  temperature  or  too  much  digi- 
talis. 

Diet  should  be  liquid  and  semi-liquid,  with  plenty 
of  fluids  (orange  juice).  Patient  should  be  kept 
quiet  and  have  no  company  except  the  nurse  and 
family.  Personally,  I consider  it  a mistake  to  move 
a child  sick  with  this  disease  to  a hospital,  because 
of  the  severe  nervous  strain,  imposed  by  moving  and 
change  of  scene.  Some  patients  have  been  moved 
on  account  of  the  convenience  in  obtaining  and  ad- 
istering  convalescent  serum,  but  I don’t  believe, 
from  what  I have  seen  and  heard,  that  there  is  any 
advantage  in  administering  the  serum,  and  serious 
consequences  have  occurred. 

Prophylaxis. — The  United  States  Public  Health 
Serv'ice  advises  three  things;  First,  avoid  ticks; 
second,  remove  ticks  from  the  person;  third,  vac- 
cination. When  out  camping,  avoid  places  known 
to  be  populated  by  rodents.  The  safest  camp 
grounds  are  in  standing  timber,  where  vegetation  is 
scanty.  Keep  away  from  trails,  and  old,  grown- 


over  roads,  ^^dlen  walking  in  tick-infested  areas, 
wear  clothing  that  will  prevent  the  ticks  from  get- 
ting next  to  the  skin.  Boots,  leggings,  puttees  or 
socks  should  be  worn  outside  the  trousers’  legs. 
The  armpits  and  back  of  the  neck  are  favorite  spots 
for  ticks  to  attach  themselves.  As  I said  before, 
ticks  are  not  as  liable  to  infect  if  removed  early. 
The  clothes  should  be  changed  after  walking,  and 
ticks  looked  for  in  the  clothing  and  on  the  body. 
It  is  better  to  use  forceps  or  tweezers,  as  it  is  dan- 
gerous for  ticks  to  be  mashed  in  the  hand.  They 
should  be  seized  close  to  the  skin.  There  is  no 
danger  from  the  head  being  left  in  the  skin.  Iodine 
should  be  painted  on  the  spot  after  extracting  the 
tick. 

I am  indebted  to  Bulletins  and  Reports  published 
by  the  United  States  Public  Health  Service  for 
technical  information,  and  to  my  friend.  Dr.  R.  L. 
Dyer,  of  that  Service,  for  advice  in  preparing  this 
paper. 

Discussion 

Dr.  H.  a.  Latane,  Alexandria:  I enjoyed  very  much 
hearing  this  paper  by  Dr.  Caton.  He  has  covered  the 
subject  so  thoroughly  that  he  has  not  left  much  to  discuss. 
I do  not  know  anybody  better  qualified  to  write  a paper 
on  spotted  fever  than  Dr.  Caton.  He  is  doing  a country 
practice  where  he  is  likely  to  come  in  contact  with  it; 
he  has  been  a health  officer  in  the  past,  well-trained  in 
epidemiology,  and  has  had  the  benefit  of  the  help  of  the 
United  States  Public  Health  Service.  Just  why  he  asked 
me  to  discuss  it  I do  not  know,  except  that  I saw  one 
or  two  cases  with  him,  and  I am  in  that  section  where 
we  have  been  having  spotted  fever. 

Just  when  it  appeared  in  the  East  is  very  uncertain. 
I feel  sure  that  we  have  had  many  cases  that  were  not 
recognized.  I had  some  cases  before  Dr.  Caton  started 
finding  his.  I had  two  cases  in  1928  in  a suburb  of 
Alexandria,  in  a mother  and  her  small  son.  There  was 
back  of  their  place  a little  ravine  which  they  said  had 
ticks  in  it.  I was  puzzled  to  diagnose  it  and  finally  made 
a diagnosis  of  typhus  fever.  I called  in  the  Publict  Health 
Service,  and  they  confirmed  the  diagnosis  of  spotted 
fever.  I promised  the  family  one  of  two  things — either 
the  patients  would  get  well  in  two  weeks,  or  they  would 
die  on  the  fourteenth  day.  They  were  some  of  the  sickest 
patients  I have  ever  had.  They  were  violently  delirious, 
and  their  dispositions  changed  entirely.  The  nurse  said 
they  were  downright  mean,  and  ordinarily  they  were 
people  of  very  good  disposition.  I had  two  or  three 
cases  in  the  next  few  years  from  around  this  same 
ravine. 

As  to  the  future,  there  is  apparently  no  way  to  con- 
trol it  in  tick-infested  areas  if  people  continue  to  walk 
in  those  areas  and  get  ticks  on  them,  except  to  wear  the 
proper  clothing  to  protect  themselves  or  to  put  some 
oily  substance  on  them — grease  themselves  with  carbo- 
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lated  vaselin  or  sulphur  ointment  or  something  of  that 
kind,  which  very  few  people  take  the  trouble  to  do,  and 
clean  themselves  when  they  come  in.  Apparently  the 
disease  is  spreading  in  the  East  in  the  rural  areas. 

I enjoyed  the  paper,  and  I think  Dr.  Caton  is  to  be 
congratulated  on  reporting  his  cases. 

Dr.  J.  C.  Flippin',  University:  At  a meeting  of  this 
Society  a year  ago  I discussed  a paper  on  this  same  sub- 
ject. My  purpose  then  and  now  is  to  emphasize  the 
fact  that  Rocky  Mountain  Spotted  Fever  is  a more  com- 
mon disease  in  Virginia  than  medical  practitioners  have 
realized.  Recent  reports  from  neighboring  states,  notably 
West  Virginia  and  Pennsylvania,  indicate  that  the  dis- 
ease is  present  in  those  localities.  Each  summer  for  the 
past  several  years  we  have  had  patients  with  this  disease 
in  the  University'  of  Virginia  Hospital  and,  as  I said 
last  year  in  my  discussion,  I feel  sure  that  I have  seen 
this  disease  for  many  years  past. 

Up  to  this  time  it  would  seem  that  measures  looking 
to  the  control  or  prevention  of  this  disease  from  a public 
health  point  of  view  have  offered  little.  I would  call  at- 
tention to  the  fact  that  in  infected  areas  in  the  West  vac- 
cination is  being  used  on  rather  a large  scale  and  here  in 
Virginia  we  may  well  think  of  the  propriety  of  using  vac- 
cines among  the  population  in  a definitely  infected  area. 
In  so  far  as  I know  the  vaccine  used  in  this  disease  is  not 
available  from  any  of  the  drug  houses,  but  is  prepared 
only  by  the  United  States  Public  Health  Service  and 
could  doubtless  be  obtained  through  our  State  Department 
of  Health. 

Dr.  H.  S.  Dakiel,  Louisa:  I should  like  to  say  just  a 
few  words.  I have  seen  five  cases  in  my  practice,  which 
is  almost  entirely  rural.  These  cases  have  been  rather 
widely  distributed.  My  experience  has  been  that  in 
children  and  young  adults  the  prognosis  is  quite  hopeful, 
though  they  become  desperately  ill.  However,  in  adults 
past  fifty  or  sixty  years  of  age  the  outlook  is  not  good, 
and  if  they  are  alcoholics  1 feel  hopeless.  This  very 
briefly  summarizes  my  experience. 

Dr.  S.  a.  Axdersok,  Jr.,  Richmond:  How  important 
is  the  human  host  and  the  rodent  host?  And  can  Dr. 
Caton  tell  us  something  about  the  vaccine? 

Dr.  J.  E.  Kkight,  Warrenton:  The  first  case  that  I 
saw  was  in  Fauquier  County  in  1927.  L^nfortunately 
the  correct  diagnosis  in  this  case  was  not  made  either 
by  me  or  the  consultant,  nor  was  the  true  nature  of  the 
malady  definitely  determined  until  after  the  death  of  the 
patient.  Just  about  this  time  the  State  Board  of  Health 
issued  a bulletin  on  this  disease  and,  after  reading  this 
and  looking  up  further  information,  we  became  convinced 
that  this  was  what  my  patient  had. 

I have  had  in  my  own  practice  and  consultation  work 
probably  eleven  or  twelve  cases  since  1927,  most  of  these 
being  in  children.  As  to  the  distribution  of  my  cases, 
the  second  case  occurred  seven  miles  from  the  first  one 
and  the  others  ranged  from  three  to  twelve  miles  apart. 
There  were  a number  which  occurred  within  three  or 
four  miles  of  each  other  and  these  were  near  Warrenton. 
One  of  my  cases  occurred  in  Prince  William  County, 
eighteen  miles  from  Warrenton. 


There  were  a number  of  deaths  in  this  series  of  cases. 
Most  of  them  were  very  sick  from  the  start  and  con- 
tinued so,  getting  worse  until  the  thirteenth  or  fourteenth 
day,  at  which  time  they  either  died  or  began  to  get  well. 
In  one  of  my  cases  the  patient  had  convulsions  just  be- 
fore he  died. 

As  to  the  character  of  the  eruptions,  this  varied  to 
quite  an  extent.  Some  had  large  macules,  while  others, 
I might  say  the  majority',  had  small  petechial  eruptions, 
mostly  manifested  on  the  arms  and  across  the  chest. 
Where  these  eruptions  were  faint,  if  the  arm  was  con- 
stricted high  up,  the  eruptions  would  become  more  pro- 
nounced and  remain  so. 

I think  we  have  had  five  or  six  deaths  from  it  in  the 
county. 

Dr.  Fletcher  Wright,  Petersburg:  What  is  the  ear- 
liest time  that  you  can  get  a positive  agglutination? 

Dr.  Percy  Harris,  Scottsville:  In  my  experience  I 
have  had  two  cases  of  spotted  fever.  One  was  a child 
three  or  four  years  of  age,  in  Buckinham  County;  the 
other  was  a young  man  of  Albemarle  County,  about 
twenU'-five,  who  was  running  a truck  in  building  a road 
when  he  was  bitten  by  a tick  and  had  spotted  fever. 
The  child  was  very  ill  and  unconscious  from  the  begin- 
ning, and  died  in  about  seven  days.  The  young  man 
pulled  through,  but  he  was  just  about  the  illest  man  I 
have  ever  seen  in  my  life  to  do  it.  As  the  doctor  stated 
just  now,  his  disposition  changed  entirely.  He  was  about 
the  meanest  man  I ever  saw  when  ill  and  one  of  the 
nicest  fellows  I knew  when  well.  The  eruption  started 
on  his  feet  and  finall}'  got  all  over  his  body.  In  the 
beginning  he  had  all  the  symptoms  of  tx'phoid.  It  puzzled 
me  terribly,  because  all  the  tests  I made  were  negative. 
All  the  blood  tests  came  back  from  the  State  Laboratorj- 
negative.  I discussed  it  tvith  several — probably  discussed 
it  with  Dr.  Flippin  and  others  at  the  University'.  Decided 
it  could  not  be  anything  else  than  spotted  fever.  I 
think  it  is  a very  good  point  to  bring  up  that  you  do 
not  always  get  a positive  agglutination  test.  That  is  the 
main  reason  I wanted  to  report  this  case. 

Dr.  Fred  Gochxauer,  Upperville:  I saw  a case  dur- 
ing the  epidemic  of  polio  that  we  have  recently  had. 
This  was  in  Loudoun  County.  I live  in  Fauquier,  but 
practically  just  over  the  line.  The  case  was  seen  on 
Friday,  we  will  say,  and  the  mother  thought  the  child 
was  quite  sick  on  Wednesday — it  had  temperature  and 
was  ill  enough  to  call  a doctor.  On  Monday  an  epidemi- 
ologist came  up  from  Richmond ; I called  him  up.  I used 
all  the  precautions  as  in  dealing  with  a case  of  polio. 

I made  a tentative  diagnosis  of  poliomyelitis  of  the  cere- 
bral type.  The  child  was  very  lethargic.  They  were 
people  of  the  tenant  class,  very  good  in  their  habits,  but 
with  thirteen  children  it  was  hard  to  keep  up  with  them, 
and  probably  some  of  them  got  out  in  the  tick  area. 
The  mother  said  she  had  the  habit  of  “de-ticking”  them 
every  day. 

This  child  had  definite  rigidity.  The  doctor  said  he 
thought  we  did  not  have  a case  of  polio  but  of  spotted 
fever.  I asked  about  doing  a spinal  puncture,  and  he 
said  he  thought  the  patient  was  going  out  about  the 
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next  day,  so  in  that  case  it  would  do  no  good.  The 
puncture  was  not  done,  and  I still  held  to  my  diagnosis — 
not  that  I was  putting  my  own  opinion  against  his,  but 
I thought  it  was  a little  better  to  hold  on.  So  I quar- 
antined the  child,  in  order  not  to  have  any  trouble  so  far 
as  this  case  of  polio  was  concerned.  The  doctor  was 
in  the  neighborhood  a few  days  later  and  went  to  see 
this  child  (which,  of  course,  was  all  right).  He  came 
up  by  my  house  and  said  he  still  thought  I had  a case 
of  spotted  fever,  and  thought  the  child  would  die  in  a 
few  days.  It  was  still  very  ill. 

Occasionally  we  do  have  an  eruptihn  in  polio.  The 
child,  instead  of  running  a temperature  for  about  two 
weeks,  ran  a temperature,  I would  say,  for  about  four 
weeks.  In  six  or  seven  weeks  the  child  was  well.  I 
find,  in  measuring  the  calves  of  the  legs,  that  on  one 
side  the  circumference  is  not  as  great  as  on  the  other. 
I am  not  trying  to  prove  my  own  point  particularly,  but 
I do  say  that  this  is  one  case  in  which  we  did  know 
what  we  had  to  deal  with.  Since  the  case  is  over,  I 
think  we  had  a case  of  meningococcus  meningitis  or 
cerebro-spinal  fever. 

Dr.  C.^ton,  closing  -the  discussion:  Someone  asked 
me  about  the  early  stages  and  agglutination.  It  takes 
about  ten  days  before  agglutination  occurs,  but  my  ex- 
perience is  that  sometimes  a high  agglutination  does  not 
occur;  that  is,  we  do  not  often  get  a report  of  it,  so  I 


think  that  an  agglutination,  unless  high,  does  not  amount 
to  a great  deal  in  making  a diagnosis. 

The  vaccine  I have  had  no  experience  with.  It  has  not 
been  used  in  the  East,  so  far  as  I know.  It  is  used  out 
in  Montana  and  other  places  in  the  West,  where  they 
have  a very  severe  type  of  the  disease. 

I want  Dr.  Flippin  to  tell  me  what  is  his  idea  of  off- 
season cases. 

In  regard  to  the  area  of  infection,  there  have  been 
cases  all  over  Fairfax  County  and  in  Arlington  County, 
and  adjoining  counties  in  Maryland  and  around  Wash- 
ington. 

Dr.  Flippin:  Has  anybody  seen  any  cases  besides 
you  and  Dr.  Latane? 

Dr.  C.\ton:  Oh,  yes,  sir.  Other  physicians  have  had 
cases. 

All  of  us  know  that  severe  cases  of  measles  used  to 
be  called  black  measles,  and  I do  not  doubt  that  some 
of  those  cases  that  were  called  black  measles  were  Rocky 
Mountain  Spotted  Fever.  I think  that  is  very  likely.  It 
has  not  always  been  possible  to  find  evidence  of  a tick 
bite  or  that  patients  can  remember  being  bitten  by  a tick. 
Most  of  the  cases  did  know  it,  but  a few  did  not.  Dr. 
Wilkins,  of  Alexandria,  had  a case  in  the  Alexandria 
Hospital  that  came  from  the  CCC  camp  down  near 
Mount  Vernon.  He  came  in  very  sick.  He  found  a tick 
still  attached  in  the  patient’s  navel;  it  had  entrenched 
itself  there,  and  the  man  had  never  noticed  it. 


EXPERT  TESTIMONY  AND  ITS  RELATION  TO  MENTAL 
RESPONSIBILITY  AND  NEUROLOGICAL  INJURY.* 


Beverley  R.  Tucker,  M.  D., 

Richmond,  Va. 

Professor  of  Neuropsychiatry,  Medical  College  of  Virginia. 


Introduction.  Man  is  the  only  animal  that  has 
attempted  to  civilize  himself  since  the  evolution  of 
species  from  a cosmic  world  of  chaos.  Man  soon 
became  gregarious,  separated  into  races  and  within 
these  larger  groups  formed  smaller  groups  of  similar 
interests,  similar  vocations  and  similar  intellects.  As 
civilization  developed  those  who  were  distraught, 
insane  and  anti-social  began  to  be  recognized  • as 
such.  Three  organized  forces  developed  to  take  care 
of  these  by-products  of  the  developing  human  race — 
religion,  law,  and  medicine.  Early  in  the  fif- 
teenth century  in  Bedlam,  England,  in  Charenton, 
France,  and  in  Spain,  out  of  the  religious  mon- 
asteries developed  mental  hospitals,  since  which  re- 

*Read at  the  Seaboard  Air  Line  Surgeon’s  Association, 
in  Miami,  Florida,  on  December  5,  1935,  and  at  the 
Atlantic  Coast  Line  Surgeon’s  Association,  in  Charleston, 
South  Carolina,  April  7,  1936. 


ligion  has  gradually  withdrawn  from  the  field  and 
medicine  and  law  have  assumed  the  responsibility. 
The  state,  through  legislative  bodies  in  cooperation 
with  medicine  led  by  psychiatry,  takes  care  of  the 
majority  of  the  frankly  insane.  Neither  law  nor 
medicine  appreciated  until  the  present  century  that 
the  criminal  was  possibly  a sick  man,  and  neither 
have  since  appreciated  this  fact  except  to  a limited 
extent. 

The  Expert  Witness.  You  may  be  asked  in  court, 
“what  is  an  expert?”  I was  asked  this  once.  I an- 
swered by  giving  Dr.  James  K.  Hall’s  simple  defini- 
tion that  an  expert  is  one  who  has  expert  or  special 
knowledge  about  a subject,  and  gave  his  illustration 
that,  although  a farmer  may  think  he  knows  a hen’s 
egg  when  he  sees  one,  the  curator  of  the  Smithsonian 
Institute  says  there  are  several  dozen  different  kinds 


268 


ViRGiNLA.  Medical  Monthly 


[August, 


of  bird's  eggs  so  much  the  size  and  shape  of  hen’s 
eggs  that  only  an  expert  can  pick  out  the  “fruit 
of  the  hen.” 

.■\n  idea  has  gotten  abroad  that  expert  testimony 
is  biased  and  that  there  is  something  not  quite  hon- 
orable about  it.  The  truth  is,  however,  that  regard- 
less of  the  fact  that  there  are  a few  crooks  in  every 
calling,  expert  testimony  offers  a field  of  most 
skilled,  intelligent,  and  beneficial  procedure.  Before 
you  are  called  to  give  expert  testimony  in  a case 
the  la^^■}■ers  for  one  side  or  the  other  consult  you. 
If  you  are  not  convinced,  after  going  thoroughly  into 
the  situation,  you  should  then  and  there  refuse  to 
testify.  You  can  be  called  as  an  ordinary  witness 
and  be  made  to  testify,  but  you  cannot  be  made  to 
testify  as  an  expert  unless  you  wish  to  do  so. 

I have  seen  more  cases,  dependent  on  medical 
testimony,  lost  because  the  attorneys  for  the  losing 
side  were  not  up  on  the  medical  aspects  of  the  case 
than  for  any  other  reason.  There  is  no  excuse  for 
an  attorney  in  questioning  or  cross-questioning  an 
expert  witness  to  mispronounce  or  not  know  the 
meaning  of  the  medical  terms  involved.  That  va- 
riety of  ignorance,  of  which  some  attorneys  even 
seems  to  be  proud,  certainly  must  have  a poor  effect 
upon  either  an  ignorant  or  an  intelligent  jur}’. 

If  you  have  examined  the  patient  you  may  an- 
swer as  to  your  findings.  If  you  have  not  examined 
the  party  involved  the  attorneys  may  request  an  op- 
portunity for  you  to  make  an  examination.  The 
refusal  may  and  probably  will  come  out  at  the  trial 
and  will  almost  certainly  react  to  the  injury  of  the 
side  responsible  for  it.  If  you  are  denied  an  ex- 
amination, you  can  only  answer  a hypothetical  ques- 
tion based  upon  the  evidence  presented  which  you 
may  not  have  heard,  or  upon  all  the  evidence  in  the 
case  which  you  must  have  personally  heard. 

If  you  are  requested  to  sit  through  a case,  do  not 
idle  and  converse  through  it  in  whispers,  but  give  it 
your  whole  attention  and,  personally,  I believe  it  is 
best  to  make  notes  of  important  points.  Also  ob- 
serve the  witnesses.  I was  able  once  to  tell  that  a 
witness  was  not  telling  the  truth  when  she  said  she 
was  a graduate  of  a ver\’  high  standing  training 
school  for  nurses,  because  her  language  and  de- 
meanor indicated  that  this  could  not  be  so.  Based 
on  this  observation,  it  was  proven  during  the  trial 
that  she  had  never  been  a member  of  the  training 
school.  Many  times  a claimant,  claiming  paralysis, 


has  been  observed  to  move  the  part  or  to  assume 
positions  which  one  with  a genuine  difficulty  could 
not  assume.  This  is  more  apt  to  occur  when  the 
claimant  is  not  on  the  witness  stand  and  therefore 
not  on  guard. 

Do  not  be  afraid  of  attorneys.  Prepare  yourself 
thoroughly  and  in  your  expert  knowledge  you  have 
the  advantage  of  them.  But  do  not  assume  that  you 
know  the  case  and  for  that  reason  go  on  the  witness 
stand  without  careful  study.  ^Moreover,  avoid  every 
appearance  of  being  partisan.  If  an  attorney  tries 
to  browbeat  you,  remember  that  he  creates  for  you 
a sympathetic  effect  on  the  jur}q  if  you  have  shown 
that  you  know  your  case  and  are  fair  in  your  testi- 
mony. Let  him  keep  up  bull-dozing  you  to  a cer- 
tain extent  and  then  watch  for  an  opening,  and — 
when  you  get  the  chance,  as  you  usually  will — 
crack  him  between  the  eyes  with  your  answer  or 
ridicule  him.  Cross  questioners  are  sensitive  to  a 
thrust  or  to  have  the  laugh  on  them. 

Illustrate  your  points  in  simple  language  by  apt 
and  understandable  illustrations.  Speak  directly  to 
the  jury  loud  enough  for  all  of  them  to  hear  and 
take  them  into  your  confidence.  Speak  in  terms 
of  common  usage  or  when  you  have  to  use  medical 
terms  explain  them  so  that  every  juix-man  can  un- 
derstand. Remember  your  reputation  is  at  stake  as 
well  as  that  of  . the  attorney. 

Some  attorneys  are  in  the  habit  of  bringing  a' 
job-lot  of  textbooks  into  court  and  try  to  contradict 
an  expert  by  quoting  some  alleged  authority.  Re- 
member that,  if  you  are  properly  qualified,  you 
yourself  are  an  authority.  Never  let  them  quote  a 
sentence  against  you  and  question  you  on  that  sen- 
tence. You  can  prove  almost  anything  by  picking 
an  isolated  sentence  from  some  medical  authority, 
just  as  you  can  by  picking  an  isolated  verse  from 
the  Bible.  Ask  to  see  the  book  presented.  Look 
at  its  date  of  publication, — frequently  it  is  anti- 
quated. If  so,  turn  to  the  jur>'  and  tell  them  it  is 
as  out  of  date  as  an  automobile  of  the  same  period. 

You  will  be  asked,  at  times,  the  same  question 
put  in  various  ways,  in  order  to  trip  you  or  to  get 
you  to  contradict  yourself.  In  this  instance,  it  is 
best  simply  to  repeat  your  first  answer  each  time 
calling  the  attention  of  the  jury  to  the  fact  that  the 
question  is  essentially  the  same  that  was  asked  be- 
fore. Remember  you  are  in  a battle  of  wits  and,  if 
you  do  not  feel  equal  to  the  contest,  you  had  best 
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not  qualify  as  an  expert.  You  should  come  to  court 
fully  prepared  on  the  case  and  on  related  medical 
cjuestions.  If,  however,  you  do  not  know  the  answer 
to  a Cjuestion,  frankly  say  so.  If  possible,  and  it  fre- 
quently is  possible,  get  the  attorney  afraid  to  ques- 
tion you.  Do  not  let  it  disconcert  or  frighten  you  if 
an  attorney  tries  to  use  unfair  means  in  questioning 
you.  As  soon  as  he  begins  to  do  this,  any  physician 
accustomed  to  giving  expert  testimony  knows  he  can 
turn  the  table  on  the  questioner.  Keep  cool,  be  delib- 
erate and  turn  to  the  jury  and  explain  to  them  the 
unfairness  of  a question,  if  it  is  unfair.  Keep  your 
head  and  keep  your  temper  unless  the  attitude  or 
questions  of  the  opposing  attorney  are  abusive  or 
insulting, — then  at  least  keep  your  head. 

But  do  not  be  touchy  or  bear  resentment.  Re- 
member in  a legal  contest  much  is  said  in  heat,  on 
the  spur  of  the  moment,  under  stress  and  excitement. 
Lawyers  on  the  whole  are  admirable  human  beings, 
honoring  their  profession,  and  possessing  the  ability 
to  shake  hands  and  forget  antagonisms  after  the  bat- 
tle. Physicians,  on  the  other  hand,  in  dealing  with 
each  other  are  liable  to  bear  malice  and  never  for- 
get a slight.  Balancing  the  tw'O  great  professions, 
how’ever,  I feel  that  in  admiration  as  to  nobility  and 
in  criticism  as  to  rascality  there  is  little  difference. 

Mental  Responsibility.  It  has  been  said  that  no 
satisfactory  definition  has  been  given  of  insanity; 
that  the  medical  meaning  of  insanity  is  entirely  dif- 
ferent from  the  legal  meaning;  that  no  one  knows 
what  insanity  is;  that  the  term  insanity  should  be 
dropped.  I believe  none  of  these  things  obtain  to  an 
insurmountable  degree.  Webster’s  dictionary  gives 
the  definition  of  sanity  as  being  of  sound  mind; 
hence,  insanity  is  a state  of  unsound  mind.  Insanity 
is,  I believe  a departure  from  mental  soundness 
in  degree.  The  term  insanity  is  not  generally  in- 
tended to  cover  all  mental  states.  Idiocy,  imbecil- 
ity and  feeble-mindedness  are  not  included,  nor  are 
such  states  as  unconsciousness,  stupor  and  alcohol- 
ism. Any  of  these  states,  however,  may  render  an 
individual  irresponsible.  Insanity  may  be  perma- 
nent or  temporary,  and  temporary  insanity  may  last 
from  a few  moments  to  years.  Insanity  may  or 
may  not  have  a hereditary  basis.  Insanity  may  be 
due  to  known  causation,  syphilis,  pellagra,  ductless 
gland  disease,  and  toxic  conditions,  for  instance, 
giving,  usually,  confusional  states,  or  to  unknown 
causation,  as  manic  depressive  psychosis,  paranoia 


and  dementia  praecox.  Insanity  may  be  due  to  a 
loss  of  emotional  control.  Insanity  may  be  induced 
not  only  by  the  ingestions  of  poisons  or  the  con- 
traction of  disease  but  by  brain  injur}-  or  jiatholog- 
ical  brain  states  like  brain  hemorrhage,  brain  tumor, 
brain  abscess  or  hardening  of  the  arteries  of  the 
brain.  Brain  anemia,  brain  congestion,  brain  edema 
or  lack  of  brain  nourishment  may  induce  insane 
states.  But  what  is  yet  even  less  recognized,  the 
brain  structure  may  be  perfectly  normal  and  emo- 
tional shock,  irresistible  compulsion,  or  improper  re- 
action to  suggestion  may  constitute  insanity  in  cer- 
tain instances. 

The  diagnosis  of  insanity  contemplates  abnormal- 
ity, or  unsoundness,  in  thinking,  feeling  and  acting. 
We  have  no  definite  yardstick  or  thermometer  to  tell 
us  when  the  individual  has  passed  through  the  bor- 
der-zone or  to  indicate  the  degree  of  his  affection, 
yet  I have  known  alienists  without  instruments  of 
precision  whose  opinions  on  a mental  condition  were 
quite  as  accurate  as  those  of  the  average  internist  or 
diagnostician  concerning  a medical  disease,  although 
the  internist  was  aided  by  having  a clinical  blue 
pencil  in  his  hand,  a stethoscope  in  his  ears,  an 
ophthalmoscope  at  his  eye,  with  X-ray,  basal  metab- 
olism, cardiographic  and  laboratory  reports  at  his 
elbow  while  dealing  with  a patient  who  had  a clin- 
ical thermometer  in  his  mouth,  a gastric  or  duodenal 
tube  down  his  throat,  a blood  pressure  cuff  on  his 
arm,  a cystoscope  in  his  genitals  and  a proctoscope 
in  his  rectum! 

The  legal  fraternity  thinks  in  terms  of  criminality 
based  on  a greater  degree  of  insanity  than  the  med- 
ical fraternity.  They  think  of  punishment  for  the 
protection  of  society;  we  think  of  treatment.  They 
think  of  the  knowledge  of  right  and  wrong;  we 
think  cff  mental  responsibility  as  affecting  reason, 
insight,  judgment,  emotions  and  personality.  But 
there  is  beginning  a drawing  together  and  mutual 
understanding  in  regard  to  these  divergent  ideas. 

Neurological  Conditions.  Brain,  spinal  cord  and 
nerve  injuries  constitute  quite  a large  proportion  of 
cases  calling  for  medical  expert  testimony.  Alany 
persons  suffering  from  severe  skull  injuries  com- 
pletely recover  because  at  times  the  skull  may  be 
badly  fractured  and  the  brain  not  severely  injured. 
On  the  other  hand,  the  skull  injury  may  be  slight 
or  imperceptible  and  the  brain  injury  serious.  The 
head  may  be  struck  on  one  side  and  the  force  of 
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the  blow  be  so  transmitted  that  the  brain  is  injured 
on  the  opposite  side  (contracoup).  A slight  injury 
to  one  part  of  the  brain  may  cause  greater  and 
more  permanent  damage  than  a severe  injury  in 
some  other  part. 

^lany  people  claiming  damages  for  personal  in- 
jury should  not  do  so  because  they  have  some  state 
which  precipitated  the  accident  and  the  defendant 
has  been  in  no  way  responsible  nor  negligent.  Peo- 
ple with  epilepsy  may,  because  of  the  disease,  fall 
into  machiner}’  or  otherwise  injure  themselves. 
Claims  are  made  because  of  apoplexy.  Dr.  J.  M- 
Hutcheson  at  the  last  meeting  of  the  iSIedical  So- 
ciety of  Virginia  read  a valuable  paper  on  this  sub- 
ject. I was  called  to  testify  in  a case  in  which 
there  was  a bump  to  a railway  train  at  night.  A 
lady,  sixty-five,  was  on  the  train.  She  got  out, 
walked  around,  got  back  on  the  train,  went  to  her 
destination  and  carried  on  her  usual  activities. 
Thirty-six  hours  after  the  jarring  of  the  train  she 
had  a stroke  of  apoplexy  and  died.  I testified  that 
I thought  she  died  of  apoplexy,  as  she  was  known 
to  carry  a blood  pressure  of  two  hundred  and  fifty 
systolic,  and -that  if  the  jar  had  caused  the  diffi- 
culty the  sjTnptoms  would  have  been  immediate. 
The  case  was  compromised  against  my  advice. 

X-ray  pictures  should  be  taken  of  head  and 
back  injuries.  They  may  or  may  not  throw  light 
on  the  case.  The  interpretation  of  these  X-ray 
plates  is  a matter  of  expert  decision  as  X-ray 
shadows  are  sometimes  indefinite  or  misleading. 
Occasionally  an  unexpected  finding  may  be  made. 
In  a criminal  case,  the  X-ray  of  which  was  taken 
the  day  of  the  trial,  an  unsuspected  calcified  area 
was  found  in  the  pre-frontal  lobes  of  the  brain  in 
a man  who  had  previously  received  a severe  blow 
on  the  back  of  the  head.  On  the  other  hand,  in 
another  case  the  X-ray  of  the  head  was  negative 
but  at  autopsy  a piece  of  a beer  bottle  with  a sur- 
rounding area  of  degeneration  was  found  in  the 
brain.  The  man  had  been  hit  on  the  head  some- 
time before,  the  bone  had  closed  over  the  opening 
made  by  the  piece  of  bottle  and  the  X-ray  did  not 
take  the  glass. 

The  spinal  cord  may  be  injured  and  this  injury 
mav  be  the  basis  for  damage  claim.  \ careful  neuro- 


logical examination  of  the  reflexes  will  usually  deter- 
mine the  nature  and  extent  of  an  organic  injur}-  to 
the  cord.  Railway  spine  cases,  so-called,  are  usually 
hysterics  or  malingerers,  both  getting  promptly  well 
when  the  case  is  settled. 

Individuals  may  claim  all  sorts  of  injuries  and 
present  all  sorts  of  s}-mptoms.  The  entire  injury 
may  clear  up  upon  settlement  of  the  case — whether 
the  case  is  won  or  lost.  Malingering  is  the  conscious 
assumption  of  s}-mptoms,  while  h}  steria  connotes  the 
subconscious  assumption  of  s}-mptoms.  The  hy- 
steric may  be  essentially  honest,  but  the  hope  of  com- 
pensation, the  suggestion  of  attorneys,  doctors, 
family  and  friends  fix  ideas  of  disability  upon  him. 
A malingerer  deserves  no  consideration  in  compen- 
sation, but  in  a hysteric  the  question  arises  as  to 
whether  the  accident  did  not  bring  out  a latent  con- 
dition— in  other  words,  render  the  claimant  more 
nervous.  These  cases  I think  are  best  settled  for 
modest  sums  out  of  court  and,  even  if  tried,  the  ' 
compensation  awarded  should  be  small. 

.A.  difficult  group  are  those  persons  who,  after 
a head  injury,  claim  to  suffer  from  residual  sub- 
jective s}-mptoms — headache,  dizziness,  sense  of  full- 
ness, slight  deafness,  difficulty  in  vision,  and  inabil- 
ity to  concentrate.  If  no  organic  signs  can  be  elicited 
the  case  is  usually  not  organic,  but  one  must  be 
careful  not  to  overlook  slight  signs.  Numbness, 
tingling,  burning  or  weakness  sensations  may  be 
attributed  to  nerve  or  spinal  cord  injury.  They  are 
usually  transitory  s}-mptoms  unless  organic  neuro- 
logic signs  can  be  found. 

Thus  we  see  that  the  question  of  expert  testimony 
and  its  relation  to  mental  and  nervous  conditions 
is  a large  one — one  that  requires  knowledge,  experi- 
ence and  possibly  especial  aptitude.  It  is  a digni- 
fied and  scientific  part  of  medicine  and  no  honest 
physician  need  fear  injury  to  his  reputation  when 
he  undertakes  a case.  Expert  testimony  does  an- 
other thing  of  importance, — it  brings  the  two  great 
professions  of  law  and  medicine  tgoether  and  should 
promote  mutual  understanding  and  cooperation  in 
solving  the  problem  of  the  discards  of  society.  Upon 
the  proper  understanding  of  medico-legal  problems 
much  of  the  happiness,  justness  and  prosperity  of 
the  race  depend. 

212  ire5t  Franklin  Street. 
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ENURESIS  IN  CHILDREN.* 


James  V.  Bickford,  M.  D., 

Norfolk,  Va. 


This  is  a report  of  twenty-six  cases  of  children 
coming  to  the  King’s  Daughters  Children’s  Clinic 
with  the  major  complaint  of  bed-wetting.  Urolog- 
ical findings  were  negative  in  all  of  the  cases  re- 
ported in  this  analysis. 

Incontinence  of  urine  in  children  is  a very  com- 
mon complaint.  To  clear  the  nomenclature  however, 
I shall  refer  to  incontinence  only  in  those  cases 
which  show  some  organic  or  pathological  change 
which  bears  a direct  relationship  to  the  cause,  and 
shall  use  the  term  enuresis  to  cover  cases  in  which, 
after  a very  complete  physical  examination,  no  evi- 
dence of  organic  pathology  can  be  discovered  to  ac- 
count for  the  complaint. 

Using  this  criterion,  it  is  only  within  latter  years 
that  enuresis  has  been  treated  as  a conduct  disorder.^ 
The  medical  literature  is  voluminous  with  reports 
on  the  etiology  and  treatment  of  this  common  com- 
plaint, which  fact  is  evidence  that  little  is  under- 
stood about  it.  In  reviewing  the  literature,  it  is 
interesting  to  observe  how  varied  a list  of  condi- 
tions has  been  described  as  the  cause  of  enuresis. 
Spina  bifida  occulta  has  been  given  front  ranks  as 
playing  an  important  part  in  the  etiology.  Karplin^ 
found  54  per  cent  of  normal  children  with  spina 
bifida  of  the  lumbosacral  region.  He  concluded 
that  the  condition  could  be  considered  as  an  or- 
ganic basis  of  enuresis  only  in  those  showing  ex- 
tensive involvement  of  the  vertebrae  of  the  lumbo- 
sacral region.  Kanner®  in  a large  series  of  cases 
found  only  1.5  per  cent  of  spina  bifida  in  enuretic 
children.  He  contends  that  spina  bifida  cannot  rea- 
sonably be  held  responsible  for  enuresis  when  it  con- 
sistently misses  school  periods  and  occurs  only  dur- 
ing play  time.  Furthermore,  the  prompt  cessation 
of  the  symptom  in  his  cases  after  adjustment  of  per- 
sonality and  environmental  difficulties,  substantiates 
his  contention.  In  our  series  we  did  not  feel  that 
there  were  . any  cases  where  conditions  w'arranted 
roentgenologic  investigation. 

Closely  allied  to  the  above,  is  the  Myelodys- 
plasia • theory  of  Fuchs^,  in  which  he  describes  a 

*Read  before  the  sixty-sixth  annual  session  of  the  Med- 
ical Society  of  Virginia  in  Norfolk,  October  15-17,  1935. 


clinical  syndrome  as  evidence  of  a rudimentary 
non-union  of  the  sacrum  and  abnormalities  of  the 
lower  section  of  the  spinal  column.  In  this  series 
no  evidence  of  the  syndrome  was  present. 

Phimosis  is  sometimes  associated  with  enuresis. 
Three  of  our  cases  had  had  circumcisions  per- 
formed without  any  improvement  in  the  bed-wetting. 
Undoubtedly,  one  occasionally  finds  a case  in  which 
there  appears  to  be  a direct  relationship  between 
the  two  conditions. 

Chronic  tonsillitis  and  adenoids  have  been  held  re- 
sponsible for  many  behavior  disorders,  the  theory 
being  that  adenoid  growth  interferes  with  proper 
respirations,  causing  an  increased  CO2  content  of  the 
blood,  which  in  turn  results  in  abnormal  depth  of 
sleep.  There  is  no  actual  evidence  to  support  this 
assumption.  Seventy-five  per  cent  of  the  present 
cases  had  the  tonsils  and  abenoids  removed  without 
any  change  in  the  enuretic  state. 

Many  conditions,  too  numerous  to  discuss,  have 
been  found  associated  with  such  a common  com- 
plaint as  enuresis,  and  considered  as  the  cause.  A 
few  of  these  are  hysterical  reactions,  epileptic  equiva- 
lents, thyroid  deficiency,  too  acid  urine,  etc. 

The  psychoanalytic  school  has  been  quick  to  ex- 
plain it  as  a wish-fulfilling  reaction,  and  has  devised 
many  theories.  The  most  popular  school  states  that 
it  is  a substitution  for  masturbation,  which  Klaesi® 
calls  anticatatasis.  One  may  find  rare  cases  in 
which  the  casual  relationship  to  a particular  theory 
may  be  strong. 

Frar}'®  studied  fifty-nine  clans  in  which  enuresis 
occurred  and  concluded  that  there  was  a hereditary 
tendency  which  followed  the  Mendelian  law  of 
inheritance.  Tw’enty-four  per  cent  of  the  present 
cases  showed  enuresis  in  the  immediate  family 
(father,  mother  or  siblings).  This  does  not  prove 
heredity  in  so  frequent  a condition.  Probably  as 
Kanner^  points  out,  it  provides  a reaction  pattern  or 
family  tradition. 

Statistical  data  reveals  that  enuresis  is  present 
in  both  sexes  with  about  the  same  frequency. 
Analysis  of  these  twenty-five  children  shows  that  68 
per  cent  were  boys  and  32  per  cent  girls.  The  age 
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distribution  ranged  from  five  years  and  six  months, 
to  twelve  years  and  nine  months,  at  the  time  of  first 
observation.  The  intelligence  quotient  varied  within 
the  usual  distribution  seen  in  other  patients  coming 
to  the  clinic,  namely,  from  seventy-three  to  one  hun- 
dred and  twelve.  Nocturnal  enuresis  is  the  com- 
monest form. 

Nocturnal  enuresis,  only,  68  per  cent. 

Nocturnal  and  diurnal  enuresis,  32  per  cent. 

Diurnal  enuresis,  only,  0 per  cent. 

All  the  children  had  had  enuresis  since  birth, 
with  a few  cases  showing  rare  periods  of  from  two 
to  five  days  with  dry  beds. 

As  stated  before,  enuresis  is  a conduct  disorder. 
In  every  case  it  was  only  one  of  several  symptoms 
indicating  personality  difficulties.  The  tabulated 
list  of  these  is  as  follows; 


Feeding  Problems 5 

Temper  Tantrums 3 

Nail  biting  7 

Hypochondriasis 2 

^lasturbation 2 

Fear  Reactions 5 

Encopresis 1 


This  table  of  associated  complaints  shows  how 
essential  it  is  to  treat  the  enuretic  child  and  not 
the  enuresis  per  se.  The  children  presented  dif- 
ferent types  of  personalities,  from  the  timid,  shy, 
bashful,  quiet  group,  to  the  restless,  fidgety,  hy- 
peractive type.  The  most  common  general,  obser- 
vation was  that  the  majority  had  a general  im- 
maturity or  failure  to  grow  up  and  accept  re- 
sponsibilities in  accordance  with  their  age.  A few 
illustrations  will  best  describe  these  factors. 

H.  P.  (Case  1),  a restless,  fidgety,  easily  ex- 
citable boy  of  eight  years,  six  months,  who  had 
soiled  and  wet  himself  both  day  and  night  since 
birth.  His  intelligence  was  normal  (IQ — 101).  The 
father  deserted  the  family  shortly  after  the  patient’s 
Ijirth.  The  mother  was  unintelligent  but  willing  to 
cooperate.  She  had  accepted  his  difficulties  on  the 
basis  of  “weak  kidneys”  and  chronic  diarrhea.  The 
child  was  malnourished  and  ill-kept.  He  had  no 
school  ])roblems  but  was  afraid  of  the  children  on 
the  school  ground,  as  they  teased  him  about  his  in- 
continence. He  felt  inferior,  confused  and  over- 
whelmed by  his  difficulties.  Treatment  resulted  in 
a very  prompt  cessation  of  his  enuresis  and  encopre- 
sis. After  a two-month  period  without  any  relapse. 


he  was  discharged.  After  a domestic  upheaval 
(grandmother  leaving)  the  child  relapsed  to  bed- 
wetting. His  mother  gave  him  “kidney  pills”  pre- 
scribed by  a neighbor  and,  when  routine  check-up 
was  made. three  months  later,  he  had  reverted  to  his 
former  wetting  and  soiling.  Treatment  was  resumed 
and  difficulties  again  ceased. 

T.  K.  (Case  4)  is  an  intelligent  boy  of  twelve 
years,  six  months,  with  a slight  speech  defect  (stam- 
mering). He  was  very  sensitive  over  his  enuresis 
which  was  of  the  nocturnal  type.  He  complained  of 
“hot  flushes”  and  numerous  hypochondriacal  symp- 
toms. The  child  was  born  two  years  before  his  par- 
ents marriage.  The  father  later  died  of  tuberculosis. 
The  mother  is  conscientious,  but  the  financial  strug- 
gle is  great.  Treatment  resulted  in  cessation  of  the 
enuresis,  speech  disturbance  cleared,  and  hypochon- 
driasis is  no  longer  evident.  After  discharge,  the 
mother  became  involved  in  domestic  problems  l^e- 
cause  of  immoral  relations  with  men  and  neglected 
the  children.  The  boy  was  conscious  of  this  prob- 
lem, and  relapsed  into  a mild  enuretic  state.  Further 
work  with  the  famil}'  resulted  in  final  cessation  of 
the  complaint. 

A.  C.  (Case  7),  an  intelligent  girl  of  nine  years, 
three  months,  with  an  IQ  of  110.  The  father  is  in  a 
sanatorium  with  active  tuberculosis.  The  family  is 
broken  up.  The  child  was  reared  until  the  age  of 
six  years  Ijy  a doting  grandmother  who  spoiled  her 
badly.  This  intelligent  child  had  been  made  to 
wear  diapers  in  hope  of  curing  the  enuresis.  Ther- 
apy consisted  of  adjusting  the  environment  and  a 
summer  vacation  at  a camp,  which  resulted  in  cessa- 
tion of  enuresis. 

A.  H.  (Case  12)  is  a dull  boy  of  seven  years,  one 
month.  IQ  of  73.  The  father  is  in  jail  for  non- 
support and  habitual  drunkenness.  The  family 
standards  extremely  low.  The  mother  is  very  un- 
intelligent and  noncooperative.  So  far,  we  have  been 
unable  to  secure  sufficient  cooperation  and  interest 
in  either  patient  or  parent.  The  result  is  that  the 
enuresis  continues  along  with  other  difficulties. 

R.  H.  (Case  14),  a twelve-year-old  boy  with  nor- 
mal intelligence  (IQ-98).  Physically  he  was  in 
poor  condition;  he  has  chronically  diseased  tonsils 
and  adenoids,  phimosis,  dental  caries,  and  malnu- 
trition. The  family  situation  was  horrible.  The 
foster  father  was  antagonistic  toward  the  child,  using 
severe  whippings  and  starvation  as  punishment  for 
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the  most  trivial  offence.  The  boy  was  completely 
cowed  by  this  environment  and  becoming  delinquent 
as  a method  of  escape.  The  case  was  taken  into  the 
Juvenile  Court  and  patient  placed  in  a boarding 
home  under  the  supervision  of  the  Children’s  Bu- 
reau. There  were  many  difficult  months  before  this 
child  began  to  readjust.  During  this  period  the 
enuresis  persisted  as  did  many  of  his  other  per- 
sonality difficulties.  Finally,  the  boy  began  to  re- 
spond to  the  new  environment  with  an  improvement 
in  the  enuretic  state. 

J.  C.  (Case  18),  an  eight-year,  nine  months  old 
boy  with  retarded  mental  development.  IQ,  76.  The 
patient  is  a shy,  timid,  quiet  boy — as  mother  states, 
“just  like  a girl.’’  He  prefers  to  play  alone  or  with 
his  young  sisters.  He  is  afraid  of  the  boys  in  the 
school  yard,  and  does  not  know  how  to  get  along 
with  pla\Tnates.  At  nine  years  he  is  in  the  2L  grade 
(frequently  repeated  grades),  and  worried  because 
younger  sister  has  caught  up  with  him  in  school.  The 
general  personality  make-up  is  very  immature  and 
lacking  in  a sense  of  responsibility.  Repeated  at- 
tempts at  adjustment  have  failed,  so  far,  to  help  this 
child.  The  enuresis  is  the  same  as  when  first  seen. 

One  can  see  that  the  complaint  of  enuresis  is  a 
part  of  a general  infantile  reaction  and  evidence  of 
failure  to  accept  responsibility.  A child  stops  when 
he  wants  to,  and  when  a sufficient  motive  has  been 
furnished.  Hence,  treatment  is  individual,  remem- 
bering, as  Kanner  says,  “that  a living  person  hap- 
pens to  be  attached  to  a urinating  bladder.”  We 
must,  therefore,  treat  not  the  enuresis,  but  the  enuretic 
child  with  all  his  difficulties.  (We  use  the  improve- 
ment of  the  specific  complaint  as  an  index  of  the 
success  of  our  therapy.) 

Therapy  consists  of  several  phases : ( 1 ) Convinc- 
ing the  child  and  the  parents  that  he  is  able  to  over- 
come his  difficulty,  and  securing  their  cooperation. 
It  is  not  easy  sometimes  to  remove  the  stigma  of  the 
punishments  and  the  alibis  of  “weak  bladder”,  or 
to  furnish  motives  for  the  child  which  are  sufficient 
for  him  to  want  to  grow  up  when  he  prefers  to  re- 
main infantile.  (2)  One  explains  in  terms  the  child 
can  understand,  simple  methods  of  assistance,  such 
as  limited  fluids,  star  charts,  etc.  (3)  The  adjust- 
ment of  the  environment  to  remove,  as  well  as  pos- 
sible, stress  and  strain  which  appears  to  be  the  basis 
of  the  trouble.  These  are  often  obvious,  such  as  in- 
struction regarding  discipline,  feeding  care,  etc. 


Much  can  be  done  by  praise  on  the  part  of  the 
teachers  as  well  as  parents.  Arrangement  of  the 
school  program  to  fit  the  child’s  ability  is  important. 
The  use  of  supervised  play,  and  in  older  children, 
various  clubs  and  organizations  help  to  supplement 
environmental  handicaps. 

The  results  in  these  twenty-five  patients  treated  as 
outlined  are  as  follows: 

Entirely  stopped 13 

Improved,  but  still  under  treatment 8 

Unimproved,  but  still  under  treatment-  2 

Unimproved  (refused  to  cooperate  suf- 
ficiently to  treat)  2 

25 

The  results  depend  upon  one’s  ability  to  secure 
cooperation.  In  this  series  84  per  cent  were  either 
cured  or  improved.  Like  most  figures  of  this  kind, 
they  have  little  value.  knowledge  of  the  in- 
numerable factors  in  each  case  is  essential  for  the 
understanding  of  the  reasons  why  improvement  oc- 
curred or  did  not  occur,  as  pointed  out  by  Beverly'. 

Treating  the  patients  as  a psychobiological  unit, 
and  the  enuresis  as  a s}Tnptom  is  the  essential  aim. 
The  main  approach  is  to  determine  the  other  symp- 
toms and  find  the  underlying  cause.  Just  as  vomit- 
ing ceases  when  the  underlying  cause  is  eradicated, 
so  enuresis  disappears  when  the  cause  can  be  re- 
moved. 
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Discussion 

Dr.  WiLLi.it.M  P.  McDowell,  Norfolk:  The  subject  of 
enuresis  may  *seem  a very  simple  one  to  be  presented 
before  such  a distinguished  group.  The  papers  which 
jmu  have  heard  this  morning  have  all  dealt  with  rare 
or  unusual  conditions,  but  Dr.  Bickford  has  brought  to 
your  attention  a condition  which  is  of  very  real  prac- 
tical importance.  To  those  of  us  who  deal  with  young 
children,  enuresis  is  a condition  which  may  assume  an 
importance  of  great  magnitude  and  is  calculated  to  give 
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rise  to  a great  deal  of  annojance  to  the  smooth  routine 
of  a household.  Not  onK'  does  it  annoy  the  parents  but 
it  shames  the  child  and  not  infrequently  gives  rise  to 
real  psychologic  disturbances  in  the  patient. 

Very  few  cases  of  enuresis  have  an  anatomic  or  uro- 
logic  etiology.  The  large  majority  are  due  to  infan- 
tile habits  which  have  been  brought  over  into  childhood, 
or  the  habit  may  be  a rebellious  expression  to  some 
environmental  condition  to  which  the  patient  objects. 
Many  are  the  therapeutic  measures  which  have  been  sug- 
gested and  tried  in  an  effort  to  control  the  conditions 
but  with  very  unsatisfactory  results. 

During  the  past  year  I have  followed,  with  much  in- 
terest, the  group  of  enuretic  children  which  Dr.  Bick- 
ford has  had  under  his  care  at  the  King's  Daughters 
Clinic  and  I have  been  very  much  impressed  with  the 
results  which  he  has  obtained.  He  has  pointed  out  to 
you  the  necessity  of  a careful  history  taking  in  an  effort 
to  obtain  all  of  the  factors  which  may  have  a bearing 
on  the  case,  then  the  necessity  of  obtaining  the  confidence 
of  the  patient  and  cooperation  of  the  parent  or  guardian. 
This  requires  patience  and  tact. 

Quite  a large  number  of  these  cases  of  enuresis  can 
be  cured  just  so  soon  as  the  patient  is  convinced  that  he 
is  the  victim  of  a bad  habit  and  that  it  is  within  his  own 
will  power  to  overcome  the  habit.  This  fact  has  been 
demonstrated  to  me  during  the  past  summer.  Two  boys 
came  under  my  care,  ages  nine  and  eleven,  they  were 
both  fine  chaps  but  they  had  been  troubled  with  “bed 
wetting”  for  several  years.  They  both  wished  to  enroll 
as  members  of  a boys’  camp  but  the  rules  of  the  camp 
forbid  any  boy  to  remain  who  was  a habitual  bed  wetter. 
The  matter  was  explained  to  them  and  they  were  al- 


lowed to  go  on  probation.  They  spent  the  entire  month 
in  the  camp  without  wetting  their  cots  a single  night, 
and  since  their  return  home  their  enuretic  act  has  not 
been  re-established. 

I wish  to  congratulate  Dr.  Bickford  on  the  results 
which  he  Jias  obtained  and  to  thank  him  for  bringing 
this  practical  subject  for  our  consideration. 

Question:  Were  these  two  boys  brothers? 

Dr.  McDowell:  No. 

Dr.  W.  B.  McIlwaine,  Petersburg:  I enjoyed  the 
paper  very  much.  We  realize,  of  course,  that  the 
modern  approach  to  the  problem  of  enuresis  is  from  a 
psycho-analytic  standpoint.  This  condition,  I feel,  does 
not  have  to  arise  if  doctors  are  careful  of  two  simple 
suggestions,  one  is  the  prolonged  use  of  diapers.  You 
may  have  seen,  I certainly  have,  too  many  mothers  who 
use  the  diaper  for  too  long  a time.  They  let  the  children 
go  all  day  and  they  don’t  wet  at  all,  but  put  on  the 
diaper  at  night  and  they  wet  continuously.  Very  often 
simply  discontinuing  the  use  of  the  diaper  will  stop 
enuresis.  Another  cause  is  the  prolonged  use  of  the  bot- 
tle. Many  others  will  feed  the  child  from  the  table 
during  the  day  and  give  it  the  bottle  at  night.  If  this 
bottle  is  discontinued,  very  often  the  bed-wetting  habit 
will  stop.  The  treatment  outlined  by  Dr.  Bickford  as 
to  history  and  management  was  very  interesting  to  me 
and  I wish  to  thank  him  for  his  paper. 

Dr.  Bickford,  closing  the  discussion:  I do  not  be- 
lieve I have  anything  else  to  add,  except  that  certainly 
the  suggestion  on  prophylaxis  is  a very  timely  one.  It 
will  save  a great  deal  of  trouble  later  if  we  can  pre- 
vent enuresis  before  it  starts. 


PERFORATING  WOUNDS  OF  THE  CHEST.* 


J.  CoLEM.AN  Motley,  M.  D.,  F.  A.  C.  S., 

Abingdon,  Va. 


.•\s  a basis  for  any  discussion  of  chest  injuries, 
a brief  review  of  thoracic  anatomy  and  physiolog}’ 
seems  essential.  The  thorax  is  a cage  of  bone  and 
cartilage  with  an  arched  muscular  floor.  .\11  of 
its  walls  are  freely  movable  except  the  backbone. 
The  bony  walls  of  the  chest  afford  very  inadequate 
protection  to  the  enclosed  viscera.  Numerous  fac- 
tors make  thoracic  wounds  differ  from  injuries  else- 
where. The  thorax  contains  the  heart  and  many 
large,  thin  walled  vessels.  Hemorrhage  may  be 
largely  concealed.  Injur}’  to  great  vessels  so  near 
the  heart  may  cause  sudden  and  rapid  fall  in  blood 
pressure  with  ovenvhelming  shock.  The  lungs  com- 

*Read before  the  Southwestern  Virginia  Medical  So- 
city  at  Galax,  Va.,  April  2-3.  1936. 


pletely  fill  the  pleural  cavities  e.xcept  for  a small 
amount  of  fluid  which  moistens  the  pleural  sur- 
faces. Normally  the  pleural  space  is  only  a poten- 
tial cavity.  Within  the  pleural  space  there  is  nega- 
tive pressure.  Inspiration  is  produced  by  this  nega- 
tive pressure.  Expiration  results  from  elevation  of 
the  diaphragm  and  contraction  of  the  chest  walls, 
thus  compressing  the  lungs  and  forcing  the  air  out. 
\\'hen  the  lungs  have  once  been  inflated  it  is  prac- 
tically impossible  to  get  all  of  the  air  out.  That 
which  remains  in  the  lungs  after  forced  expiration 
is  residual  air.  The  air  which  is  taken  in  during 
normal  respiration  is  called  tidal  air.  The  ad- 
ditional air  which  may  be  taken  in  by  a forced  in- 
spiration after  an  ordinary  inspiration  is  called 
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complemental  air.  Air  expired  by  a forced  expira- 
tion after  an  ordinary  expiration  is  called  supple- 
mental air.  The  sum  of  these  last  three  is  known 
as  the  vital  capacity. 

Briefly,  the  vital  capacity  is  the  greatest  amount 
of  air  which  can  be  exhaled  after  the  deepest  pos- 
sible inhalation.  A correct  understanding  of  the 
negative  pressure  in  the  chest  and  the  vital  capacity 
factor  of  the  patient  are  of  the  utmost  importance 
in  thoracic  surgery.  Vital  capacity  varies  greatly 
in  different  individuals  and  is  influenced  by  many 
conditions.  The  ability  of  an  individual  to  with- 
stand the  effects  of  an  open  pneumothorax  varies 
fairly  accurately  with  his  vital  capacity.  If  one’s 
vital  capacity  is  only  equal  to  the  tidal  air,  any 
opening  in  the  chest  wall  will  be  fatal. 

The  heart  is  situated  in  the  inferior  mediastinum. 
It  is  enclosed  in  the  pericardium.  The  lung  over- 
lies  all  but  a small  portion  of  the  pericardium. 
It  is  the  area  not  covered  by  the  lung  which  is 
of  special  surgical  importance.  The  pericardium 
is  a fibro-serous  sac,  normally  containing  about 
25  cc.  of  clear  fluid  which  acts  as  a lubricant.  It 
is  fairly  inelastic  except  when  subjected  to  pres- 
sure over  a long  period  of  time.  This  is  a very 
important  factor  to  remember  when  treating  wounds 
of  the  heart.  Sudden  increase  in  intra-pericardial 
pressure  decreases  arterial  tension  and  increases 
venous  pressure.  If  the  intra-pericardial  pressure 
continues  to  increase,  it  shuts  off  entirely  the  flow 
of  blood  to  the  heart  and  death  quickly  occurs.  Large 
wounds  of  the  pericardium  permit  the  escape  of 
blood  into  the  chest  cavity  and  thus  relieves  the 
intra-pericardial  pressure.  In  small  bullet  wounds 
and  stab  wounds,  the  opening  in  the  pericardium  is 
usually  plugged  by  a blood  clot  or  by  adherent 
overlying  tissue. 

Experimentally,  the  injection  of  150  cc.  of  fluid 
into  the  pericardium  of  a dog  has  proved  fatal. 
In  a case  of  stab  wound  of  the  human  heart,  an 
accumulation  of  250  cc.  of  blood  in  the  pericardium 
caused  death.  A full  appreciation  of  the  effect 
of  this  “heart  tamponade”  is  essential  in  the  treat- 
ment of  cardiac  wounds.  Prompt  suture  of  wounds 
of  the  heart  is  now  the  approved  therapy.  Perhaps 
in  no  other  emergency  is  immediate  operation  so 
imperative.  One  should  bear  in  mind  that  so  long 
as  there  is  any  cardiac  function  at  all  there  is  a 
chance  to  save  the  patient’s  life,  for,  as  soon  as  the 


heart  tamponade  is  released,  the  heart  almost  im- 
mediately bounds  into  normal  action. 

For  the  purposes  of  this  discussion,  perforating 
wounds  of  the  chest  may  be  divided  into  sucking 
wounds  and  those  that  are  nonsucking.  In  the  case 
of  stab  wounds  and  small  bullet  wounds,  the  tissues 
contract  and  fold  into  the  wound  and  a blood  clot 
plugs  the  opening  in  the  chest  wall.  The  gravity 
of  the  emergency  depends  on  the  damage  that  is 
done  to  the  thoracic  viscera,  the  amount  of  infective 
material  such  as  pieces  of  clothing,  etc.,  carried 
in  by  the  missile,  and  the  extent  of  the  hemorrhage 
produced  by  the  injury.  Open  pneumothorax  is 
not  a problem.  Large  sucking  wounds  such  as 
those  produced  by  shell  fragments,  pieces  of  metal 
in  boiler  explosions  and  close  range  shot-gun  charges, 
are  characterized  by  open  pneumothorax,  partial 
or  complete  pulmonary  collapse,  and  mediastinal 
flutter.  Such  injuries  are  exceedingly  grave. 

In  either  type  of  wound  we  may  have  to  deal 
with  trauma  of  the  lung,  the  heart,  the  large  blood 
vessels,  the  azygos  vein  or  the  thoracic  duct.  There 
may  be  an  associated  wound  of  the  diaphragm 
with  abdominal  contents  herniated  into  the  chest. 

Hemorrhage  varies  wdthin  wide  limits.  There 
may  be  hemoptysis,  hemothorax,  hemopericardium, 
hemorrhage  into  the  lung  tissue  and  open  bleeding 
from  the  wound  in  the  chest  wall.  The  amount 
of  blood  coughed  up  bears  no  relation  to  the  total 
blood  loss.  The  amount  of  bleeding  from  the 
chest  wall  is  rarely  serioud.^^  Large  hemorrhage 
may  occur  through  a sucking  wound  but  it  usually 
results  from  bleeding  inside  the  chest.  The  lung 
may  be  herniated  through  the  wound  in  the  chest 
wall.  This  may  be  a fortunate  complication,  as  it 
prevents  the  distressing  symptoms  of  open  pneumo- 
thorax. In  such  a case  the  herniated  lung  should  be 
left  undisturbed  until  the  patient  can  be  put  on  an 
operating  table  where  there  are  adequate  resources 
for  the  treatment  of  so  grave  an  injury.  Massive 
collapse  of  the  lung  may  occur.  This  may  be  on 
the  injured  side  or  contra-lateral.  The  entire  lung 
may  be  collapsed  or  only  one  lobe.  The  symp- 
toms of  massive  collapse  of  the  lung  are  fairly 
characteristic.  They  are:  Cyanosis,  dyspnea,  eleva- 
tion of  pulse  and  temperature,  rapid  respiration  and 
cough.  Blood  streaked  or  mucopurulent  material 
is  coughed  up.  Of  course,  the  diagnosis  can  be 
easily  confirmed  by  X-ray. 
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In  civil  practice,  by  far  the  most  frequent,  for- 
eign bodies  found  in  the  chest  are  pistol  and  rifle 
bullets.  Removal  by  the  aid  of  X-ray  localization 
is  confusing  and  somewhat  difficult  because  the 
lung  collapses  when  the  chest  is  opened,  and,  nat- 
urally, the  missile  will  be  in  a different  place  than 
that  revealed  by  the  X-ray. 

Among  the  complications  of  penetrating  wounds 
of  the  chest  may  be  listed:  Infection  of  the  chest 
wall;  empyema;  lung  absess,  rarely,  and  secondary 
hemorrhage  from  sloughing.  Pleural  effusion  is 
very  common.  Thraumatic  pneumonia  does  occur, 
but  it  is  my  impression  that  this  condition  is  some- 
what rare.  Hemorrhagic  infiltration  of  the  lung, 
hemothorax,  atelectasis,  etc.,  produce  symptoms  re- 
sembling those  of  pneumonic  consolidation  and  often 
lead  to  a mistaken  diagnosis. 

Treatment 

There  are  rare  occasions  when  a perforating 
wound  of  the  thorax  presents  indications  for  imme- 
diate surger}-  just  as  urgent  as  does  an  abdominal 
perforation.  In  the  great  majority  of  cases,  however, 
masterly  inactivity  and  watchful  waiting  will  be  the 
best  plan.  Wherever  there  is  an  open  pneumothorax 
it  is  urgent  that  the  hole  in  the  chest  wall  be  im- 
mediately plugged  with  the  most  efficient  means 
available.  In  lacerated  wounds  of  the  chest  wall, 
all  torn,  crushed  and  devitalized  tissue  should  be 
trimmed  away — debridement.  The  patient  should 
be  given  sufficient  morphine  to  relieve  his  pain  and 
his  anxiety.  The  lung  should  be  splinted  and  the 
injured  side  of  the  chest  should  be  immobilized,  as 
far  as  possible,  by  thorough  strapping  with  adhe- 
sive plaster. 

\\’ounds  of  scattered  shot  from  a shotgun  should 
be  treated  expectantly.  Where  the  whole  mass  of 
shot  tears  into  the  chest  at  close  range,  the  wound 
is  usually  fatal.  If  a patient  lives  long  enough  for 
a doctor  to  see  him,  he  is  so  bad!}-  shocked  that 
there  is  but  little  that  you  can  do  for  him  except 
stop  up  the  hole  with  gauze  packing  and  adhesive 
strapping  and  treat  his  shock.  Glancing,  close 
range  shot-gun  wounds  require  sterilization,  debride-v 
ment  and  closure  of  the  opening  in  the  chest  wall. 
Do  not  drain  perforating  wound  of  the  thorax. 
Perforating  wounds  involving  the  chest  and  left 
abdomen  usually  require  operation.  Combined  per- 
forating wounds  of  the  right  upper  abdomen  and 
thorax  can  sometimes  be  successfully  treated  ex- 


pectantly. At  times  there  has  been  controversy  in 
regard  to  the  necessity  of  removing  small  foreign 
bodies,  such  as  bullets,  from  the  chest.  It  has 
been  my  exp>erience  that  a bullet  rarely  does  any 
harm  after  it  stops  moving.  If  the  chest  has  to 
be  opened  for  some  reason  other  than  the  presence 
of  the  foreign  body,  it  is  usually  best  to  remove 
the  bullet  if  it  is  fairly  accessible.  Generally  speak- 
ing, I would  not  do  an  immediate  thoracotomy  for 
the  purpose  of  extracting  a bullet.  If  the  presence 
of  the  bullet  causes  complications  later  on,  such 
complications  can  be  met  when  they  occur. 

The  question  of  anesthesia  in  chest  surgery  has 
also  been  the  subject  of  a good  deal  of  discussion. 
The  exp>ensive  and  elaborate  differential  pressure 
cabinets  formerly  used  are  unnecessary.  If  one 
wishes  to  do  so,  the  lung  can  be  inflated  with  a 
small  foot  bellows  and  a piece  of  rubber  tubing 
while  giving  drop  ether  anesthesia.  The  same  thing 
can  be  done  with  the  ordinary  gas-oxygen  appar- 
atus. Personally,  I have  found  it  quite  practical 
to  do  chest  surgery  with  paravertebral  and  field 
block  anesthesia  of  novocaine.  General  anesthesia 
has  not  been  necessary  in  the  majority  of  cases. 

I have  tried  to  make  this  paper  practical.  With 
that  thought  in  mind,  I shall  very  briefly  re\dew 
a few  illustrative  cases,  indicating  the  treatment 
in  each  case. 

Case  1.  About  twenty-eight  years  ago,  while  work- 
ing in  a hospital  at  Welch,  Va.,  a Negro  boy 
was  brought  to  the  hospital  with  a stab  wound  in 
the  left  chest.  The  history  indicated  that  he  had 
been  stabbed  with  a pocket  knife  by  another  Negro, 
and  the  knife  blade  broken  off  and  a part  of  it  left 
in  his  chest.  Fluoroscopic  examination  revealed  a 
fragment  of  the  knife  blade  about  2 cm.  in  length 
sticking  in  the  left  wall  of  the  heart  near  the  apex. 
Prompted  by  the  pioneering  spirit  of  youth.  I took 
the  boy  immediately  to  the  operating  room,  opened 
his  left  chest  and  exposed  the  area  of  the  heart 
containing  the  knife  blade.  There  was  very  little 
bleeding.  When,  however,  the  knife  blade  was 
grasped  and  pulled  out,  there  was  an  immediate 
gush  of  blood  from  the  wound.  By  plugging  the 
hole  with  the  finger  and  squeezing  the  flapping, 
wriggling  cardiac  apex  between  the  thumb  and  re- 
maining fingers,  I was  able  to  control  the  hemor- 
rhage until  I could  close  the  wound  with  a figure 
of  8 suture  of  catgut.  The  boy  made  a fairly  smooth 
convalescence  and  was  discharged  from  the  hospital 
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in  about  twelve  days.  The  fact  that  this  boy’s 
life  was  saved  was  not  due  to  the  skill  of  the  very 
young  and  inexperienced  surgeon  but,  rather,  as 
Sergeant  Spriggs  would  say,  to  the  very  “windictive- 
ness”  of  his  assailant.  His  antagonist  had  such  a 
determined  purpose  to  “cut  his  heart  out”  that  in 
the  fury  of  his  assault  he  broke  off  the  knife  blade 
which  plugged  the  wound  in  the  heart,  and  prevented 
fatal  hemorrhage  until  the  blade  could  be  removed 
and  the  wound  sutured. 

Case  2.  H.  G.,  a man  of  twenty-two,  admitted 
to  Johnston  Memorial  Hospital,  Abingdon,  Va., 
March  3,  1929.  He  was  shot  through  the  right  chest 
with  a .38  caliber  revolver  two  hours  before  ad- 
mittance. The  patient  was  pale,  not  cyanotic. 
Radial  pulse  fairly  good.  There  was  a wound  of 
entrance  one  inch  to  the  left  of  the  twelfth  dorsal 
vertebra;  a wound  of  exit  just  beneath  the  outer 
end  of  the  right  clavicle.  Profuse  bleeding  from 
wound  of  exit.  Marked  crepitation  beneath  the 
skin  around  the  anterior  auxiliary  fold.  Wounds 
were  sterilized  and  dressed;  gauze  packed  into  the 
wound  of  exit  and  a sterile  gauze  compress  tightly 
strapped  over  it  to  control  hemorrhage  and  prevent 
open  pneumothorax.  The  right  chest  was  strapped 
with  adhesive.  Fifteen  hundred  units  of  antitetanic 
serum  given.  Morphine,  gr.  1/6,  given  every  four 
hours  S.O.S.  to  make  him  comfortable,  and  shoul- 
ders propped  up  on  low  back  rest.  He  made  a fairly 
uneventful  convalesence.  March  13th  he  left  the 
hospital  by  way  of  the  bathroom  window,  dodging 
the  sheriff. 

Case  3.  G.  N.  C.,  a seventeen-year-old  boy,  was 
admitted  to  the  Johnston  Memorial  Hospital,  Octo- 
ber 17,  1924.  He  had  had  some  emotional  encounter 
with  his  father  and  shot  himself  through  the  left 
chest  with  a .22  caliber  rifle.  When  seen  by  Dr. 
Baughman,  his  family  physician,  he  was  in  a con- 
dition of  profound  shock.  His  skin  was  cold  and 
clammy  and  he  was  almost  pulseless.  When  he 
reached  the  hospital,  his  condition  of  shock  had 
somewhat  improved;  but  he  was  pale  and  cyanotic, 
his  pulse  was  120  to  the  minute  and  the  volume 
very  poor.  The  wound  of  entrance  was  near  the 
left  nipple  just  over  the  fifth  rib.  The  bullet  could 
be  felt  in  the  soft  tissues  beneath  the  angle  of  the 
left  scapula.  The  whole  left  chest  was  dull.  X-ray 
examination  revealed  a diffuse  shadow  involving 
the  whole  left  chest.  This  was  regarded  as  an 
extravasation  of  blood  into  the  pleural  cavity. 


The  wound  was  sterilized  and  the  left  chest  tightly 
strapped  with  adhesive.  He  was  given  morphine 
and  proctoclysis  of  normal  salt  solution  and  propped 
up.  October  31st,  the  bullet  was  removed  from  the 
back  and  500  c.c.  of  old  blood  was  aspirated  from 
the  pleural  cavity.  November  5th,  he  was  dis- 
charged, convalescent.  In  answer  to  a follow-up 
letter  one  year  later,  he  wrote:  “I  am  well.” 

Case  4.  K.  S.,  a young  man  aged  twenty  years; 
was  admitted  to  the  Johnston  Memorial  Hospital, 
April  3,  1931.  (This  case  is  reported  a little 
more  in  detail  because  it  illustrates  some  of  the 
complications  encountered  in  treating  chest  wounds.) 
This  man  had  been  shot  through  the  right  chest 
with  a .32  caliber  revolver  about  three  hours  before 
admittance  to  the  hospital.  He  was  in  extreme 
shock.  Radial  pulse  almost  imperceptible.  Ex- 
tremities cold.  Bullet  wound  of  entrance  dorsal 
surface  right  chest,  three  inches  lateral  to  spine  and 
opposite  the  eleventh  dorsal  vertebra.  The  bullet 
could  be  felt  beneath  the  skin  in  the  right  mid- 
clavicular  line  on  a level  with  the  nipple.  The 
whole  right  chest  was  dull.  No  breath  sounds 
could  be  heard  except  at  the  apex. 

External  heat,  morphine  and  the  usual  measures 
for  combating  shock  were  applied.  Wound  in  the 
back  was  sterilized  and  dressed.  Right  chest  was 
strapped  with  adhesive.  Later,  X-ray  examination 
show'ed  the  entire  right  lung  field  obscured  by  a 
uniform  and  completely  opaque  density.  The  heart 
shadow  was  displaced  to  the  left  and  greatly  en- 
larged. The  enlargement  was  of  a “water  bottle” 
type,  suggesting  fluid  in  the  pericardium.  There 
was  some  temporary  improvement  in  his  condition. 
April  5th,  his  temperature  was  103;  pulse  almost 
imperceptible,  and  general  condition  very  rocky. 
April  6th,  his  temperature  was  105  degrees. 

Another  X-ray  examination  showed  evidence  of 
a massive  collapse  of  the  right  lung  and  a large 
hemothorax  in  the  right  pleura.  The  heart  was 
still  markedly  displaced  to  the  left.  Because  of 
the  cardiac  embarrassment,  his  fluid  intake  was 
limited  and  the  pressure  of  the  hemorthorax  was 
gradually  released  by  repeated  aspirations  over  a 
period  of  several  days,  about  250  c.c.  of  old  blood 
being  withdrawn  at  each  sitting.  April  10th,  he 
was  expectorating  large  amounts  of  purulent  mate- 
rial. The  foot  of  his  bed  was  elevated  to  procure 
postural  drainage.  April  18th,  the  bullet  was  re- 
moved from  his  chest  wall.  He  made  satisfactory 
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progress  from  this  time  and  was  discharged  from 
the  hospital  May  4th,  convalescent. 

Case  5.  A white  male,  age  thirty,  was  admitted 
to  the  Johnston  Memorial  Hospital  with  an  axe 
wound  of  the  left  chest  of  about  three  hours’  dura- 
tion. Condition  fairly  good.  There  was  a pene- 
trating axe  wound,  dividing  the  seventh,  eighth, 
ninth  and  tenth  ribs  and  costal  cartilages,  left,  ex- 
tending from  the  mid-axillar}-  line  do^^•nward  and 
forward  to  the  subcostal  area  about  one  inch  to  the 
left  of  the  xyphoid  cartilage.  The  wound  was 
sterilized  with  green  soap,  ether  and  dichloramine- 
T ; a field  block  of  novocaine  was  made,  and  a 
thorough  debridement  was  done.  The  wound  was 
retracted  by  a rib  spreader  and  the  pleura  illumi- 
nated by  a Cameron  light.  The  lung  was  collapsed, 
lying  high  up  in  the  pleura  and  apparently  unin- 
jured. The  outer  angle  of  the  pericardium  was 
divided  and  the  apex  of  the  heart  could  be  plainly 
seen.  The  wound  extended  down  to  the  insertion 
of  the  diaphragm,  but  the  abdominal  cavity  was  not 
opened. 

The  pericardium  was  repaired  and  the  blood  re- 
moved from  the  pleura  with  a suction  machine.  The 
costal  cartilages  were  sutured  together  with  chromic 
catgut,  and  the  chest  wall  closed  in  layers.  Just  as 
the  last  skin  suture  was  placed,  the  patient  had  an 
attack  of  projectile  vomiting,  and  the  gastric  con- 
tents spurted  all  over  the  wound.  The  operative 
field  was  again  scrubbed  up  as  before,  and  a sterile 
dressing  applied.  The  left  chest  was  strapped  with 
adhesive.  There  was  clean  primar}-  healing  of  the 
wound  and  the  patient  made  a smooth  convalescence. 
Replying  to  a follow-up  letter  a year  later,  he  wrote : 
‘T  am  well- except  that  I have  ulcers  of  the  stom-- 
ach.” 

Case  6.  A white  man,  age  twenty-seven,  was  ad- 
mitted to  the  Johnston  Memorial  Hospital,  August 
17,  1935,  on  the  ser\-ice  of  Dr.  H.  ;M.  HaHer.  He 
was  suftering  from  a pistol  shot  wound  of  the  right 
abdomen  and  chest  of  about  four  hours’  duration. 
He  was  badly  shocked.  His  blood  pressure  was  too 
low  to  register  and  the  radial  pulse  could  not  be 
accurately  counted.  The  wound  of  entrance  was 
just  below  the  twelfth  rib  on  the  right  side.  The 
bullet  was  located  by  X-ray  in  the  anterior  part  of 
the  right  chest  just  back  of  the  tip  of  the  seventh 
rib.  The  twelfth  rib  was  shattered  and  small  frag- 
ments of  bone  scattered  through  the  right  upper 
abdomen.  From  the  course  of  the  bullet  it  was  evi- 


dent that  it  had  passed  through  the  liver.  The  pa- 
tient was  given  morphine,  500  c.c.  of  10  per  cent 
glucose  intravenously  and  1500  c.c.  of  saline  solu- 
tion by  hypodermoclysis.  He  rallied  from  the  shock 
and  slowly  improved.  Fluid  developed  in  the  right 
pleura.  X-ray  examination  August  29th  showed 
the  entire  right  chest  obscured  by  hea\y  opaque 
density.  August  30th,  1400  c.c.  of  deeply  bile- 
stained  fluid  was  aspirated  from  the  right  pleura. 
September  3rd,  1425  c.c.  of  the  same  character  of 
fluid  was  removed,  and  on  September  6th,  650  c.c. 
His  right  pleura  was  again  aspirated  on  September 
13th  and  500  c.c.  of  bile-stained  fluid  removed.  He 
was  discharged  September  16th,  convalescent. 

Case  7.  A white  man,  age  twenty-two,  admitted 
to  the  hospital  September  20,  1935.  Accidental 
shot-gun  wound  of  right  chest,  incurred  while  squir- 
rel hunting.  The  entire  load  of  Xo.  5 shot  entered 
the  chest  wall  in  lower  part  of  right  axillan.'  space 
at  almost  contact  range.  The  wound  of  entrance 
was  not  much  larger  than  a 50-cent  piece.  He  was 
coughing  up  blood  and  was  moderately  shocked. 
General  condition  fairly  good.  He  was  operated 
on  under  regional  and  field  block  anesthesia  of  no- 
vocaine. The  charge  of  shot  had  ranged  upward 
and  backward,  blasting  away  the  chest  wall  sub- 
cutaneously. Parts  of  the  third,  fourth  and  fifth 
ribs  were  shot  away,  and  the  pleura  was  widely 
opened.  The  entire  tract  of  the  wound  was  laid 
open  and  a mass  of  gun  wadding  was  removed 
from  beneath  the  right  scapula.  A thorough  de- 
bridement was  made  of  all  mangled  and  deHtalized 
tissue;  the  pleura  was  sutured  with  chromic  cat- 
gut; and  the  chest  wall  closed  in  layers  without 
drainage.  The  right  chest  was  strapped  with  ad- 
hesive. Fifteen  hundred  units  of  A.  T.  S.  was  given. 
X-ray  examination  September  24th  showed  the  whole 
right  upper  chest  full  of  scattered  shot,  the  right 
lung  collapsed,  the  third,  fourth  and  fifth  ribs  shot 
in  two,  and  the  pleura  filled  with  air.  It  was 
deemed  best  to  leave  the  pneumothorax  undisturbed, 
as  it  acted  as  a good  splint  for  the  lacerated  lung. 
The  man  made  a fairly  smooth  recover}-  and  was 
discharged  from  the  hospital  on  October  7th. 
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ON  THE  TREATMENT  OF  INGUINAL  HERNIA. 


By  Dr  Eduard  Bassini, 

Professor  of  Clinical  Surgery  at  the  Royal  University  of  Padua. 
(Archiv.  fuer  Klimschc  Chirurgie,  40:429-1890). 
Translated  by  Ch.^rles  R.  Robins,  M.  D.,  Richmond,  Va.* 


.\fter  all  that  has  been  written  with  such  feverish 
industr}-  during  recent  years  and  up  until  todaj  on 
the  radical  treatment  of  inguinal  hernia,  it  car  well 
appear  venturesome  to  wish  to  publish  an}thing  ad- 
ditional on  this  subject.  I decided  on  this  only  lie- 
cause  by  demonstrated  facts  and  by  indu.strious 
clinical  investigations,  I am  able  to  throw  light  on 
this  difficult  and  delicate  subject.  The  principle 
which  guided  me  is  an  entirely  rational  one  and 
responds  to  the  demands  of  the  anatomy  of  the  in- 
guinal region  and  of  inguinal  hernia  and  to  its 
radical  treatment. 

The  latest  works  on  hernia  and  its  treatment, 
namely,  that  of  Wood,  Von  Segond,  von  Lucas- 
Championiere,  and  the  monographs  of  different 
authors  on  this  subject  relieve  me  of  the  duty  of 
treating  of  the  historj-  of  the  operation  and,  further^ 
of  the  anatomy  of  the  inguinal  region  and  of  the 
hernia  itself,  since  already  this  has  been  extensive- 
ly written  upon,  and  I can  add  nothing  new  to  the 
known  facts. 

The  Czerny  operation  is  applied  to  all  inguinal 
hernias  as  well  with  the  reducible  as  with  irre- 
ducible and  strangulated.  Antisepsis  removes  the 
danger  from  the  operation.  But  this  method  shows 
frequent  recurrences,  or  this  would  arise  if  the 
operated  patient  did  not  wear  a truss.  Maas,  in 

*In  a study  vyhich  I made  of  inguinal  hernia,  I could 
find  no  adequate  description  of  Bassini  operation  in  the 
English  medical  literature  available  to  me.  There  is 
probably  no  operation  that  is  more  frequently  referred  to, 
and  yet  I am  convinced  that  the  ordinary  conception  of 
it  is  concerned  with  only  the  method  of  dealing  with  the 
cord.  As  a matter  of  fact,  certain  parts  of  the  technic 
are  duplicated  in  more  modern  operations  without  the 
authors  apparently  being  aware  that  they  were  a part 
of  the  original  Bassini  operation.  For  these  and  other 
reasons,  Bassini’s  original  description  of  his  operation  is 
a matter  of  interest. 

Bassini  attempted  several  types  of  operation  before 
finally  adopting  the  standard  operation  which  bears  his 
name.  His  first  publication  was  in  Italian.  This  is  not 
available.  In  1890  he  published  a second  paper  in  the 
Arc/iiv.  fuer  Khnische  Chirurgie.  The  translation  of  this 
herewith  submitted  is  not  a complete  one.  The  original 
paper  is  quite  lengthy  and  includes  a clinical  report  of 
262  cases.  In  this  translation  only  enough  is  given  to 
indicate  the  steps  leading  up  to  the  operation  and  to 
make  clear  the  steps  of  the  operation  itself.  This  is 
aided  by  the  presentation  of  the  original  illustration  which 
has  been  redrawn. 


Freiburg,  examined  many  persons  who  had  been 
operated  by  him  and  by  Czerny  who  had  recur- 
rence. Czerny,  Socin,  von  Langenbeck,  Billroth, 
Reverdin  and  others  confirmed  frequent  recurrences 
or  serious  danger  of  it.  Julliard  (Segond,  Cure 
Radicale  des  Hernies,  Paris,  1883,  p.  214-215)  had 
only  a single  radical  cure  in  twenty-two  operations. 
All  the  others  who  had  been  operated  needed  to 
wear  a truss  because  otherwise  the  hernia  threatened 
to  recur. 

I operated  after  Czerny’s  method  on  three  in- 
guinal hernias  of  medium  size,  but  those  operated 
upon  were  required  to  wear  a truss  to  prevent 
threatened  recurrence.  Lucas-Championiere  (Cure 
Radicale  des  Hemies,  Paris,  1887,  p.  83-87)  ex- 
plicitly proposes  the  use  of  the  truss  after  radical 
operation  and  explains  that  it  is  indispensable,  and 
regards  this  as  a factor  in  healing.  It  is  clearly 
shown  by  this  that  the  patient  is  exposed  to  the 
danger  of  recurrence  of  the  hernia  as  soon  as  the 
use  of  the  truss  is  discontinued.  Based  on  the  above 
considerations,  I had  already  thought  in  the  begin- 
ning of  the  year  1883  to  modify  the  operative  pro- 
cedure for  inguinal  hernia  in  order  to  effect  a radi- 
cal cure  in  such  a way  as  to  make  it  unnecessary 
for  the  patient  to  wear  a truss  after  the  operation. 

I operated  seven  times  in  the  following  manner: 

After  opening  the  anterior  wall  of  the  inguinal 
canal  at  the  place  where  the  hernia  was  found,  I 
isolated  the  neck  of  the  sac  up  to  the  abdominal 
(internal)  inguinal  ring.  Here  I applied  a liga- 
ture, extirpated  the  fundus  and  base  of  the  sac  and 
left  only  the  neck  behind.  After  the  ligature  of  the 
neck  at  the  above-mentioned  point,  I sewed  it  to 
the  posterior  surface  of  the  aponeurosis  of  the  ex- 
ternal oblique  in  the  region  of  the  abdominal  ring, 
and  with  the  portion  of  the  neck  of  the  sac  im- 
mediately beneath  I formed  to  a certain  extent  a 
tampon  or  organic  stopper  against  the  inguinal 
canal.  Lastly,  I sutured  the  aponeurosis  of  the  ex- 
ternal oblique  and  then  the  skin.  Of  those  operated, 
six  recovered  in  a short  while  and  one  died  ninety- 
five  days  after  the  operation.  The  wound  was  com- 
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pletely  cicatrized  and  death  followed  from  a sick- 
ness which  had  no  relation  to  the  hernia  and  the 
radical  operation.  Section  convinced  me  that  the 
neck  of  the  hernial  sac,  which  had  been  sutured  in 
the  thickness  of  the  abdominal  wall  behind  the 
aponeurosis  of  the  external  oblique,  had  complete- 
ly disappeared  by  resorption.  From  these  first 
methods  of  operation  for  the  radical  cure  of  ingui- 
nal hernia  there  resulted  conditions  that  were  en- 
tirely analagous  to  those  of  Wood  and  Czerny 
methods,  that  is,  the  hernial  opening  was  closed  by 
only  a single  layer  of  cicatricial  tissue  and  this  was 
blended  with  the  aponeurosis  of  the  external  oblique 
and  penetrated  by  the  spermatic  cord.  If  the  others 
who  had  been  operated  by  me  in  this  way  wore  no 
truss  they  had  to  fear  a recurrence.  (He  reports 
two  cases  of  recurrence  and  states) : The  recurrence 
was  the  natural  consequence  of  the  operation  ap- 
plied, for  my  first  method  of  operation  for  the  radi- 
cal cure  of  inguinal  hernia  offered  no  better  pro- 
tection than  that  of  Wood  and  Czerny,  that  is, 
merely  a resisting  cicatrix  of  the  abdominal  wall 
through  which  the  spermatic  cord  passed. 

But  if  the  radical  operation  for  hernia  demands 
the  subsequent  use  of  a truss,  it  is,  notwithstand- 
ing the  great  advantage  of  the  operation,  reduced 
merely  to  the  fact  that  the  hernia  is  held  back  and 
that  the  truss  is  more  easily  borne  by  the  patient 
than  was  formerly  the  case.  This  knowledge, 
gained  by  my  own  operations  and  by  tlie  experience 
of  others,  showed  me  the  necessit}'  of  another  opera- 
tive method  in  order  to  attain  the  radical  cure  of 
hernia  and  to  make  this  sure.  I conceived  the  idea 
that  by  reconstruction  of  the  inguinal  canal  as  it  is 
physiologically,  that  this  could  be  brought  about, 
that  is,  a canal  with  two  openings,  one  abdominal 
and  one  sub-cutaneous;  further  with  two  walls,  one 
posterior  and  the  other  anterior,  through  which  the 
spermatic  cord  would  pass  obliquely.  By  experi- 
ments on  the  cadaver  with  the  help . of  anatomic 
knowledge  of  the  inguinal  canal  and  of  inguinal 
hernia,  it  was  easy  for  me  to  find  a method  of  opera- 
tion which  corresponded  to  the  above-mentioned  re- 
quirements, and  made  possible  a radical  cure  which 
did  not  require  that  a truss  should  be  subsequent- 
ly worn.  After  this  method,  which  I have  used  ex- 
clusively since  the  year  1884  and  which  I now  pre- 
sent, I have  operated  on  two  hundred  and  sixty- 
two  hernias  of  which  a portion  were  free  and  re- 
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ducible  and  a portion  irreducible,  and  eleven  were 
strangulated. 

Before  I report  on  the  results  of  the  operations, 
it  is  appropriate  to  first  give  a description  of  the 
technic  of  the  operation.  In  the  acquired  external 
inguinal  hernia  I operate  in  the  following  manner. 

The  patient  is  deeply  anesthetized,  and,  as  a 
matter  of  course,  prepared  with  strict  antisepsis. 
I incise  the  skin  covering  of  the  herniated  inguino- 
scrotal  region,  expose  the  aponeurosis  of  the  ex- 
ternal oblique  and,  of  course,  in  a location  which 
corresponds  to  the  inguinal  canal  (opening  of  the 
hernia)  and  expose  in  this  way  the  pillars  of  the 
subcutaneous  inguinal  ring  and  control  the  bleed- 
ing. This  is  the  first  step  of  the  operation. 

In  the  second  step  I di%'ide  the  aponeurosis  of 
the  external  oblique,  beginning  at  the  external  in- 
guinal ring  and  extending  above  the  region  of  the 
internal  inguinal  ring,  separate  the  aponeurosis  of 
the  external  oblique  above  and  below  in  the  form 
of  two  flaps  and  isolate  and  elevate  en  masse  the 
spermatic  cord  and  the  neck  of  ^the  hernial  sac. 
While  I hold  the  index  finger  under  the  mentioned 
structures,  I isolate  the  neck  of  the  hernial  sac  from 
the  elements  of  the  spermatic  cord  up  to  the  opening 
of  the  hernia.  The  isolation  of  the  neck  of  the  sac 
must  extend  up  to  the  iliac  fossa,  that  is  to  the 
mouth  of  the  sac  itself.  Immediately  after  that  I 
isolate  the  body  and  fundus  of  the  sac,  bend  it  out- 
ward, open  the  fundus  of  the  sac  and  examine  if 
the  contained  intestines  show  adhesions  or  not  and 
if  the  omentum  is  thickened.  In  the  first  case  I re- 
lease the  adhesions  and  then  push  the  omentum  back 
as  far  as  is  necessary.  .After  reduction  of  the  intes- 
tines I twist  the  neck  of  the  sac  and  apply  a ligature 
just  above  its  mouth.  If  the  hernia  is  very  large  so 
that  the  neck  and  orifice  of  the  sac  are  wide,  I apply, 
in  addition  to  the  simple  ligature,  another  below 
and  external  to  it,  that  is  carried  through  the  tissues 
and  divided  in  two  parts  and  tied,  in  order  to  make 
the  closure  more  secure  and  prevent  the  slipping  of 
the  first  ligature.  I he  peritoneum  tied  in  this  way 
draws  itself  back  in  the  iliac  fossa.  With  the  extir- 
pation of  the  sac  and  the  ligature  of  the  same  on  the 
proximal  side  of  the  orifice  the  second  step  of  the 
operation  is  ended. 

In  the  third  step  I turn  the  isolated  spermatic  cord 
out  of  the  way  by  drawing  it  gently  upward  on  the 
abdominal  wall,  and  if  necessar)’  drawing  the  tes- 
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tide  out  of  the  scrotum  with  it.  With  sharp  wide  re- 
tractors I have  the  lower  flap  of  the  aponeurosis  of 
the  e.xternal  oblique  drawn  downward  and  the  up- 
per flap  upward.  In  this  way  it  is  easy  to  expose 
the  groove  which  is  formed  from  Pourpart’s  ligament 
up  to  its  posterior  margin  and  one  centimeter  beyond 
the  point  where  the  spermatic  cord  emerges  from 
the  iliac  fossa.  After  this  I loosen  the  outer  edge 
of  the  rectus  muscle  and  the  threefold  layer  (which 
is  formed  from  the  internal  oblique  and  transversalis 
muscle  and  the  transversalis  fascia)  from  the  aponeu- 
rosis of  the  external  oblique  and  from  the  sub- 
serous  fatty  connective  tissue,  until  the  above-men- 
tioned threefold  layer  can  without  difficulty  be  ap- 
proximated to  the  posterior  margin  of  Poupart’s 
ligament.  I then  sew  these  two  parts  together  with 
interrupted  sutures — to  be  exact,  for  a space  of  5-7 
centimeters — from  the  crest  of  the  pubes  outward  to- 
ward the  spermatic  cord  that  is  displaced  approxi- 
mately one  centimeter  toward  the  anterior  superior 
spine  of  the  ileum.'  With  this  the  third  step  of  the 
operation  is  completed  and  the  inner  or  abdominal 
opening  and  the  posterior  wall  of  the  inguinal  canal 
is  restored. 

In  the  above-mentioned  suture  it  is  advisable  to 
use  interrupted  silk  and  to  include  2-3  centimeters 
from  the  margin  of  the  threefold  musculo-aponeu- 
rotic  layer.  The  first  two  sutures  are  applied  close 
on  the  pubic  bone  and  embrace  also  the  external 
margin  of  the  rectus  muscle.  After  this  step  of  the 
operation  is  ended,  if  the  patient  is  stimulated  to 
rupture  the  suture  line  (I  have  tried  this  in  my 
first  fifty  cases),  one  can  observe  that  the  inguinal 
region  is  able  to  withstand  the  hardest  intra-abdom- 
inal pressure,  and  that  when  the  site  of  the  fixation 
of  the  threefold  musculo-aponeurosis  layer  to  Pou- 
part’s ligament  is  put  on  tension,  it  continues  fi.xed 
in  its  new  location. 

In  the  fourth  step  of  the  operation  I lay  the 
spermatic  cord  back  in  its  position  and  also  the 
testicle,  unite  the  aponeurosis  of  the  external  oblique 
with  sutures  to  where  the  edges  of  the  crura  are 
approximated  over  the  spermatic  cord,  and  then 
unite  the  skin  and  finally  apply  the  bandage.  I use 
drainage  only  in  very  voluminous  old  hernias  where 
the  dissection  and  isolation  of  the  hernial  sac  is 
very  difficult  to  accomplish. 

In  this  manner  the  inguinal  canal  is  restored  with 
an  inner  opening  and  a posterior  wall,  both  formed 


from  the  threefold  musculo-aponeurotic  layer  fixed 
to  the  posterior  margin  of  Poupart’s  ligament  and 
making  a groove;  and  with  an  anterior  wall  with 
a small  external  or  subcutaneous  opening  formed 
by  uniting  the  flaps  of  the  aponeurosis  of  the  ex- 
ternal oblique.  In  external  inguinal  hernia,  espe- 
cially if  it  has  a certain  size,  the  inguinal  canal 
loses  its  oblique  direction  and  becomes  direct.  By 
the  described  operation  it  recovers  its  natural  direc- 
tion, and  the  spermatic  cord,  which  is  easily  dis- 
placed outward,  penetrates  obliquely  the  abdominal 
wall  in  a location  where  the  canal  is  newly  formed. 
The  suture  lines  do  not  approximate  each  other,  the 
posterior  remains  under  and  the  anterior  over  the 
spermatic  cord. 

If  the  inguinal  hernia  is  congenital  it  has  no  sac 
of  its  own  but  forms  in  the  peritoneal  process  and 
in  the  tunica  vaginalis  of  the  testicle.  It  can  remain 
on  the  spermatic  cord  (hernia  congenita  funicularis) 
or  it  can  descend  to  the  testicle  (hernia  congenita 
testicularis).  In  the  first  case  I extirpate  the  peri- 
toneal process  that  becomes  changed  to  the  hernial 
sac;  in  the  second  case,  I excise  the  peritoneal 
process  and  the  tunica  vaginalis  (hernial  sac  and 
neck  of  the  hernia)  and  leave  only  that  part  of  the 
serosa  behind  that  covers  the  testicle,  and  this  is 
fastened  to  the  gland.  In  both  cases  the  operation 
is  ended  as  above.  When  ectopia  of  the  testicle 
exists  (undescended  testicle)  I release  it  and  stretch 
and  unfold  the  spermatic  cord  as  far  as  is  possible. 
After  the  posterior  wall  and  the  abdominal  opening 
of  the  canal  have  been  newly  formed,  I pull  the 
testicle  down  and  fasten  it  by  means  of  a suture  to 
the  base  of  the  scrotum. 

If  the  inguinal  hernia  is  an  inner,  that  is  a 
direct  hernia,  a so-called  Hesselbach’s  hernia,  one 
must  modify  the  method  of  handling  the  hernial  sac, 
because  this  exists  under  entirely  different  conditions 
than  in  the  e.xternal  or  oblique  inguinal  hernia.  The 
inner  or  direct  hernia  arises  at  the  inner  inguinal 
fossa  and  descends  on  the  inner  side  of  the  deep 
epigastric  vessels.  It  is  usually  small  or  of  me- 
dium size  and  only  seldom  voluminous.  The  hernial 
opening  is  formed  from  the  superficial  or  subcuta- 
neous hernia  ring,  the  sac  has  a wide  orifice  and  in 
comparison  with  that  a short  neck,  which  from  be- 
hind forwards  runs  obliquely  over  the  spermatic 
cord.  The  fascia  verticalis  (transversalis  fascia) 
is  as  I have  observed  in  the  majority  of  cases  not 
penetrated  but  is  pushed  forward  by  the  fundus  of 
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the  sac  and  distended  in  the  form  of  a sac  by  the 
hernia.  As  soon  as  the  direct  inguinal  hernia  has 
reached  a certain  size  the  inner  circumference  of 
the  neck  rests  on  the  external  edge  of  the  rectus 
abdominalis  muscle.  If  the  hernia  increases  the 
opening,  the  neck  widens  externally  toward  the 
epigastric  vessels  and  at  last  forms  a part  of  the 


ar)’.  On  this  account  it  is  necessary  after  releasing 
the  parietal  peritoneum  as  far  as  the  iimer  side  of 
the  opening  of  the  hernial  sac,  to  open  the  latter  and, 
after  reducing  the  intestines,  to  suture  together  the 
peritoneum  in  order  to  excise  the  flaps  of  the  suture. 
In  consequence  of  the  mentioned  relations  of  the  sac 
to  the  epigastric  vessels,  it  is  necessary'  in  volumnious 


in 

Ba55ini  Operation  for  Inguinal  Hernia 


EXPLANATION  OF  ILLUSTRATIONS 
Fig.  I. — Indicates  the  first  part  of  the  three  essentials  of  the  operation. 

A.  Subcutaneous  fatty  connective  tissue. 

B.  The  upper  flap  turned  upward  and  elevated. 

C.  Lower  flap  of  the  aponeurosis  of  the  external  oblique. 

D.  Posterior  margin  of  Poupart’s  ligament. 

B.  Retracted  spermatic  cord. 

F.  Epigastric  vessels. 

Fig.  II. — Represents  the  end  of  the  three  essentials  of  the  operation,  i.  e..  the  suture  of  the  musculo- 
aponeurotic  layer  to  posterior  margin  of  Poupart’s  ligament.  In  the  illustration  the  glover  s 
stitch  is  represented,  although  interrupted  stitches  are  to  be  used.  ^ ^ -j 

Fig.  ITT. — Represents  the  fourth  essential  of  the  operation.  The  spermatic  cord  is  laid  back  in  its 
position.  Above  one  may  see  the  suture  of  the  separated  edges  of  the  aponeurosis  of  the  external 
oblique  up  to  the  approach  of  the  edges  of  the  cord.  Also  here  the  glover  s stitch  is  indicated, 
although  it  is  better  to  use  the  interrupted  suture. 


sac  on  the  other  side  of  the  epigastric  artery,  so 
that  the  sac  itself  in  its  outer  portion  is  divided 
into  two  parts  by  the  fold  created  by  the  epigastric 
vessels.  On  account  of  the  above  conditions,  it  is 
difficult  and  often  impossible  to  form  a pedicle  from 
the  sac  in  direct  hernia  and  to  ligate  it  at  its  bound- 


direct  hernias  to  divide  these  vessels  between  two 
ligatures,  to  open  the  fundus  of  the  sac  and  to  suture 
it  as  I said  before,  and  to  cut  away  the  flaps  be- 
low the  suture,  because,  otherwise,  the  portion  of 
the  sac  external  to  the  epigastric  vessels  would  re- 
main unchanged.  ' The  peritoneum  sewed  in  this 
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maimer,  draws  back  into  the  iliac  fossa  if  left  to 
itself. 

In  inguinal  hernia  in  women  the  procedure  is 
simpler  because  there  is  no  spermatic  cord,  and  the 
round  ligament  is  excised,  whether  the  hernia  is 
congenital  within  the  canal  of  Nuck  or  is  acquired. 
In  those  cases  of  inguinal  hernia  in  women  operated 
b}^  me  in  the  above  manner,  I saw  no  disadvantage 
in  consequence  of  the  extirpation  of  the  round  liga- 
ment. 

The  accompanying  illustration,  which  was  verj' 
industriously  prepared  by  Dr.  Nodari,  indicates  the 
separate  details  of  the  method  of  operation. 

In  both  cases,  that  is  in  external  (acquired  or 
congenital)  or  in  internal  hernias,  the  inguinal  canal 
is  reconstructed  after  the  manner  of  its  physiolog- 
ical formation,  that  is,  with  an  abdominal  and  sub- 
cutaneous opening,  of  w'hich  the  first  lies  external  to 
the  second,  and  is  provided  with  two  walls,  one 
posterior  and  the  other  anterior.  Under  the  influ- 
ence of  abdominal  pressure,  the  new  posterior  wall 
is  pressed  against  the  anterior,  and  both  support 
each  other  in  order  to  withstand  the  continuous  and 
strong  impulse  of  the  abdominal  viscera,  while  the 
spermatic  cord  is  permitted  to  pass  through  between 
them.  The  new  abdominal  opening  and  the  new- 
posterior  wall  of  the  inguinal  canal  are  formed  from 
muscular  and  aponeurotic  tissues  which  functionate 


and  therefore  cannot  disappear  by  resorption.  That 
the  parts,  after  wound  cicatrization,  show-  the  same 
relation  as  immediately  after  the  operation  is  demon- 
strated through  the  following  observation: 

Hernia  is  a mechanical  sickness  caused  by  dis- 
placement of  the  abdominal  viscera.  Now,  in  order 
to  arrive  at  a radical  cure,  it  is  indispensable,  in  the 
region  w-here  the  hernial  opening  is  found,  to  re- 
store those  conditions  which  govern  under  normal 
relations.  Every  one  knows  that  the  inguinal  canal 
functions  under  physiological  circumstances  in  a 
manner  which  permits  the  spermatic  cord  to  pass 
through  and  at  the  same  time  holds  the  viscera  back, 
because  the  canal  is  formed  of  two  walls  and  the 
cord  runs  obliquely.  Under  the  action  of  abdominal 
pressure  the  posterior  w-all  is  forced  against  the 
anterior  and  acts  as  a valve.  The  abdominal  wall 
is  in  this  way  closed  and  the  spermatic  cord  is  not 
pressed  upon.  Now  in  order  to  make  a radical  cure 
of  inguinal  hernia  possible,  it  is  indispensable  that 
the  original  physiological  type  of  inguinal  canal  be 
restored.  It  seems  to  me  that  my  method  of  opera- 
tion responds  to  the  above-mentioned  demands  in 
that  it  secures  the  mechanical  conditions  and  the 
function  of  the  inguinal  canal. 

He  lists  262  cases  operated  and  states  that  of 
251  cases  he  had  seven  recurrences. 

Stuart  Circle  Hospital. 


THE  HISTORY  OF  OBSTETRICS  IN  VIRGINIA.* 


Pierce  Rucker,  M.  D., 
Richmond,  Va. 


Virginia  lends  herself  particularly  well  to  the 
study  of  the  development  of  midwifery.  In  the 
first  place  its  history  is  coeval  with  that  of  obstetrics. 
No  advance  in  midwifery  was  made  before  the  set- 
tlement at  Jamestown  except  Ambroise  Fare’s  version 
in  1555.  If  one  were  very  industrious  one  might  in- 
clude an  introductory  chapter  on  Indian  obstetrics 
that  might  well  represent  European  midwifery  be- 
fore the  discovery  of  America. 

In  the  second  place,  Wyndham  Blanton’s  excellent 
history  of  Medicine  in  Virginia,  the  researches  by 
Dr.  Joseph  L.  Miller  and  the  research  department  of 
Colonial  Williamsburg,  Incorporated,  make  the  task 

*Read  before  the  Richmond  Academy  of  Medicine,  Feb- 
ruary, 1936. 


easier.  The  very  presence  of  Dr.  Miller’s  library-, 
W'hich  is  particularly  rich  in  obstetrics,  inspires  one 
to  know  something  of  the  history  of  obstetrics  in 
Virginia. 

In  the  third  place,  Virginia  has  been  free  from 
the  disturbing  influence  of  great  medical  centers. 
The  prestige  of  the  Massachusetts  General  Hospital 
undoubtedly  caused  the  rapid  adoption  of  anesthesia. 
Likewise,  the  obstetrical  teachers  in  the  great  Phila- 
delphia medical  schools  blocked  the  acceptance  of 
the  idea  of  the  contagiousness  of  puerperal  fever.  In 
Virginia  the  medical  schools  were  manned  by  gen- 
eral practitioners  and  what  influence  these  men  had 
was  that  of  practitioners  and  not  of  professors.  The 
two  noteworthy  exceptions,  Brown-Sequard  at  the 
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Medical  College  of  Virginia  and  Robley  Dunglison 
at  the  University  of  Virginia,  only  prove  my  point. 
Brown- Sequard  serc-ed  only  two  sessions  in  Rich- 
mond, and  Dunglison  soon  gravitated  at  Philadel- 
phia. And  so  the  profession  in  Virginia  was  free 
to  absorb  and  to  adopt  and  to  adapt  to  their  needs 
the  knowledge  of  obstetrics  as  it  developed.  The 
Virginia  doctors  at  first  were  English,  Scotch  and  to 
a less  extent  French.  One,  Dr.  Seccari,  who  is  said 
to  have  introduced  the  use  of  the  tomato,  was  an 
Italian.  At  a later  period  they  were  native  born, 
but  educated  in  Paris,  Leyden,  Edinburgh,  Dublin 
or  London  until  the  development  of  the  two  schools 
in  Philadelphia  absorbed  most  of  the  Virginia  med- 
ical students.  After  the  Civil  War,  Virginians  re- 
ceived the  greater  part  of  their  medical  training  in 
their  own  schools.  The  point  is,  they  were  well- 
trained.  On  the  other  hand,  they  worked  in  frontier 
conditions.  They  had  to  meet  their  difficulties  and 
emergencies  as  they  arose  more  or  less  single-handed. 
One  of  the  first  effects  of  the  frontier  was  the  doing 
away  of  the  artificial  restriction  in  medical  practice. 
There  were  no  divisions  between  physician,  surgeon, 
and  apothecary  that  existed  in  England  at  the  time. 
Only  the  midwife  had  her  field  to  herself,  at  least 
for  a century  and  a half.  Another  surprising  thing 
is  the  amount  of  consulting  that  the  old  Virginia 
doctors  did.  Few  cases  are  reported  that  did  not 
have  several  consultants,  apparently  all  that  were 
available.  Occasionally  a case  is  reported  in  which 
the  doctor  regrets  that  no  consultant  was  to  be  had. 
The  third  surprising  thing  is  the  little  recognition 
the  Virginia  doctors  received  for  the  discoveries  they 
made  in  obstetrics  and  gynecology.  This  was  noted, 
in  the  obituary  notice  of  Dr.  William  Baynham. 
Of  the  197  Virginia  doctors  writing  upon  obstetrics 
and  gynecology',  only  twenty-two  are  mentioned  in 
Kelly’s  Cyclopedia  of  Americaii  Biography,  and 
sixteen  of  those  had  reputations  as  soldiers. 

One  is  tempted  to  trace  the  careers  of  Virginians 
who  have  made  names  for  themselves  outside  of 
Virginia — men  like  Moses  Montrose  Fallen  in  St. 
Louis,  Thaddeus  Asbury'  Reamy  in  Ohio,  Richard 
Beverley  Cole  in  California,  Thomas  Ashby  and 
William  Travis  Howard  in  Baltimore,  Henry  David- 
son Fry  in  \A  ashington,  Robert  Mendenhall  Huston, 
Mordicae  and  Joseph  Price  in  Philadelphia,  W.  R. 
Pryor,  George  Tucker  Harrison,  LeRoy  Broun  and 
Thomas  A.  Emmet  in  New  York.  This  would  carry 


me  too  far  afield.  Nor  will  I take  up  your  time 
with  a discussion  of  the  many  priorities  of  Vir- 
ginians: The  first  Cesarean  section  in  America  in 
1794;  the  first  uterine  sutures  in  a Cesarean  section 
in  1828;  the  first  Diihrssen  incisions  (before  Duhrs- 
sen  was  born) ; the  first  immediate  repair  of  the 
cervix  (by  the  son  of  a Virginian);  the  first  episi- 
otomy;  the  first  description  of  puerperal  malarial 
fever,  etc.  These  are  no  doubt  well-known  to  you 
and  are  beside  my  purpose  tonight.  Rather  would 
I trace  as  best  I can  the  kind  of  obstetrics  practiced 
in  Virginia  from  time  to  time. 

For  the  purpose  of  description,  it  is  convenient 
to  divide  the  period  into  two  parts,  before  and  after 
the  advent  of  the  man  midwife.  This  took  place 
in  Virginia  about  1750.  A third  division  suggests 
itself,  that  after  the  advent  of  the  specialist,  but  as 
all  the  Virginia  specialists  in  this  field,  save  one, 
are  still  alive,  such  a section  would  not  properly 
come  under  the  head  of  history. 

For  nearly  a century  and  a half  the  mid  wives  had 
entire  control  of  obstetrics.  Not  only  did  they  de- 
liver all  the  babies,  but  they  held  certain  judicial 
duties.  The  courts  appointed  juries  of  mid  wives  to 
pass  on  the  question  of  pregnancy  in  condemned 
females.  In  1640  a midwife  administered  an  oath 
to  a pregnant  woman,  and  the  child  born  in  mar- 
riage adjudged  another  man’s  (Hening,  William 
Waller,  The  Statutes  at  Large,  Vol.  1,  p.  552).  They 
also  dabbled  in  “cures”  of  all  sorts.  In  1766  Con- 
stant Woodson  presented  to  the  House  of  Burgesses 
a petition  settling  forth  that  she  had  discovered  an 
effectual  remedy  for  curing  cancer  which  she  for  a 
valuable  consideration  will  communicate  to  the  Pub- 
lick.  The  next  year  the  House  of  Burgesses  voted 
the  sum  of  £100  to  said  Constant  Woodson  pro- 
vided she  produce  a certificate  as  to  the  efficiency 
of  her  cure  from  under  the  hands  of  Doctors  Theod- 
rick  Bland,  James  Feild,  William  Black  and  Robert 
Brown  or  any  two  of  them.  There  is  no  record  in 
the  treasurer’s  office  of  any  such  sum  being  paid,  so 
it  is  likely  that  Constant  failed  to  convince  the  doc- 
tors. 

None  of  the  Virginia  midwives  had  left  her  im- 
press on  history  as  happened  in  some  of  the  Northern 
Colonies.  We  know  their  names  only  when  there  is 
some  litigation  about  their  fee.  Twelve  hens  were 
paid  the  Widow  Hollins  in  1634  although  she  sued 
for  eighteen.  Goodwife  Thorpe  charged  100  pounds 
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of  tobacco.  Probably  the  best  known  midwife  was 
Catharine  Blaikley.  The  following  notice  appeared 
in  the  Virginia  Gazette  for  October  24,  1771: 
“Deaths.  Mrs.  Catharine  Blaikley,  of  this  city,  in 
the  seventy-sixth  year  of  her  Age;  an  eminent  Mid- 
wife, and  who  in  the  course  of  her  Practice,  brought 
upwards  of  Three  Thousand  Children  into  the 
World.”  She  was  buried  in  Bruton  Parish  church- 
yard. 

There  is  no  way  of  knowing  with  any  degree  of 
accuracy  the  maternal  or  fetal  mortality.  Both  must 
have  been  high.  Large  families  were  the  rule. 
Mention  of  the  20th  child  is  not  uncommon  in  the 
diaries  of  the  time,  which  shows  that  some  women 
at  least  survived  a number  of  pregnancies.  On  the 
other  hand,  many  women  died  young.  William 
Allason’s  Letter  Books  record  that  of  Mrs.  Allason’s 
almost  annual  pregnancies  only  one  child  survived, 
and  she  herself  died  early.  One,  a premature  boy, 
was  much  afflicted  with  fits  and  died  on  the  26th 
day. 

INIrs.  Helen  Bullock,  of  the  Department  of  Re- 
search and  Record,  Colonial  Williamsburg,  Inc., 
tells  me  that  inscriptions  such  as  the  following  are 
not  uncommon:  “Here  lies  the  Body  of  Mrs.  Alice 
Page,  wife  of  Mann  Page,  Esq.  She  departed  this 
life  on  the  11th  Day  of  Januarj'  (1746)  In  Child- 
bed of  her  Second  Son  In  the  23  d Year  of  her  Age 
Leaving  Two  Sons  and  One  daughter.”  . . . 

Dr.  M.  C.  Harris  has  collected  for  me  the  records 
of  forty-four  families  before  1750.  There  were  sixty- 
six  wives,  of  whom  four  died  shortly  after  child- 
birth. Of  the  291  children  bom  to  these  families, 
five  died  in  infancy.  No  mention  is  made  of  still- 
births. Each  wife  average  4.41  children.  An 
analysis  of  the  section  of  Burgesses  and  other  promi- 
nent persons  of  Tyler’s  Cyclopedia  of  Biography  gives 
somewhat  similar  results  considering  the  fact  that 
usually  only  the  children  who  grew  up  are  men- 
tioned. The  average  number  of  wives  per  man  was 
1.18,  and  the  average  number  of  children  per  wife 
was  2.57.  (In  689  cases  the  number  of  wives  are 
mentioned  and  their  total  was  814,  and  in  459 
instances  the  number  of  children  are  recorded,  their 
total  being  1177.) 

According  to  Blanton,  the  first  evidence  of  a man 
midwife  was  in  1753  when  it  is  recorded  that  Hen- 
rico County  paid  Gearrard  Ellyson  one  pound  for 
midwiferj-  services.  By  1782  the  fee  had  advanced. 


Robert  Carter  of  Nomini  Hall  (Mss.  Letter  Book, 
Vol.  5,  1782-4,  page  74)  takes  exception  to  Dr. 
Thomson’s  fee  for  five  pounds  to  visit  and  delivery 
of  a Negro  woman  not  because  of  the  amount  of 
the  bill  but  because  it  was  a charge  against  R.  B. 
Carter.  There  is  some  evidence  that  doctors  took 
at  least  an  academic  interest  in  obstetrics  before 
1750.  Dr.  William  Webb’s  Inventory  in  1738  (Book 
18,  Wills,  Inventories,  A'ork  County)  listed  instru- 
ments belonging  to  midwifery,  but  as  they  were 
valued  at  only  10  shillings  they  were  probably  of 
no  great  moment.  The  first  medical  fee  bill  (1736) 
makes  no  mention  of  obstetrics.  In  1755  (Book  20, 
Wills,  Inventories,  York  County)  Dr.  Kenneth  Mc- 
Kenzie’s shop  listed  the  following  books  on  ob- 
stetrics: Douglas’  Midwifery  1/6;  Astruc  on  Women 
Vol.  5,  18/;  Chapman’s  Midwifery  3/9;  State  of 
Midwifery  1/6;  Ledram’s  Operations  2 Vols.  10/; 
Mauriceau’s  Midwifery  5/;  Daventay’s,  ditto  4/. 
In  November,  1775,  Dixon  and  Hunter,  in  the  Ga- 
zette, advertised  for  sale,  among  others,  the  fol- 
lowing books:  Astruc  on  Midwifery,  Manning  on 
the  Diseases  of  Pregnant  and  Child-Bed  Women, 
Smellie’s  Theory  of  Midwifery,  3 Vols.,  Bracken’s 
Midwifery,  and  Memis’  Midwife’s  Pocket  Com- 
panion. Dr.  James  Black  is  known  to  have  had  a 
copy  of  Sharpe’s  ^Midwifery.  However,  the  com- 
monest midwifery  book  of  this  period  was  “Of  the 
birth  of  Mankinde,”  the  English  translation  of  Ross- 
lins’  celebrated  book  for  midwives.  Soon  after 
1750  we  find  many  notices  in  the  newspapers  about 
men  doing  obstetrics;  “Doctor  George  Gilmer  in- 
tends pursuing,  with  the  practice  of  Medicine,  the 
art  of  Midwifery”— (FtVgfnf a Gazette,  December  4, 
1766).  Dr.  LaCourdre,  French  doctor,  in  Norfolk, 
advertised  that  he  did  all  sorts  of  operations  in 
surgery  and  man  midwifery,  particularly  women 
when  in  imminent  danger  of  life — (Virginia  Ga- 
zette, July  14,  1768).  William  Coakley,  in  Norfolk, 
advertised  that  he  would  practice  surgery,  midwifery 
and  physic — (Purdie  and  Dixon’s  Virginia  Gazette, 
July  18,  1766).  Dr.  John  Walker,  of  Hanovertown, 
was  described  as  a “male  midwife”  when  his  effects 
were  advertised  for  sale  after  his  death  in  1775 — 
(Dixon  and  Hunter’s  Virginia  Gazette,  May  13, 
1775).  Hermann  and  Russell,  of  Richmond,  adver- 
tised the  same  type  of  practice.  For  the  reaction  to 
such  practice,  see  Virginia  Gazette  for  1772. 

The  earliest  real  achievement  in  obstetrics  oc- 
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curred  in  1794  when  Dr.  Jesse  Bennett  performed 
the  first  American  Cesarean  section.  He  performed 
it  upon  his  own  wife  and  the  operation  remained 
unnoticed  in  medical  literature  until  quite  recently. 
Dr.  Joseph  L.  ^liller  gives  a well  documented  ac- 
ccount  of  this  operation.  Dr.  Bennett  later  moved 
to  Mason  county  on  the  Ohio  river,  and  as  the  opera- 
tion was  common  knowledge  there,  Dr.  Miller  sug- 
gests that  it  may  have  influenced  Dr.  Richmond,  of 
Xewtown,  Ohio,  who  is  generally  credited  with  the 
first  Cesarean  section.  Dr.  Hugh  Trout  further 
suggests  that  it  may  have  influenced  Ephraim 
McDowell.  Dr.  Humphreys,  of  Staunton,  was  a 
consultant  in  Mrs.  Bennett’s  case  and  refused  to 
operate.  Dr.  Humphreys  was  also  the  preceptor  of 
Ephraim  McDowell,  and  shortly  after  the  operation 
was  performed.  McDowell  must  have  visted  Dr. 
Humphreys  on  his  way  back  home  from  Edinburgh. 
It  is  only  natural  that  they  should  have  discussed 
such  an  unique  operation.  A more  tangible  evi- 
dence of  the  influence  that  these  early  American 
operations  had  is  furnished  by  Sanger  himself. 
Harris,  writing  in  1878,  recognized  and  stressed  the 
importance  of  early  operation.  He  discussed  the 
question  of  uterine  suture  and  anesthesia  and  left 
these  questions  open.  Sanger,  in  his  classical  mono- 
graph in  1882,  recognized  the  importance  of  uterine 
suture  as  well  as  early  operation,  and  in  support 
of  his  thesis  he  gives  a table  of  the  si.xteen  .Ameri- 
can operations  in  which  sutures  had  been  used  in 
the  uterus.  Interestingly  enough,  the  earliest  of  these 
was  performed  by  a country  charlatan  in  Virginia 
whose  name  is  unknown.  It  is  reported  by  Dr. 
Weems  who  witnessed  the  operation.  Other  early 
Virginia  Cesarean  operations  are  by  Dr.  Brodie  S. 
Herndon  in  1845,  Dr.  Wm.  G.  Smith  in  1855,  Dr. 
Charles  Mills  in  1856  and  1867  upon  the  same 
patient,  and  by  Dr.  Edward  Drew  in  1856,  Dr. 
James  Parrish  in  1875,  and  by  Dr.  J.  T.  Boutelle 
in  1879. 

It  is  said  that  Dr.  Drelincourt,  the  teacher  of  the 
celebrated  Boerhaave,  enumerated  nearly  300  theo- 
ries of  conception,  all  of  which  were  believed  at  one 
time  or  another.  None  of  these  seemed  to  have 
bothered  Virginia  doctors.  They  reported  case  af- 
ter case  of  monstrosities,  both  in  infants  and  adults, 
but  not  one  word  of  embrA’ologic  conjecture.  Two 
cases  of  twins  of  different  color  were  reported  in  the 
Virgina  medical  magazines,  but  no  discussion  of 


superfecundation  ensued.  Dr.  Alills,  in  reporting  a 
case  of  hydatid,  mentioned  the  medico-legal  ques- 
tion as  to  where  they  were,  or  were  not,  the  result  of 
sexual  congress.  There  are  many  hints  of  curious 
notions  of  the  physiology*  of  the  fetus.  Dr.  James 
Bolton  worked  over  an  apparently  dead  new-born 
for  three  hours,  and  forty  minutes.  During  this 
time  the  placenta  was  left  attached  to  the  fetus  for 
its  stimulating  effect.  In  1874,  Dr.  Parker  re- 
ported a case  in  which  the  baby*  and  placenta  were 
born  in  a bucket  on  which  the  mother  was  sitting. 
He  reported  the  case  because  there  was  continued 
pulsation  of  the  cord  after  the  birth  of  the  baby. 
Dr.  Joynes,  in  the  discussion,  said  that  the  pulsa- 
tion resulted  from  the  action  of  the  fetal  heart  and 
that  it  ceased  when  respiration  was  established. 

In  1851,  Dr.  C.  R.  Palmore  wrote  on  the  condi- 
tion of  obstetric  practice  in  Virginia.  At  least  one- 
half  of  the  white  and  five-si.xths  of  the  black  women 
were  attended  by  midwives.  He  complained  of  their 
giving  ergot  and  “forcing  powders.” 

^^'hile  they  were  not  much  on  theory,  the  Virginia 
doctors  were  strong  on  therapy.  Dr.  John  P.  Met- 
tauer  reported  in  great  detail  a case  of  puerperal 
fever  successfully  treated.  A delicate  female  serv- 
ant, A’-para,  had  been  having  fever  in  the  last  two 
months  of  her  pregnancy.  Her  labor  lasted  sixteen 
hours.  The  abdominal  parietes  were  so  sore  that 
each  pain  caused  her  great  distress.  When  the  mem- 
branes gave  away  and  the  liquor  amnii  dashed  over 
the  midwife’s  hands,  the  temperature  of  it  was  so 
high  as  to  impart  the  sensation  of  a scalding  heat, 
as  the  midwife  expressed  herself,  and  actually* 
alarmed  her.  The  woman  too  complained  of  the 
unusual  heat  of  the  waters.  The  midwife  informed 
him  that  when  she  passed  her  hand  into  the  cervix 
for  the  purpose  of  dislodging  the  placenta,  its  sur- 
face was  exceedingly*  hot.  He  gives  a good  descrip- 
tion of  the  case  as  it  appeared  when  he  first  saw 
the  patient.  The  treatment  was  “antiphlogistic.”^ 
He  bled  her  until  fainting  resulted,  si.xty  ounces. 
.An  emetico-cathartic  had  been  previously  prepared 
and  was  then  given.  It  consisted  of  5ss  of  senna, 
oi  of  jalap,  ,^ii  of  Epsom  salts,  oi  of  anise  seed  in- 
fused in  Oss  of  boiling  water,  and  boiled  down  to 
5iv.  To  the  strained  fluid  grs.  iii  of  tartar  emetic 
were  added.  Fomentations  were  employed  over  the 
entire  abdomen  as  hot  as  could  be  borne,  and  re- 
newed every  fifteen  minutes.  In  the  meantime  an 
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active  enema  of  strong  salt  water  was  employed.  An 
artificial  cholera  morbus  was  produced.  After  the 
third  alvine  evacuation  the  fomentations  were  laid 
aside  and  the  whole  abdomen  rubbed  with  spirits  of 
turpentine  and  then  covered  wdth  a blistering  plas- 
ter. Twenty-three  ounces  more  of  blood  were  re- 
moved from  the  vein.  The  woman  then  fell  into  a 
sound  slumber  w^hich  continued  until  she  was 
aroused  by  the  drawing  of  the  blister  (some  three 
hours).  The  drink  consisted  of  cool  pine  tops  tea. 
She  was  also  given  pounded  ice,  and  he  applied  ice 
to  the  os  uteri  and  cervix  as  w’ell  as  to  the  hot  dry 
vagina.  As  soon  as  the  woman  was  fully  awake, 
he  administered  20  grs.  of  calomel  and  ]4  gr-  tartar 
emetic  mixed  in  brown  sugar,  washed  carefully  from 
the  mouth  with  pine  tops  tea  and  swallowed.  Two 
hours  later  an  enema  of  strong  salt  water  w’as  ad- 
ministered. The  blister  was  examined  and  found  to 
be  perfect.  It  contained  16  ounces  of  serosity  when 
the  various  blebs  were  opened.  A dressing  of  soft 
cabbage  leaves  w’as  applied  to  the  blistered  surface. 
The  woman  fell  into  a sleep  which  lasted  three  hours 
and  w’ould  have  been  still  further  prolonged  but 
for  the  operation  of  the  calomel.  The  abdominal 
tumefaction  rapidly  subsided,  and  all  pain-  and  ten- 
derness disappeared.  The  pulse  was  now*  reduced 
to  90  per  minute.  The  blister  suppurated  freely 
three  or  four  days.  The  appetite  returned  and  milk 
appeared  in  the  breasts  on  the  fifty-sixth  hour  after 
the  first  bleeding.  The  woman  recovered.  In  the 
same  journal  Dr.  J.  N.  Broocks  reported  a case  of 
puerperal  peritonitis  treated  by  venesection  and 
leeches. 

Dr.  Mettauer  was  seemingly  proud  of  his  prophy- 
lactic treatment  of  puerperal  fever,  for  he  wrote  a 
number  of  articles  on  it.  It  consisted  of : 1 . Pur- 
gation a few  hours  after  delivery.  Some  diuretic, 
such  as  an  infusion  of  pine  tops,  was  also  consid- 
ered useful.  The  diet,  of  course,  was  restricted. 
2.  Purging  more  remotely  after  delivery.  3.  Purg- 
ing in  all  cases  after  delivery.  This  treatment,  how- 
ever, was  not  universally  accepted.  We  find  Dr. 
Goodridge  A.  Wilson  questioning  the  value  of  pur- 
gation. 

.'^s  to  the  cause  of  the  disease.  Dr.  Mettauer  enum- 
erated: Solid  food  of  stimulating  qualities,  alco- 
holic incitants,  conversation  and  premature  exercise 
of  body  or  mind.  In  cities  and  other  places  favor- 
able to  the  generation  of  “idio-miasm,”  contagion 


may,  and  doubtless  does,  play  a part,  but  in  Prince 
Edward  county  there  had  been  only  a single  case 
that  could  be  traced  to  contagion  as  a cause. 

An  epidemic  of  puerperal  fever  that  occurred  in 
]\Iount  Solon  and  vicinity  was  reported  by  Dr.  C. 
R.  Harris  in  1852.  More  than  three-fourths  of 
those  delivered  were  attacked.  Of  the  thirty-six 
cases,  seven  died.  There  was  one  autopsy.  The 
author,  nevertheless,  did  not  believe  in  the  con- 
tagiousness of  the  disease. 

In  1885  the  germ  theory,  as  it  was  called,  had 
come  to  the  front.  Dr.  I.  S.  Stone  reported  excel- 
lent results  in  treating  a case  of  puerperal  septi- 
cemia with  intra-uterine  injections  of  bichloride  of 
mercury  solution  1-500.  In  the  same  Journal,  M. 
A.  Rust  had  an  excellent  article  on  the  evolution 
of  antiseptic  midwifery.  He  quoted  from  the  Prus- 
sian statistics  to  show  that  three-fourths  of  maternal 
deaths  were  due  to  sepsis,  or  one  in  forty  confine- 
ments. He  advised  against  intra-uterine  injections, 
and  called,  attention  to  fatal  cases  of  bichloride 
poisoning  from  intra-uterine  injections.  He  con- 
demned the  routine  exploration  of  the  uterine  cavity 
with  the  hand.  He  recommended  bichloride  com- 
presses to  the  vulva  to  prevent  air  from  entering  the 
womb.  Dr.  Walter  Izard  described  a safe  method 
of  injecting  the  uterine  cavity,  using  potassium  per- 
manganate solution  and  a two-way  nozzle. 

Quite  a modern  touch  to  the  subject  of  treatment 
of  puerperal  fever  is  added  by  Dr.  Gideon  Smith. 
Dr.  Smith  lived  in  Baltimore  and  his  article  does 
not  rightly  belong  here,  but  I cannot  refrain  from 
mentioning  it.  He  reported  spectacular  results  from 
the  administration  of  brewer’s  yeast.  Distiller’s 
yeast  and  household  yeast  would  not  do,  and  the 
brewer’s  yeast  must  be  fresh. 

The  usual  way  of  controlling  serious  postpartum 
hemorrhage  was  to  massage  the  uterus  with  one 
hand  within  the  womb  and  one  on  the  abdomen. 
In  some  sections  of  the  State  it  is  still  the  practice 
to  pack  the  vagina  wdth  a roller  bandage  soaked  in 
turpentine.  In  the  Yirginla  Medical  Monthly 
there  is  an  account  of  Hyatt’s  (Kinston,  N.  C.) 
method  of  controlling  postpartum  hemorrhage  with 
a rubber  bag  filled  wdth  cold  water,  and  in  the  same 
volume  a correspondent  writes  that  Diday  used  the 
same  method  in  1850.  “In  hemorrhage  in  abortion 
astringents  are  of  no  avail.”  The  uterine  cavity 
must  be  cleaned  out  with  the  finger  or  else  tarn- 
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poned.  Dr.  Harvey  Black  described  the  character 
of  pulse  that  is  premonitor)-  to  postpartum  hemor- 
rhage (“frequent  and  fretful”). 

Ectopic  Pregnancy 

In  1791  and'  1799  Dr.  William  Baynham  oper- 
ated successfully  for  e.xtra-uterine  pregnancy.  The 
first  patient  consulted  him  three  or  four  years  after 
a missed  labor.  She  was  then  in  excellent  health. 
He  made  the  diagnosis  of  extra-uterine  conception 
and  advised  the  patient  that  she  would  have  to  wait 
the  return  of  a second  labor — “that  at  some  future 
day  nature,  become  weary  of  her  burthen,  would  in 
some  way  or  other  manifest  a disposition  to  rid  her- 
self of  it.”  Three  and  a half  years  later  she  was 
seized  with  influenza  which  was  then  epidemic.  The 
abdominal  tumor  became  painful  and  continued  to 
be  a little  troublesome  to  her  until  April,  1790.  The 
tumor  was  then  pointing  towards  the  left  side,  where 
the  integuments  were  inflamed.  He  attempted  to 
open  the  tumor  but  after  making  an  incision  two 
or  three  inches  he  desisted,  having  neither  books  to 
consult  nor  medical  friends  to  advise  with.  By 
January,  1791,  it  was  evident  that  something  must 
be  done  to  save  the  woman’s  life.  He  determined 
at  all  hazards  to  extract  the  child.  This  time  he 
continued  the  incision  deeper  and  was  successful 
in  extracting  the  fetus  in  parts.  It  lay  in  a separate 
sac  that  apparently  did  not  communicate  with  the 
peritoneal  cavity  and  was  lined  with  a thin  incrusta- 
tion of  osseous  or  calcareous  matter.  The  second 
case  was  similar  but  of  only  eighteen  months'  dura- 
tion. This  time  he  did  not  delay  the  operation  but 
made  an  incision  over  the  most  prominent  part  of 
the  tumor,  thereby  exposing  the  head  of  the  child. 
Guided  by  his  finger  within  the  cavity  he  extended 
the  incision  cautiously  up  and  down  until  it  was 
large  enough  for  him  to  remove  the  child.  It  was 
of  the  common  size,  and  sound  except  on  the  head 
where  a small  part  of  the  scalp  was  in  an  incipient 
state  of  putrefaction.  There  was  no  fluid  in  the  cav- 
ity. He  did  not  attempt  to  remove  the  placenta. 
Some  pieces  were  thrown  off  at  almost  ever}-  dress- 
ing, but  it  was  upwards  of  a fortnight  before  the 
string  came  away.  Dr.  Baynham  thought  that  such 
cases  were  not  uncommon  and  went  unrecognized. 
Tragic  ruptured  ectopics  were  certainly  unrecog- 
nized or  else  did  not  occur.  I cannot  find  the  re- 
port of  a single  case.  There  was  quite  an  interest- 
ing lot  of  reports  of  abdominal  pregnancies.  Dr. 


John  A.  Cunningham  reported  the  case  of  an  old 
Xegro  cook  who  carried  a fetus  forty  years.  It  was 
finally  discharged  through  the  rectum.  Dr.  H.  G. 
Leigh  reported  a case  of  four  years’  standing.  The 
patient  died  of  heart  disease  and  at  autopsy  fetal 
bones  were  found  in  a sac  formed  by  the  omen- 
tum. Dr.  Geo.  ^^'m.  Semple  reported  a case  in 
which  the  diagnosis  of  metritis  was  made.  The  pa- 
tient passed  a uterine  cast  and  was  treated  for  worms 
(which  she  had).  The  extra-uterine  fetation  was 
diagnosed  at  autopsy.  Dr.  Hunter  McGuire  re- 
ported a case  of  missed  labor— subsequent  pregnancy. 
The  previous  tumor  then  suppurated  and  fetal  bones 
were  discharged  per  vaginam.  He  opened  the  ab- 
domen and  removed  what  was  left  of  a nine  months’ 
fetus.  The  patient  died  in  a week.  Dr.  John  Lewis 
removed  the  remains  of  a fetus  per  annum.  Dr. 
Walter  Izard  successfully  operated  upon  a case  of 
abdominal  pregnancy  of  four  years’  duration.  There 
was  a fistula  at  the  umbilicus.  Dr.  J.  R.  Godwin 
had  a case  with  fecal  fistula  at  the  navel  and  another 
fistula  two  inches  below  and  to  the  left,  through 
which  he  removed  the  fetal  bones.  The  patient  re- 
covered. Dr.  Samuel  P.  Brown  also  removed  a de- 
composed fetus  from  the  rectum.  Dr.  R.  H.  Tatum 
reported  a retained  fgtus. 

Eclampsla 

The  treatment  of  eclampsia  did  not  change  as 
quickly  and  as  much  as  it  does  today.  In  1851  Dr. 
Pollard  reported  three  cases  with  one  recover}-.  His 
treatment  consisted  of  cold  to  the  head,  blisters  to 
the  nucha,  blood  letting,  cupping,  enemata  and  pur- 
gatives. “On  the  use  of  opium  there  is  some  con- 
trariety of  opinion.”  He  made  the  suggestion  that 
chloroform  might  be  used.  If  the  convulsions  do 
not  stop,  the  uterus  should  be  emptied.  Veratrum 
viride  made  its  appearance  about  1874,  and  shortly 
afterwards  chloral  hydrate.  In  1882  accouchement 
force  was  first  mentioned.  Dr.  Charles  R.  Cullen 
reporting  a fatal  case.  He  regretted  that  he  had  no 
instrument  with  which  to  dilate  the  cervix  more 
rapidly. 

Dystocla 

Dystocia  was  most  frequently  due  to  malpositions. 
.A.  surprising  number  of  twins  with  locked  heads 
were  reported  and  several  cases  of  uterine  tumors. 
The  cervix  gave  the  Virginia  doctors  a lot  of  trou- 
ble. The  rigid  cervix  was  treated  either  medically 
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or  surgically.  Cupping  over  the  lower  spine  was 
at  one  time  the  favored  remedy.  Later  this  was  sup- 
planted by  chloral  hydrate.  For  a while  gelsemium 
had  many  users.  In  1851  Dr.  Reynale  reported  a 
case  in  which  neither  he  nor  his  consultants  could 
find  any  opening  in  the  cervix.  He  made  an  in- 
cision two  inches  long  in  the  cervix  and  labor  con- 
tinued to  a successful  conclusion.  The  outstanding 
work  in  this  field  was  done  by  Dr.  Wm.  A.  Patte- 
son.  In  1854  he  performed  what  we  now  call 
Diihrssen’s  incision.  This  was  before  Diihrssen 
was  born,  and  Dr.  Patteson  called  his  operation 
vaginal  hysterotomy.  Later  he  reported  two  other 
cases.  Dr.  William  J.  Harrison  reported  a case  that 
was  bled  twice  and  in  which  nauseants  were  fully 
tried.  He  finally  resorted  to  Dr.  Patteson’s  opera- 
tion. Dr.  William  K.  Gatewood  also  reported  a case 
of  this  operation. 

The  perineum  did  not  cause  great  concern.  Cer- 
tainly very  little  was  written  about  it.  Dr.  Hunter 
McGuire  discussed  supporting  the  perineum  during 
labor.  He  considered  it  useless  and  fraught  with 
danger.  In  1852,  Dr.  R.  M.  Taliaferro  reported 
a case  of  rigidity  of  the  soft  parts  in  which  delivery 
was  effected  after  he  had  made  a medio-lateral  in- 
cision in  the  perineum.  The  word  episiotomy  was 
first  used  five  years  later  (Am.  J.  Obst.,  11:517, 
1878).  Dr.  Taliaferro  laid  no  claim  to  originality 
but  said  that  a similar  case  had  been  reported  “in 
the  last  July  number  of  the  London  Lancet.” 

OxYTOCICS 

O.xytocics  were  popular,  judging  from  the  number 
of  articles  published.  Four  were  upon  the  prepara- 
tion of  ergot.  It  is  interesting  to  note,  in  view  of 
the  recent  work  on  ergot,  that  the  majority  of  the 
preparations  contained  the  watery  extract.  Never- 
theless, the  clinical  reports  were  not  always,  lauda- 
tory. Dr.  Parker  said  that  it  failed  to  work  in 
eight  out  of  ten  cases,  although  Dr.  Wellford  and 
others  disagreed  with  him.  The  use  of  ergot  was 
widespread.  It  was  given  by  mouth  usually,  but 
when  the  patient  was  nauseated  the  powder  was 
dusted  on  a blistered  surface.  In  a series  of  seven- 
teen primiparous  labors  reported  by  McSherry  ergot 
was  used  in  four.  In  each  there  was  a still- 
birth. He  lost  ten  babies,  not  counting  a hydro- 
cephalic, in  the  seventeen  deliveries. 

Dr.  Robert  C.  Coleman  found  quinine  to  be  a 
weaker  oxytocic  than  ergot  and  therefore  was  to  be 


preferred  in  the  first  stage  of  labor.  Dr.  Skelton 
was  of  the  same  opinion.  Dr.  Grammer,  of  Halifax, 
preferred  the  tincture  of  mistletoe  to  ergot.  He  later 
reported  a case  of  ruptured  uterus  in  labor. 

Forceps 

The  forceps  played  only  a small  part  in  Virginia 
medical  literature.  In  1856  there  is  a comment  on 
Dr.  Chatard’s  use  of  the  forceps.  Dr.  Peter  Chatard, 
of  Maryland,  in  4309  obstetrical  cases  used  the  for- 
ceps once  in  thirty  deliveries.  Commenting  upon 
his  book  of  practice  after  thirty  years.  Dr.  Chatard 
said,  “As  to  the  application  of  the  forceps  they  are 
evidently  very  numerous.  The  use  of  this  instru- 
ment might  have  been  reduced  three-fourths  but 
feeling  certain  of  not  injuring  the  children,  and 
desirous  of  abridging  the  suffering  of  the  mothers, 
I did  not  hesitate  to  make  use  of  it.”  A.  M.  Faunt- 
leroy’s  article  also  has  a very  modem  ring.  He 
quoted  statistics  from  the  Rotunda  Hospital  and 
from  Dr.  Hamilton  to  show  that  as  the  incidence 
of  forceps  operation  increased  and  the  duration  of 
labor  decreased  there  was  a proportionate  lowering 
of  fetal  and  maternal  mortality.  The  subject  was 
also  discussed  by  Dr.  E.  M.  Campbell  and  Dr. 
Thomas  J.  Moore. 

Retained  Placenta 

Retained  placenta  was  reported  seven  times,  six 
times  after  full-term  labors  and  once  after  an  abor- 
tion. According  to  Dr.  L.  Faulkner,  if  the  placenta 
cannot  be  delivered  you  had  better  leave  it  to  nature. 
“It  is  better  to  ground  arms  in  prop>er  time,  and  see 
that  nature  has  a fair  chance.”  Dr.  George  S. 
Minor  evidently  did  not  give  nature  a fair  chance, 
for  his  patient  died  on  the  13th  day  of  “irritative 
fever.”  Dr.  P.  W.  Harper  had  better  luck;  he  saw 
his  patient  twelve  hours  after  delivery.  There  was 
an  hour  glass  contraction  of  the  uterus  and  neither 
he  nor  his  consultant  could  deliver  the  placenta. 
On  the  second  day  the  patient  began  to  run  a fever 
and  on  the  fourth  began  to  expel  portions  of  the 
placenta.  On  the  tenth  day  the  last  portion  of  the 
placenta  was  expelled.  On  the  twenty-first  day  the 
patient  was  free  from  fever.  On  the  twenty-third 
day  she  developed  a phlebitis  in  the  right  thigh  and 
leg  which  yielded  in  six  days  to  purging,  bleeding 
and  external  applications  of  saturnine  solution.  The 
swelling  and  concomitant  symptoms  then  visited 
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the  left  thigh  and  leg,  but  yielded  to  the  same 
plan  of  treatment. 

Ruptured  Uterus 

Between  1859  and  1880  five  cases  of  ruptured 
uterus  were  reported  and  one  case  of  ruptured  vagina 
with  the  escape  of  the  fetus  into  the  peritoneal  cavity. 
In  one  case  it  was  stated  that  ergot  had  not  been 
used.  Dr.  Preston  described  a new  sign,  one  that 
was  first  described  by  M.  Jolly,  a sub-peritoneal 
swelling  that  appeared  either  above  the  pubes,  in 
the  groin  or  in  the  vagina.  Dr.  Fontaine’s  descrip- 
tion of  his  case  shows  us  what  a country  doctor  had 
to  contend  with.  He  found  the  patient  in  extremis. 


There  was  no  time  for  consultation,  very  little  for 
consideration.  \\’ith  the  willing  assistance  of  tw'o 
women  he  did  a craniotomy  and  finally  extracted  the 
child.  He  then  “went  after”  the  placenta  and  found 
that  partly  in  the  abdominal  cavity.  He  delivered 
it  manually.  He  then  found  a recto-vaginal  fistula. 
He  locked  up  the  bowels  for  a week  with  opium. 
The  patient  recovered  and  the  fistula  healed. 

In  conclusion,  it  is  evident  that  Virginia  doctors 
kept  abreast  of  the  times  in  practical  obstetrics. 
At  times  they  were  in  advance  of  their  time.  This 
is  especially  true  in  Cesarean  section,  episiotomy,  and 
multiple  incisions  of  the  cervix. 


ORTHOPEDIC  TREATMENT  OF  INFANTILE  PARALYSIS.* 


.•\llen  Southall  Lloyd,  M.  D., 
Norfolk,  Va. 


The  orthopedic  treatment  of  infantile  paralysis 
should  begin  when  the  diagnosis  is  made.  The  dis- 
ease may  be  divided  into  three  stages  from  an  ortho- 
pedic viewpoint:  the  acute  stage,  the  subacute  and 
chronic.  More  can  be  accomplished  by  proper  or- 
thopedic treatment  during  the  first  weeks  of  the 
acute  stage  to  prevent  and  minimize  deformities  and 
disabilities  than  can  be  done  in  months  or  years  if 
orthopedic  treatment  is  deferred  until  the  chronic 
stage. 

In  an  infantile  paralysis  epidemic  in  New  York, 
I have  seen  apparently  completely  paralyzed  chil- 
dren with  nothing  but  the  ability  to  breathe  and 
swallow  (that  is,  with  paralysis  of  all  the  extremi- 
ties, the  back  and  the  abdomen,  which  does  not  re- 
fer to  the  bulbar  form  of  the  disease),  and  several 
of  the  children  regained  a remarkable  degree  of 
function  of  the  paralyzed  muscles,  simply  through 
having  the  body  and  extremities  supported  by  plas- 
ter so  as  to  remove  all  strain  from  the  paralyzed 
muscles.  At  the  end  of  a year  there  was  not  a 
single  case  that  was  treated  in  one  clinic  that  showed 
even  nearly  the  extensive  paralysis  that  was  present 
in  a number  of  the  older  cases  from  previous  epi- 
demics. This  does  not  indicate  that  the  older  cases 
had  developed  more  paralysis  as  time  went  on,  for, 
as  we  all  know,  with  proper  treatment  the  disability 

•Read  before  the  Norfolk  County  Medical  Society 
March,  1936. 


due  to  infantile  paralysis  decreases  rather  than  in- 
creases with  time.  One  of  two  conclusions  can  be 
drawn  from  this  state  of  affairs:  either  the  previous 
epidemic  had  been  more  severe,  or  else  the  patients 
in  the  previous  epidemic  had  not  had  as  efficient 
care  during  the  early  stages  as  those  during  the 
epidemic  of  1931.  I am  led  to  believe  that  the  lat- 
ter e.xplanation  is  the  true  one,  since  the  histories 
of  a number  of  the  older  cases  showed  that  they 
had  not,  at  any  time,  had  as  extensive  involvement 
as  some  of  our  more  recent  patients,  who  actually 
had  less  disability  at  the  time  of  comparison.  \ 
number  of  children  from  the  previous  epidemics  who 
had  complete  paralysis  of  one  or  more  muscle  groups 
in  the  legs,  for  instance,  stated  very  definitely  that 
there  had  never  been  any  involvement  except  of 
those  particular  muscle  groups,  and  in  not  a few 
cases  the  involvement  had  first  appeared  as  a weak- 
ness and  not  as  a paralysis.  How  can  one  reconcile 
this  with  the  previous  statement  that  the  paralysis 
gets  better  and  not  worse?  How  could  they  have 
had  weakness  at  first  and  paralysis  later?  The 
answer  is  that  with  proper  support  the  muscle 
power  increased  with  time,  and  without  that  sup- 
port the  normal  muscles  continually  stretch  the 
weakened  muscles.  For  example,  the  normal  ham- 
strings stretch  the  weakened  quadriceps  by  keeping 
the  knee  in  a flexed  position,  thus  causing  further 
weakening  of  the  quadriceps  until,  if  the  muscle  is 
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already  pretty  weak  to  begin  with,  it  can  lose  so 
much  of  its  function  that  with  time  it  is  virtually 
functionless. 

During  the  acute  stage  absolute  rest  is  essential, 
not  only  for  the  child  as  a whole,  but  also  for  the 
individual  weakened  muscle  groups.  The  w'eakened 
or  paralyzed  muscles  cannot  be  at  rest  under  the 
most  favorable  circumstances  if  they  are  constantly 
being  subjected  to  the  stretching  actions  of  opposing 
normal  muscles. 

.■\s  soon  as  the  diagnosis  is  made,  boards  should 
be  placed  between  the  springs  and  mattress  so  that 
no  sagging  of  the  mattress  occurs.  A small  flat  pil- 
low should  be  placed  beneath  the  lumbar  spine  to 
maintain  the  normal  lumbar  lordosis.  The  patient 
should  lie  on  blankets,  not  sheets,  and  should  be 
covered  by  a heat  cradle  containing  one  or  two  bulbs. 
The  extremities  should  be  kept  in  neutral  position 
before  any  particular  w'eakness  or  paralysis  occurs. 
Neutral  position  for  the  hips  is  15  degrees  flexion; 
15  degrees  abduction;  neutral  rotation;  for  the 
shoulder,  45  degrees  abduction;  neutral  rotation; 
for  the  elbow,  45  degrees  flexion;  wrist,  15  degrees 
dorsi  flexion;  forearm,  45  degrees  supination;  knee, 
10  degrees  flexion;  foot,  about  10  degrees  equinus 
and  slight  supination.  These  positions  are  main- 
tained by  pillows  and  sand  bags  during  the  febrile 
stage.  If  weakness  or  paralysis  of  any  muscle 
group  occurs  during  the  febrile  stage,  provision  is 
made  for  it  by  altering  the  position  as  indicated  and 
continuing  the  use  of  the  pillows  and  sand  bags. 
The  patient  should  lie  straight  in  bed  to  avoid  the 
probability  of  scoliosis. 

No  other  orthopedic  treatment  except  general  sup- 
portive treatment  is  used  during  the  acute  stage. 
Massage,  electrical  stimulation  and  exercise  are  ab- 
solutely contra-indicated. 

As  soon  as  the  fever  leaves,  and  regardless  of  the 
muscle  tenderness,  plaster  or  other  splints  are  ap- 
plied in  such  positions  as  will  allow  the  paralyzed 
muscle  groups  to  relax.  Sometimes  the  whole  pa- 
tient is  immobilized  in  a plaster  shell  from  head  to 
toes. 

All  parts  of  the  patient  that  are  not  covered  by 
casts  are  protected  with  warm  woolen  clothing — 
when  metal  splints  are  used  in  the  place  of  casts, 
the  splints  are  applied  over  the  woolen  underwear. 
Where  it  is  possible,  warm  salt  baths  in  a pool  or 
a large  tub  at  temperature  of  92  to  94  degrees  are 


used,  but  the  baths  must  be  given  by  trained  per- 
sonnel, for  weakened  muscles  can  be  damaged  easily 
by  injudicious  handling.  Sometimes  the  entire  pa- 
tient is  fastened  to  a large  board  and  lowered  into 
the  water  where  gentle  active  and  passive  move- 
ments are  performed. 

Where  the  baths  are  not  available  one  can  use 
a powdered  board  which  overcomes  the  effect  of 
gravity.  The  whole  patient  is  warmed  under  a 
cradle  before  the  exercise  is  given,  and  the  work 
should  be  done  in  a very  warm  room. 

Splints  should  be  worn  at  all  times  while  the 
patient  is  in  bed,  and  when  he  gets  up  he  should  be 
properly  braced  in  the  daytime  and  have  night 
splints  for  wear  at  night 

The  methods  of  testing  for  weakened  or  para- 
lyzed muscles  are,  first,  observation,  and,  second, 
pricking  with  pins.  The  volume  of  cases  in  any 
epidemic  is  too  great  to  allow  testing  muscle  groups 
by  means  of  electric  current,  although  in  the  in- 
dividual case  this  method  can  be  used  to  advantage 
later  on  in  order  to  get  a more  definite  idea  as  to 
the  progress. 

During  the  subacute  stage,  which,  for  conveni- 
ence, can  be  said  to  begin  about  three  months  after 
the  onset  of  the  disease,  physiotherapy  is  indicated. 
This  takes  many  forms  and  the  vigor  with  which 
the  various  procedures  are  carried  out  depends  on 
the  progress  of  the  individual  case  as  is  evidenced 
by  increasing  or  decreasing  strength  in  the  involved 
muscle  groups.  Certain  procedures  which  are  used 
in  the  later  part  of  the  acute  stage  are  continued 
during  the  subacute  stage.  Assisted  active  exercises 
either  on  a powdered  board  or  under  water;  gentle 
sinusoidal  stimulation  and  massage ; and  gentle  pas- 
sive motion  painlessly  performed  are  the  most  valu- 
able of  the  measures. 

The  chronic  stage  can  be  said  to  begin  when 
further  improvement  is  not  obtained  by  physio- 
therapy. Although  one  cannot  expect  much  im- 
provement after  two  and  one-half  years  have  elapsed 
since  the  onset  of  the  disease,  there  are  individual 
cases  which  continue  to  show  definite  improvement, 
and,  as  long  as  this  is  the  case,  physiotherapeutic 
measures  should  be  continued. 

In  general,  one  can  say  that  the  chronic  stage, 
or  the  stage  of  residual  paralysis,  begins  about  two 
and  one-half  years  after  the  onset  of  the  disease.  It 
is  during  this  stage  that  one  must  consider  surgical 
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procedures  designed  to  overcome  the  disabilities  oc- 
casioned by  the  paralysis.  If  the  patient  has  re- 
ceived the  proper  treatment  there  will  be  no  deformi- 
ties except  shortening  or  reduction  in  circumference 
of  an  extremity.  Unfortunately,  we  are  unable  at 
present  to  offer  much  in  the  way  of  attack  on  the 
loss  in  circumference  of  an  extremity.  For  the  short- 
ening of  an  extremity  we  have  four  possible  proce- 
dures. In  the  growing  child  we  can  use  the  Fergu- 
son operation  which  speeds  up  the  growth  of  the 
shortened  extremity,  or  the  Phemister  operation 
which  stops  the  growth  of  the  good  extremity.  Af- 
ter growth  has  ceased,  we  can  do  either  a bone 
lengthening,  such  as  an  Abbot  operation,  or  one  of 
its  modifications,  or  we  can  shorten  the  good  ex- 
tremity. In  joints  that  are  completely  flail  we  can 
perform  fusions.  In  certain  instances,  we  can  trans- 
plant good  muscles  to  take  the  place  of  paralyzed 
ones  or  we  can  combine  these  two  procedures.  For 
instance,  if  the  dorsal  flexors  of  the  foot  are  very 
weak,  we  can  give  the  tibialis  anticus  and  the  pero- 
neals  added  mechanical  advantage  by  transplanting 
them  to  the  dorsum  of  the  foot  and  at  the  same 


time  do  a fusion  of  the  talo-calcaneo-astragalo- 
scaphoid  and  calcaneo-cuboid  joints.  Bisgard  has 
reported  an  operation  where  he  transplants  a por- 
tion of  the  gluteus  maximus  to  take  the  place  of  the 
paral}zed  gluteus  medius  and  operations  have  been 
devised  to  transplant  the  sacro-spinalis  to  take  the 
place  of  the  paralyzed  gluteus  maximus.  Steindler 
does  a transplant  of  the  flexors  of  the  fingers  to  en- 
able them  to  flex  the  elbow  as  well  as  the  fingers, 
converting  an  apparently  useless  extremity  into  a 
very  useful  one.  In  cases  where,  due  to  inadequate 
orthopedic  treatment,  deformities  have  occurred,  they 
can  be  corrected  by  teno-plasties,  capsulotomies  or 
osteotomies.  In  cases  where  the  muscles  of  the  back 
are  paralyzed,  one  has  the  choice  between  braces  or 
operative  fusion  of  the  spine. 

This  is  simply  an  outline  of  the  orthopedic  ap- 
proach to  the  problem  of  infantile  paralysis,  but  it 
is  hoped  that  the  features  of  interest  to  the  mem- 
bers of  this  Society  have  been  covered  as  well  as 
can  be  in  the  time  available. 

Wainwright  Building. 


THE  HOSPITAL  AND  THE  ORGANIZED  MEDICAL  PROFESSION.* 


Homer  F.  Sanger 

Council  on  Medical  Education  and  Hospitals,  American  Medical  Association, 

Chicago,  111. 


To  one  whose  ancestors  were  all  Virginians  and 
who  regards  himself  more  as  a Virginian  than 
anything  else;  whose  father  was  born  in  Rocking- 
ham County  and  mother  in  Botetourt  County,  being 
here  is  a great  personal  privilege.  It  is  getting  back 
home. 

But  we  have  been  asked  to  consider  together  the 
ties  that  bind  us  as  medical  people  and  as  hospital 
people  into  the  one  great  united  effort  to  make 
funerals  come  farther  apart.  Your  own  convention 
is  the  best  example  of  that  unity,  cooperation  and 
mutuality  by  which  we  all  strive  toward  a common 
goal.  In  the  formation  of  a national  federacy  of 
all  medical  organizations  eighty-nine  years  ago, 
Virginia  and  Carolina  were  to  be  found  right  in  the 
front  rank.  There  w^ere  then  in  the  United  States 
over  eighty  recognized  medical  societies — all  good 

•Read  before  the  Tri-State  Hospital  Association  at 
Old  Point  Comfort,  Va.,  April  16,  1936. 


but  each  working  separately.  Without  a central  head 
through  which  to  express  themselves,  they  were  like 
eighty  blind  men  all  trying  to  thread  the  same 
needle,  in  the  dark. 

.Umong  the  societies  represented  were  Medical  So- 
ciety of  Virginia,  -Medical  Convention  of  Virginia, 
Petersburg  Medical  Faculty,  Medical  Society  of 
Fredericksburg,  Loudoun  County  Medical  Society, 
Norfolk  IMedical  Society,  University  of  Virginia, 
Ohio  County  Medical  Society,  Winchester  Medical 
College;  IMedical  Society  of  South  Carolina,  Med- 
ical College  of  the  State  of  South  Carolina. 

The  roll  call  of  doctors  in  attendance  from  those 
states  included  such  names  as  Haxall,  Patteson, 
Mills,  Marx,  Conway,  Cullen,  Wellford,  McGuire, 
Cabell,  Peebles,  Houston,  Massie,  Selden,  Corbin, 
Trigg,  Broocks,  Johnson,  Carmichael,  Magill,  Up- 
shur, Howard,  Bates,  Mcllhenny,  Randolph,  James 
Moultrie,  Jervey,  Fife,  Gaillard  and  Barker. 
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Looking  back  to  1847  at  the  convention  of  268 
doctor  delegates  from  those  eighty  organizations  our 
imaginations  give  us  a picture  of  quaint  dress, 
oratory,  horses  and  buggies;  but  great  earnestness 
of  purpose.  Wonder  what  they  talked  about?  Well, 
as  a matter  of  fact,  we  have  the  full  proceedings, 
including  copies  of  the  speeches  and  papers.  The 
subject  of  anesthesia  was  discussed  at  length.  “Pro- 
fessor ^loultrie,  of  South  Carolina,”  so  the  record 
goes,  “reports  the  use  of  chloroform  in  one  in- 
stance.” He  goes  on  to  say,  “This  was  in  a case 
of  twins,  the  second  child  requiring  manual  assist- 
ance, in  a patient  who  resisted  with  brute  ignorance 
every  effort  to  afford  her  aid,  even  the  administra- 
tion of  chloroform.  The  result  has  been  quite  happy. 
The  presentation  was  the  forehead  and  the  foot. 
During  the  period  of  insensibility,  and  after  re- 
peated failures  before,  the  foot  was  restored  and  the 
head  assuming  the  rightful  position,  the  labour 
eventuated  naturally.” 

Other  subjects  for  equally  earnest  discussion  were 
tuberculosis,  rheumatism,  cancer,  neuritis,  pneu- 
monia, contagious  and  infectious  diseases,  typhoid 
and  laryngitis. 

But  they  were  mainly  concerned  about  how  to 
meet  great  issues  of  national  scope.  A committee 
reported  a complete  code  of  medical  and  hospital 
ethics.  Another  committee  reported  a list  of  causes 
of  death  which  was  suggested  as  a start  toward  a 
nomenclature  of  diseases. 

This  statement  from  the  proceedings  of  the  Con- 
vention has  a familiar  ring: 

“The  very  large  number  of  physicians  in  the 
United  States,  a number  far  larger  in  proportion 
to  its  population  than  in  any  other  country  perhaps 
of  which  we  have  a correct  knowledge,  has  fre- 
quently been  the  subject  of  remark.  To  relieve  the 
diseases  of  something  more  than  twenty  millions 
of  people,  we  have  an  army  of  doctors  amounting 
by  a recent  computation  to  forty  thousand,  which 
allows  one  to  about  every  five  hundred  inhabitants. 
And  if  we  add  to  the  40,000  the  long  list  of  irregu- 
lar practitioners  who  swarm  like  locusts  in  ever}- 
part  of  the  country,  the  proportion  of  patients  will 
be  still  further  reduced.  No  wonder,  then,  that  the 
profession  of  medicine  has  measurably  ceased  to  oc- 
cupy the  elevated  position  which  once  it  did;  no 
wonder  that  the  merest  pittance  in  the  w’ay  of  remu- 
neration is  scantily  doled  out  even  to  the  most  in- 
dustrious in  our  ranks,- — and  no  wonder  that  the 


intention,  at  one  time  correct  and  honest,  will  oc- 
casionally succumb  to  the  cravings  of  a hard  neces- 
sity. The  evil  must  be  corrected.”  Proceedings  of 
the  National  Medical  Convention,  Philadelphia, 
May,  1847,  pp.  70  and  71. 

Another  great  subject  was  the  care  of  the  indigent. 
They  also  talked  about  maternity  welfare  and  they 
directed  a survey  in  that  field.  There  is  quite  an 
interesting  discussion  of  the  tendency  of  physicians 
to  go  to  the  towns  and  cities,  and  there  was  con- 
cern, also,  lest  there  should  be  too  few  doctors  in  the 
country. 

The  convention  of  1848  (Baltimore)  also  united 
in  a formal  protest  to  the  United  States  Govern- 
ment against  the  importation  of  worthless  and  harm- 
ful drugs,  a flood  of  which  was  being  foisted  upon 
this  countr}",  there  being  no  central  organization  to 
investigate  these  drugs  and  to  expose  their  vicious- 
ness and  to  educate  the  people  against  them. 

Also,  a delegation  was  sent  to  bear  good  will 
to  the  British  IMedical  Association  which,  by  the 
way,  was  a similar  federation  of  medical  organiza- 
tions and  which  was  then  just  fifteen  years  old. 
It  was  customary  at  tliose  conventions  to  adjourn 
discussions  for  ten  minutes  in  order  that  each  of 
the  delegates  might  contribute  three  or  five  dollars 
which  he  was  assessed,  to  defray  the  expense  of  the 
convention. 

The  committee  which,  according  to  all  records, 
represented  the  most  urgent  concern  of  all,  and 
which  was  itself  the  object  of  their  uniting  in  a 
federacy  was  the  Committee  on  Medical  Education 
— the  forerunner  of  the  Council  on  Medical  Edu- 
cation and  Hospitals — and,  by  the  way,  three  mem- 
bers of  this  committee  were  Drs.  Haxall  and  Cullen, 
of  Richmond,  and  Dr.  S.  A.  Patteson,  of  Man- 
chester, Virginia.  In  the  report  of  the  Committee, 
read  by  Dr.  Well  ford,  of  Fredericksburg,  Va.,  the 
first  three  resolutions  had  to  do  with  hospitals : 

1.  Resolved,  That  this  Association  considers 
defective  and  erroneous  every  system  of  medical  in- 
struction which  does  not  rest  on  the  basis  of  prac- 
tical demonstration  and  clinical  teaching;  and  that 
it  is,  therefore,  the  duty  of  the  medical  schools  to 
resort  to  every  honourable  means  to  obtain  access 
for  their  students  to  the  wards  of  a well-regulated 
hospital. 

2.  Resolved,  Therefore,  that  this  Association  ear- 
nestly and  respectfully  appeals  to  the  trustees  of  hos- 
pitals to  open  their  wards  for  the  purpose  of  clinical 
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instruction,  satisfied  that  they  will  thereby  more 
efficiently  aid  the  cause  of  humanity,  and  more  per- 
fectly accomplish  the  benevolent  intentions  of  the 
founders  of  the  charity. 

3.  Resolved,  That  the  practice  of  appointing 
physicians  and  surgeons  to  the  charge  of  a hospital 
on  political  or  other  grounds  than  those  of  profes- 
sional and  moral  worth,  is  inconsistent  with  the  wel- 
fare of  its  inmates  and,  of  consequence,  inhumane 
and  unjust,  subversive  of  the  objects  of  its  founders, 
and  incompatible  with  a conscientious  appreciation 
of  the  high  responsibilities  devolved  on  the  appoint- 
ing power. 

The  then  new  American  Medical  Association  was 
to  correlate  all  the  constituent  medical  societies  in 
solving  their  common  problems.  It  became  a cen- 
tral clearing  house  also  necessary  because  all  states 
had  different  laws. 

In  1873  the  Proceedings  of  the  Association  pub- 
lished the  results  of  a survey  of  hospitals  including 
a list  of  those  existing  then.  In  the  same  year,  the 
Judicial  Council  to  deal  with  questions  of  ethics  was 
organized. 

.\s  rapidly  as  required,  certain  of  the  committees 
were  changed  into  permanent  councils  with  offices 
at  the  headquarters  and  with  equipment  and  funds 
and  personnel  with  which  to  carry  on. 

The  Journal,  established  in  1883,  has  been 
printed  every  week  since,  and  on  the  .Association’s 
own  presses  for  forty-two  years.  The  nine  special 
journals  were  established  between  1909  and  1929. 

One  thing  the  nation  and  the  profession  had  to 
have  was  a central,  authentic  record  of  every  per- 
son qualified  to  practice  medicine.  The  .Associa- 
tion’s answer  was  the  .American  Medical  Director}-, 
the  first  issue  of  which  was  published  in  1906. 

The  Committee  on  Medical  Education  became  the 
Council  on  Aledical  Education  in  1904  and  at  once 
began  its  work  for  medical  schools,  resulting  in  the 
elevation  to  standards  equal  to  the  best  found  in 
any  civilized  co-untr}-. 

The  Council  on  Pharmacy  and  Chemistr}-  was  or- 
ganized in  1905;  it  investigates  and  reports  on  prod- 
ucts offered  for  sale  to  physicians  and  hospitals. 

In  rapid  succession  and  in  response  to  needs  came 
the  Bureau  of  Investigation  for  the  exposure  of 
frauds  and  cjuackery,  the  Council  on  Health  and 
Public  Instruction,  and  the  Library  which  now  pre- 
pares the  Quarterly  Cumulative  Index  Aledicus,  an 
index  to  all  significant  medical  literature  in  ever}’ 


language.  Next  came  the  Bureau  of  Legal  Medi- 
cine and  Legislation  through  which  physicians  and 
hospitals  are  kept  informed  of  proposed  legislation. 
Hygeia  was  launched  in  1923.  Two  years  later 
was  established  the  Council  on  Physical  Therapy 
to  deal  with  methods  and  appliances  in  physical 
therapy.  The  Bureau  of  Exhibits  was  established  in 
1930  and  the  Bureau  of  Medical  Economics  in  1931. 

The  services  which  are  demanded  of  the  office 
at  the  headquarters  require  a force  of  500  em- 
ployees, twenty-three  printing  presses,  and  forty- 
three  telephones.  Two  million,  two  hundred  and  one 
thousand  letters  were  sent  out  last  year — an  increase 
of  160,000  over  the  previous  year. 

Space  permits  the  mention  of  only  a few  of  the 
things  that  the  Council  on  Medical  Education  and 
Hospitals  has  done  for  hospitals. 

The  list  of  hospitals  approved  for  intern  train- 
ing has  been  helping  hospitals  and  interns  to  find 
each  other  for  twenty-two  years.  Proper  hospitals 
for  residencies  in  specialties  have  been  pointed  out 
for  ten  years.  Eor  twelve  years  the  Council  has 
been  designating  competent  clinical  pathologists,  and 
the  incompetent  are  restrained.  The  radiologists 
followed  with  a request  for  the  same  t}’pe  of  stand- 
ardization and  the  list  of  radiologists  was  prepared. 
More  recently  the  House  of  Delegates  has  asked  the 
Council  to  pass  upon  the  standards  of  the  Boards 
of  Examiners  in  all  medical  specialties,  after  the 
boards  have  been  coached  by  the  advisory  commit- 
tee, so  that  the  examination  and  certification  for 
all  specialties  might  be  done  efficiently,  thoroughly, 
and  uniformly,  and  so  that  the  persons  who  wish 
to  find  a specialist  in  the  future  will  turn  to  the 
American  Aledical  Directory  or  any  other  publica- 
tion containing  the  official  list.  Hospitals  will  also 
look  forward  to  receiving  vefy  soon  from  the  Coun- 
cil a list  of  accredited  schools  for  laborator}^  tech- 
nicians, prepared  in  cooperation  with  the  American 
Society  of  Clinical  Pathologists;  schools  for  occu- 
pational therapists,  in  cooperation  with  the  Amer- 
ican Occupational  Therapy  .Association,  and  of 
schools  of  physical  therapy  in  cooperation  with  the 
Council  on  Physical  Therapy  and  other  recognized 
agencies. 

Inquiries 

The  office  always  has  answered  courteously  ever}- 
inquiry  whether  by  letter,  telegram,  telephone,  or 
personal  intersdew;  giving  the  information  secured 
by  the  Council’s  original  surveys  or  referring  the 
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inquirer  to  other  reliable  sources  for  information 
or  assistance.  An  information  service  has  been  de- 
veloped which  answers  an  average  of  over  5,000 
hospital  inquiries  a year — inquiries  about  the  stand- 
ing of  hospitals,  physicians  and  institutions;  rela- 
tion of  the  hospital  to  the  radiologist;  pathologist; 
anesthetist;  relation  of  the  staff  to  the  board  of 
trustees. 

Letters  requesting  hospital  statistics;  help  us  fight 
irregulars  and  cultists ! Requesting  courses  in  die- 
tetics, laboratory  or  X-ray  technic;  asking  how  to 
organize  a staff,  conduct  a conference,  build  a hos- 
pital, obtain  interns,  start  a medical  librar}'. 

The  types  of  service  given  by  the  American  Hos- 
pital Association,  the  College  of  Surgeons,  and  the 
Council  on  Medical  Education  and  Hospitals  are 
mutually  supplementar\\  Our  three  offices  freely 
refer  inquiries  to  where  they  belong,  and  we  accom- 
modate each  other. 

The  Hospital  Register 

The  Hospital  Register  is  a successor  to  the  list 
of  hospitals  always  included  in  the  American  Med- 
ical Directory.  It  is  a source  book  of  information, 
authoritative  and  fairly  complete.  The  latest  census 
of  hospitals  obtained  returns  from  96  per  cent  of 
hospitals  by  number  and  99  per  cent  by  capacity. 

The  Register  gives  about  twenty  facts  concerning 
each  of  the  hospitals  listed.  By  furnishing  reliable 
information  regularly  to  practically  all  physicians, 
all  hospitals,  all  the  principal  departments  of  the 
national  and  state  governments,  American  and  for- 
eign diplomatic  representatives,  the  public  and  pri- 
vate libraries  of  this  countr}’,  publicity  is  given  to 
those  hospitals  that  are  considered  worthy.  The 
Register  prevents  hundreds  of  partial  surv'eys  and 
questionnaires  by  anticipating  the  most  of  the  in- 
formation desired  in  such  inquiries.  It  has  also 
served  to  limit  over-building  and  ruinous  compe- 
tition. 

The  Council  works  directly  under  the  House  of 
Delegates  of  the  American  Medical  Association  and 
is  responsible  directly  to  that  body.  On  the  Coun- 
cil are  men  of  good  judgment  and  experience,  in- 
terested in  the  welfare  of  hospitals  and  the  medical 
profession.  They  serve  long  terms ; they  are  reason- 
ably well  supplied  with  funds.  The  Association  al- 
lots the  Council  a budget  of  $60,000  to  $80,000 
a year,  some  $40,000  of  which  is  spent  in  the  in- 
terest of  hospitals. 


The  Council’s  work  for  hospitals  is  also  greatly 
strengthened  by  its  organic  relationship  to  the  fifty- 
three  state  medical  societies,  2,061  constituent  county 
medical  societies,  and  101,754  members  of  the 
American  Medical  Association,  of  whom  62,997  are 
fellows. 

Among  other  factors  of  distinctive  advantage  to 
the  Council  are  the  publications  of  the  Asssociation 
which  afford  the  Council  channels  through  which  to 
speak.  The  American  Medical  Directory  and  The 
Journal,  by  publishing  names  of  recognized  hos- 
pitals for  twenty-seven  years,  have  contributed  300,- 
000  free  advertisements  to  the  hospitals  of  the  United 
States.  This  publicity  is  of  the  most  valuable  kind 
because  it  is  censored,  unbought  and  unprejudiced. 
It  separates  the  sheep  from  the  goats  among  hos- 
pitals. It  encourages  the  good  ones  and  it  restrains 
the  others  even  to  the  extent  of  shaming  many  of 
them  out  of  existence.  Physicians  have  always  used 
these  lists  in  referring  their  patients  who  move  to 
other  parts  of  the  country  for  milder  climate  or  for 
other  reasons.  The  list  is  used  by  public  officials 
throughout  the  country  who  have  the  assignment  of 
patients  and  as  a guide  in  securing  for  hospitals  re- 
lief from  taxation. 

The  Inspection  Service 

The  Council’s  service  for  hospitals  has  been 
greatly  helped  by  its  staff  of  inspectors  which,  while 
only  three  in  number,  has  been  sufficient  to  visit 
around  1,500  hospitals  with  respect  to  internship, 
about  500  concerning  residencies,  631  mental  hos- 
pitals, around  500  tuberculosis  hospitals,  and  about 
500  small  hospitals  and  related  institutions.  These 
men  are  specially  qualified  young  physicians  who 
came  to  the  service  of  the  Council  with  such  medical 
preparation  and  at  such  age  that  their  proficiency 
increases  with  their  years  of  experience. 

The  Council  can  desire  nothing  more  than  a 
continuation  of  that  confidence  and  cooperation 
which  has  been  extended  to  it  by  the  entire  hospital 
field,  including  the  individual  administrators,  med- 
ical students,  interns  and  staff  members.  The  of- 
fice of  the  Council  acknowledges  its  pleasure  in  the 
splendid  help  of  a large  number  of  organizations,, 
and  especially  the  fine  cooperation  of  the  American 
College  of  Surgeons,  the  American  Hospital  Asso- 
ciation, and  the  closely  allied  Catholic  and  Protes- 
tant Hospital  Associations. 
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Of  supreme  importance  with  regard  to  hospitals 
has  been  the  fine,  faithful  response  of  hospitals  them- 
selves, their  staffs  and  other  officials. 


Organized  medicine  and  hospitals,  either  without 
the  other,  would  be  like  Hamlet  with  Hamlet  left 
out. 


ACUTE  ABDOMINAL  EMERGENCIES.— SOME  DIAGNOSTIC  AND 
THERAPEUTIC  CONSIDERATIONS.* 


J.  Stu.arx  St.aley,  M.  D., 

Marion,  Va. 


Anyone  attempting  to  bring  this  subject  yet  again 
to  the  attention  of  any  medical  group  such  as  this 
might  seem  guilty  of  a certain  bravado,  if  not  of 
actual  presumption  were  it  not  for  the  fact  that  acute 
abdominal  emergencies  constitute  such  a major  prob- 
lem in  the  practice  of  medicine,  and  that  the  mor- 
tality and  morbidity  rate  from  them  remains  dis- 
turbingly high.  This,  alone,  constitutes  an  e.xcuse 
for  reopening  this  oft-discussed,  perhaps,  thread- 
bare, subject. 

If.  in  this  discussion  we  appear  to  ignore  many 
of  the  time-honored  and  thoroughly  established 
methods  of  diagnosis  and  management  used  in  acute 
abdominal  emergencies  it  is  because  the  limitations 
of  this  paper  do  not  permit  of  an}'thing  like  an 
exhaustive  treatment  of  this  subject,  and  it  is  our 
purpose  to  emphasize  those  methods  of  diagnosis 
which  we  see  less  frequently  used,  and  to  point  out 
some  changing  concepts  of  the  management  of  these 
cases. 

One  of  the  greatest  difficulties  we  face  in  meeting 
acute  abdominal  emergencies  is  to  obtain  in  the  all 
too  brief  inteix’al  allowed  by  the  very  character  of 
the  emergency  sufficient  factual  data  to  establish  an 
accurate  diagnosis,  and  thus  determine  the  type  of 
treatment  demanded  by  the  case  before  us. 

To  expedite  the  cataloguing  of  essential  data  as 
gleaned  from  the  oftentimes  hysterical  verbosity  of 
himself  and  his  family  w’e  have  adopted  the  follow- 
ing scheme  which  we  have  found  useful  as  a general 
guide.^ 

Patient’s  Name Sex Age — 

Address  

Date  and  time  of  examination 

*Read  before  the  Southwestern  Virginia  Medical  So- 
ciety, at  Galax,  Va.,  April  2-3,  1936. 

1.  The  Early  Diagnosis  of  the  Acute  Abdomen.  Cope. 
Zachary.  Oxford  University  Press.  (Fifth  Edition.) 
1928. 


History  of  Present  Condition 
Exact  time  of  onset: 

Pain,  (al  Situation  at  first 

(b)  Character 

(c)  Pain  on  micturition 
Mode  or  onset. — Acute  or  gradual 

(d)  Has  it  shifted? 

(e)  Any  radiation? 

(f)  Affected  by  deep  inspiration. 

Vomiting.  Before — at  same  time — or  some  hours  after 
pain. 

How  often? 

Character  of  vomiting. 

Type  of  vomiting. 

Nausea. 

Bo‘u:els:  Regular  usually? 

Diarrhoea  ? 

When  last  open. 

Any  blood  in  motions. 

Menstruation.  Exact  date  of  last  period. 

Whether  last  period  -i-  or  — . 

Painful  or  not. 

Exposure  to  bite  of  any  insect. 

Past  History 

Any  serious  previous  illness?  Any  dyspnea  or  precordial 
oppression  ? 

Indigestion.  If  so,  how  long  after  meals  before  pain 
comes? 

Jaundice.  Melena.  Hematemesis. 

Hematuria.  Loss  of  weight. 

Confinements  (if  any). 

Any  histor\  of  hypertension  or  renal  disease? 

Present  Condition 

Pulse.  Blood-pressure.  Res.  Temp. 

General  .Ippearance.  Facial  expression. 

Abdomen:  Pain.  Tenderness.  Cutaneous.  Rigidity 

Distension.  Hyperesthesia. 

Movement  on  respiration. 

Free  fluid. 

Thigh-rotation  test. 

Tumor  or  external  hernia. 

Liver  dullness. 

Rectal  Examination. 

Chest  Examination. 

Spine.  Knee-jerks.  Pupils. 

Urine.  Blood.  Pus.  Albumin.  Sugar. 

Vaginal  Discharge. 

Bimanual  Examination. 

When  we  consider  the  age  incidence  of  the  va- 
rious conditions  giving  rise  to  an  “acute  abdomen” 
we  receive  immediate  help.  Acute  intussusception 
occurs  generally  in  infants  under  two  years  of  age. 
Obstruction  of  the  large  bowel  by  a cancerous  gro^\th 
or  stricture  is  rarely  seen  before  thirty  or  forty,  but 
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is  the  commonest  cause  of  intestinal  obstruction  in 
persons  over  forty  years  of  age.  Acute  pancreatitis 
is  almost  never  seen  in  those  who  have  not  reached 
middle  age.  Perforated  gastric  ulcer  is  a great 
rarity  under  the  ’teen  age  group.  Of  course,  the 
acute  pelvic  infections  and  derangements  of  the 
developing  ovum  occur  only  in  those  women  between 
the  limits  of  the  child-bearing  period.  Acute  ap- 
pendicitis, acute  cholecystitis  and  torsion  of  an  ova- 
rian cyst  may  be  encountered  in  children  and  adults, 
but  is  more  frequent  in  the  latter. 

Patients  suffering  from  any  one  of  the  more 
severe  acute  abdominal  emergencies  can  usually  fix 
the  exact  time  of  onset.  The  sudden  agonizing  pain 
of  a perforated  gastric  ulcer  or  an  acute  pancreatitis 
— frequently  waking  the  sufferer  out  of  a sound 
sleep — admits  of  little  question  as  to  the  exact  time 
and  mode  of  onset.  And  the  same  thing  is  true  to 
a greater  or  lesser  degree  of  such  other  conditions 
as  acute  appendicitis  or  cholecystitis,  or  biliary  or 
renal  colic. 

It  is  important  to  determine  whether  the  condi- 
tion began  immediately  or  shortly  after  some  injury, 
since  too  often  apparently  trivial  injuries  are  fol- 
lowed by  serious  lesions.^ 

Finally,  the  old  question  as  to  whether  a mild 
“stomach-ache”  was  suddenly  turned  into  a violent 
colic  after  the  enthusiastic  though  ill-advised  ad- 
ministration of  a cathartic  is  one  which  must  always 
receive  an  answer. 

The  acuteness  of  onset  usually  is  in  direct  rela- 
tionship to  the  severity  of  the  lesion.  Of  course,  one 
must  here  take  into  consideration  the  personality  and 
psychic  condition  of  the  patient  and  wisely  mini- 
mize the  hysterical  ravings  of  some,  while  at  the 
same  time  being  not  deceived  by  the  Spartan  calm 
of  others.  The  only  two  conditions  (with  the  ex- 
ception of  severe  injuries)  which  are  likely  to  cause 
fainting  in  a man  are  (1)  perforation  of  a gastric 
or  duodenal  ulcer;  and  (2)  acute  pancreatitis.  To 
these  may  be  added  the  rupture  of  an  ectopic  gesta- 
tion in  a woman. 

Although  many  cases  of  intestinal  obstruction  are 
gradual  in  onset,  culminating  in  an  acute  crisis, 
strangulation  of  the  gut  is  accompanied  by  ver}'  acute 
symptoms  from  the  first.  The  sudden  onset  of 
severe  symptoms  accompanied  by  more  or  less  evi- 
dence of  shock  seen  in  torsion  of  the  pedicle  of  an 

2.  Traumatic  Surgery  of  the  Abdomen.  Burnett,  W. 
Emory.  The  Cyclopedia  of  Medicine.  Vol.  I,  pp.  17-28. 
F.  A.  Davis  Co.  Philadelphia  (1935). 


ovarian  cyst  or  large  uterine  fibroid  is  too  familiar 
to  warrant  description  here. 

Exact  knowledge  as  to  time  of  onset  enables  us  to 
more  accurately  estimate  the  probable  pathological 
changes  that  have  occurred  and  to  make  not  only 
a more  exact  diagnosis,  but  to  provide  a more  rea- 
sonable prognosis.  And  this  point  is  now  of  especial 
importance  since  the  publication  of  Stanton’s  statis- 
tics regarding  results  from  operation  at  various  stages 
of  appendicitis.®  He  and  Reschke^  presents  statistics 
of  American  and  German  clinics,  respectively,  which 
prove  that  the  present  high  mortality  rate  in  acute 
appendicitis  is  due  to  too  great  a number  of  opera- 
tions being  performed  between  the  third  and  the 
ninth  days  of  the  disease,  and  state  that  the  great 
improvement  in  the  number  of  early  operations  has 
been  so  offset  by  the  high  mortality  of  operation 
in  the  intermediate  period  that  there  has  been  only 
a barely  perceptible  improvement  in  the  average 
hospital  appendicitis  mortality  statistics.  By  elimi- 
nation, what  they  term  the  “intermediate  opera- 
tion” (i.  e.,  between  the  third  and  ninth  days)  the 
total  mortality  rate  in  500  cases  of  app)endicitis  op- 
erated upon  has  been  reduced  to  2.16  per  cent.  Such 
knowledge  is  also  essential  in  order  to  determine 
whether  the  apparent  well-being  of  the  patient  cor- 
responds to  the  stage  of  reaction  which  is  seen  in 
some  conditions.  It  may  save  us  from  the  fatal 
mistake  of  minimizing  the  gravity  of  the  condition 
when  we  see,  for  instance,  the  comparatively  com- 
fortable patient  whose  appendix  has  already  per- 
forated. 

The  greatest  importance  attaches  to  the  very  care- 
ful consideration  of  the  onset,  distribution,  and 
character  of  the  pain. 

Original  Situation  of  the  Pain. — When  the  peri- 
toneal cavity  is  flooded  suddenly  by,  say,  blood 
from  a ruptured  ectopic  gestation  sac,  or  pus  from 
a ruptured  pyosalpinx,  or  irritating  fluid  from  a 
perforated  gastric  ulcer,  the  pain  may  be  “felt  all 
over  the  abdomen”  from  the  beginning.  But  the 
maximum  intensity  of  the  pain  is  likely  to  be  felt 
at  the  onset  in  the  region  of  the  pathologic  condition. 
In  perforated  duodenal  ulcer,  pain  may  be  at  first 
more  acute  in  the  right  hypochondrium  and  right 
lumbar  and  iliac  regions,  owing  to  the  irritating 

3.  Acute  Appendicitis.  Stanton,  E.  MacD.  Surg., 
Gynec.  and  Obsi.,  59:738-744  (November),  1934. 

4.  The  Treatment  of  Appendiceal  Peritonitis  in  the 
Intermediary  and  Late  Stage.  Reschke,  Karl.  Beiir.  z. 
klin.  Chir.,  161:64-70  (January),  1935. 
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fluid  passing  down  chiefly  on  the  right  side  of  the 
abdomen. 

Pain  arising  from  small  intestines  is  always  felt 
first  and  chiefly  in  the  epigastric  and  umbilical  areas 
of  the  abdomen,  and  since  the  appendicular  nerves 
are  derived  from  the  same  source  as  are  those  of  the 
small  intestines  it  is  not  surprising  that  the  pain 
at  the  onset  of  an  attack  of  appendicitis  is  usually 
felt  in  the  same  area. 

The  pain  of  large  bowel  affections  is  more  com- 
monly felt  at  first  in  the  hypogastrium,  or,  when 
the  meso-cecum  or  meso-colon  is  very  short  or  absent, 
at  the  actual  site  of  the  lesion. 

From  the  above  remarks  we  can  also  appreciate 
the  importance  of  determining  the  shifting  or  final 
localization  of  pain. 

The  character  of  the  pain  is  hard  to  elicit  from 
some  patients,  but  is  important.  The  excruciating 
agony  of  an  acute  pancreatitis;  the  sharp,  constrict- 
ing breath-taking  pain  of  biliary  colic;  the  general- 
ized abdominal  burning  of  a perforated  gastric  ulcer; 
the  griping  pain  of  intestinal  obstruction,  or  the 
dull,  fixed  pain  of  a pyonephrosis  each  may  be  suf- 
ficiently distinctiv^e  in  certain  cases  to  tell  the  story 
■of  the  illness. 

Radiation  of  the  pain  is  specially  helpful  in  tht 
■colics,  in  which  pain  radiates  to  the  area  of  dis- 
tribution of  the  nerves  coming  from  that  segment 
of  the  spinal  cord  which  supplies  the  affected  part. 
Ill  us  in  renal  colic  the  pain  frequently  radiates 
around  and  down  into  the  testis  or  labium  of  the 
same  side,  whereas  the  pain  of  biliary  colic  is  often 
referred  to  the  region  at  the  angle  of  the  right 
scapula  and  to  the  right  supraclavicular  region. 

Is  the  pain  affected  by  respiration  ? Pleuritic  pain 
is  usually  increased  on  deep  inspiration  and  re- 
lieved by  momentary  cessation  of  respiration.  x'\ny 
intra-abdominal  condition  which  irritates  or  makes 
unusual  pressure  against  the  diaphragm  causes  in- 
creased pain  with  respiration. 

Special  varieties  of  pain,  e.  g.,  that  on  micturi- 
tion, are  of  importance.  This  particular  one  may 
be  caused  not  only  by  the  urinary'  conditions,  pye- 
litis, urinary  stone  or  acute  hydronephrosis,  but  also 
by  a pelvic  abscess  lying  close  to  the  bladder  or 
by  an  inflamed  appendix  which  irritates  the  right 
ureter,  or  even  by  impingement  up)on  the  bladder  of 
a pelvic  tumor. 

Vomiting  in  acute  abdominal  lesions  is  almost 
always  due  to  one  or  more  of  the  three  causes : 


( 1 ) Severe  irritation  of  the  ner\'es  of  the  mesen- 
tery or  peritoneum,  e.  g.,  following  perforation  of  a 
gastric  ulcer  or  gangrenous  appendix,  or  following 
torsion  of  an  ovarian  cyst. 

( 2 ) Obstruction  of  an  involuntary  muscular  tube. 

(3)  The  action  of  toxins  upon  the  medullary- 
centres,  e.  g.,  cases  of  septic  peritonitis,  or  in  the 
toxemias  of  certain  medical  conditions  which  simu- 
late the  acute  abdomen — uremia,  diabetes,  etc. 

The  relationship  of  the  pain  to  the  vomiting  is 
highly  important.  In  appendicitis  pain  almost  al- 
ways precedes  the  vomiting  by  three  or  four  hours, 
whereas  in  sudden  severe  stimulation  of  the  peri- 
toneum or  mesentery  vomiting  is  early.  It  also  oc- 
curs early  and  almost  simultaneously  with  the  pain 
in  obstruction  of  any  of  the  smooth  muscle  tubes. 

The  frequency  of  the  vomiting  usually  varies 
directly  as  the  acuteness  of  the  condition.  Here, 
we  may  observe  that  the  overwhelming  concern  with 
which  the  average  layman  usually  regards  the  symp- 
toms of  vomiting  is  abundantly  justified. 

Nausea  and  loss  of  appetite  are  sometimes  en- 
countered in  people  who  do  not  vomit  easily.  If 
they  are  acute  in  character  they  should  be  regarded 
with  the  same  distrust  as  vomiting. 

In  any  history  one  will  obviously  inquire  into  the 
condition  of  the  bowels.  If  we  do  not,  the  patient 
will  usually  tell  us  anyway. 

Inquiry  into  the  menstrual  history  is  always  de- 
manded by  the  woman  presenting  herself  with  an 
acute  abdominal  emergency. 

The  determination  of  a possible  insect  bite  is 
certainly  of  more  than  academic  interest  to  that 
member  of  our  society  who  suffered  the  acute  ab- 
dominal pangs  following  the  bite  of  a black  widow 
spider.  And,  since  cases  of  this  nature  have  been 
subjected  to  laparotomy,  it  behooves  us  to  be  on  our 
guard  against  adding  surgical  insult  to  an  already 
dangeriously  ill  patient. 

The  value  of  the  past  history  in  abdominal  cases, 
especially  the  importance  of  previous  attacks  of 
“indigestion,”  typhoid  fever,  peritonitis,  appendicitis 
or  pneumonia,  of  jaundice,  hematemesis,  hematuria, 
and  other  conditions  need  only  be  mentioned  here. 

The  Physical  Examination. — We  shall  not  discuss 
the  usual  procedure  in  making  the  physical  exami- 
nation in  such  cases,  but  shall  content  ourselves 
with  seeking  to  emphasize  certain  methods  which 
have  proven  useful  in  our  hands  and  which  we  do 
not  see  commonly  employed. 
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I would  especially  emphasize  the  more  careful 
and  general  use  of  simple  inspection.  Doubtless 
many  of  us  will  recall  off-hand  how  frequently  we 
have  left  the  home  of  a patient  who  was  suffering 
from  some  acute  abdominal  emergency  without  hav- 
ing in  our  minds  any  well-defined  picture  of  the 
general  appearance  of  that  patient.  We  focused  our 
attention  so  completely  and  immediately  on  the 
region  between  the  thorax  and  the  pelvis  that  we 
completely  forgot  to  look  at  the  individual.  Or, 
perhaps,  we  have  been  chagrined  to  arrive  at  hos- 
pital with  a patient  for  laparotomy  who,  when 
stripped  for  bed,  immediately  presents  obvious  signs 
of  a condition  outside  the  abdomen  causing  the 
symptoms.  I have  seen  marked  opisthotonos  and 
an  easily  visible  goitre  completely  over-looked  be- 
cause the  patient  was  examined  in  a dimly-lighted 
room  and  the  throat  not  bared.  Laparotomy  was 
contemplated  where  the  condition  proved  to  be  a 
thyroid  crisis. 

Such  gross  errors  seem  fantastic  but  they  hap- 
pen with  sufficient  frequency  to  serve  as  warnings 
to  us  all.  I must  admit  my  own  tendency  to  them. 

Looking  at  the  tongue  seems  to  have  become  al- 
most a lost  art  of  medicine,  and  yet  it  might  warn 
us  of  the  imminence  of  one  of  the  exanthematous 
diseases  which,  in  children,  are  not  infrequently  apt 
to  simulate  one  of  the  acute  abdominal  conditions. 
And  certainly  the  very  dry  tongue  of  uremia,  heavily 
covered  with  a brownish  fur  with  sordes  on  the 
teeth  ought  to  keep  us  from  a diagnosis  of  intestinal 
obstruction  which  it  so  often  simulates.  Here  it 
might  be  wise  to  pause  long  enough  to  emphasize 
that  in  cases  of  renal  failure  short  of  true  uremia, 
there  may  be  adynamic  ileus,  as  pointed  out  by 
Wakefield  and  Mayo,®  and  it  behooves  us  to  get  a 
blood  chemistry  determination  as  w'ell  as  urinalysis 
in  these  older  individuals  in  whom  there  is  any 
reason  to  suspect  renal  damage. 

The  pinched  features  and  dilated  alae  nasi  with 
the  accompanying  rapid,  shallow,  labored  respi- 
ration of  the  pneumonic  fjatient  should  focus  the  at- 
tention on  the  chest  rather  than  the  abdomen.  Espe- 
cially in  children  are  we  to  guard  against  inter- 
preting the  rigid  abdomen  as  due  to  some  local 
intra-abdominal  condition  without  first  determining 
whether  it  may  not  be  caused  by  some  irritation  of 
the  diaphragm. 

5.  Ileus  Associated  with  Transient  Renal  Insufficiency, 
a True  Entero-Renal  Syndrome.  Wakefield,  E.  G.,  et  al. 
J.  A.  M.  A.,  104:2235-2239.  (June  22),  1935. 


Simple  inspection  of  the  abdominal  wall  gives 
valuable  information.  In  the  case  of  a perforated 
gastric  ulcer  the  abdominal  wall  hardly  moves  at 
all  on  respiration,  while  in  appendicitis  the  hypo- 
gastric zone,  especially  on  the  right  side,  is  held 
immobile.  In  acute  pancreatitis  the  epigastric  zone, 
and  sometimes,  also,  the  lower  abdominal  wall  is 
motionless.  Indeed,  the  patient  is  apt  to  be  frozen 
into  complete  statuesque  immobility  of  the  entire 
body  from  the  agonizing  pain.  Occasionally  with 
biliary  colic  there  is  inhibition  of  the  diaphragm 
so  that  the  respiratory  movement  of  the  epigastric 
portion  of  the  abdominal  wall  is  diminished. 

The  Pulse. — Though  examination  of  the  pulse  is 
a time-honored  guide  in  the  investigation  of  all 
medical  and  surgical  conditions  and,  though  it  is 
emphasized  in  so  many  eminent  WTitings,  it  has, 
for  my  part,  proven  too  fickle  and  optimistic  a 
friend  to  permit  of  much  confidence  in  its  guidance 
either  in  diagnosis  or  prognosis. 

Temperature. — The  temperature  may  be  sub- 
normal, normal,  or  raised,  or  all  three  may  be 
recorded  at  different  times  in  any  case  of  acute 
abdominal  disease.  An  oral  temperature  as  low 
as  95  or  96  degrees  F;  is  often  recorded  at  the 
onset  of  an  attack  caused  by  acute  pancreatitis, 
acute  intestinal  strangulation,  perforated  gastric 
ulcer,  or  severe  intra-peritoneal  hemorrhage. 

In  the  beginning  of  an  acute  attack  of  appendicitis 
the  temperature  is  usually  normal,  but  within  a 
few  hours  it  generally  rises  steadily  to  about  100 
or  101  degrees  F.  The  temperature  is  more  apt  to 
fail  to  rise  with  the  progress  of  the  pathologic 
process  in  already  seriously  debilitated  patients  than 
in  those  who  were  previously  well.  When  perfora- 
tion occurs,  the  temperature  usually  goes  a little 
higher  unless  shock  or  the  absorption  of  depressing 
toxins  brings  it  down  to  normal  or  even  sub-normal. 

A normal  temperature  is  often  seen  in  the  re- 
action stage  of  a ruptured  gastric  ulcer. 

“If  any  patient  with  abdominal  pain  is  found  to 
have  a temperature  of  104  or  105  degrees  F.  at  the 
onset  of  illness,  the  thorax  or  the  kidney  is  very 
likely  the  seat  of  the  disease.”  This  dictum  of 
Cope’s^  is  one  which  has  probably  received  abund- 
ant support  from  the  experience  of  every  practitioner. 

I have  not  taken  time  to  discuss  the  importance 
of  fingers  on  the  abdomen,  but  I am  going  to  pause 
long  enough  to  e.xtol  the  virtue  of  a finger  in  the 
rectum.  This,  I believe,  is  one  of  the  most  neg- 
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lected  means  of  obtaining  information  regarding 
acute  abdominal  emergencies.  The  reason  for  it  is 
obvious,  but  if,  as  they  tell  me,  older  practitioners 
in  the  days  before  laboratory  facilities  were  avail- 
able, frequently  tasted  the  urine  of  their  patients 
whom  they  suspected  of  having  diabetes,  surely  we 
can  bring  ourselves  to  soil  a digit,  if  need  be,  for 
the  good  of  our  abdominal  cases.  When  we  con- 
sider that  this  method  of  investigation  requires  no 
special  equipment  except  a finger  cot  or  rubber 
glove  for  its  accomplishment,  that  it  is  not  hard  on 
the  patient,  and  that  it  is  highly  informative,  we 
will  surely  not  continue  to  avoid  its  use.  The  well 
lubricated,  glove  finger  is  passed  well  up  into  the 
canal.  One  immediately  notes  the  presence  of  any 
masses,  or  loss  of  sphincter  control  which  may  in- 
dicate tabes  or  other  central  nervous  system  involve- 
ment. Forwards  in  the  male  one  can  detect  an  en- 
larged prostate,  a distended  bladder,  or  disease  of 
the  seminal  vesicles.  In  the  female  one  can  pal- 
pate swellings  in  the  pouch  of  Douglas,  enlarge- 
ments and  displacements  of  the  uterus.  By  passing 
the  finger  well  up  the  canal  impingement  upon  its 
lumen  by  tumor  or  stricture,  or  ballooning  of  the 
canal  below  an  obstruction  can  be  ascertained.  The 
apex  of  an  intussusception  might  be  felt,  though  I 
have  never  encountered  one. 

It  is  especially  important  to  test  for  tenderness 
on  pressure  against  the  pelvic  peritoneum.  A semi- 
soft  or  fluctuant  mass  of  a pelvic  abscess  against 
the  anterior  rectal  wall  can  readily  be  detected. 

Laterally,  one  may  be  able  to  elicit  tenderness 
due  to  an  inflamed  appendix  or  a small  abscess  on 
the  lateral  wall  of  the  pelvis.  I recall  one  case  of 
an  obviously  acutely  ill  child  who  presented  nothing 
unusual  in  either  the  history  of  physical  examination 
except  a story  of  very  painful  micturition  for  sev- 
eral hours  and  definite,  agonizing  tenderness  on  rec- 
tal palpation  of  the  lateral  pelvic  wall.  Urinalysis 
was  negative.  Operation  showed  an  acutely  inflamed 
and  perforated  appendix  lying  downward  over  the 
brim  of  the  pelvis  with  infectious  material  draining 
downward  over  the  bladder.  The  unusually  intelli- 
gent mother  had  neglected  to  call  a physican  be- 
cause of  the  absence  of  any  abdominal  pain  together 
with  the  fact  that  the  little  girl  had  suffered  from 
fairly  frequent  attacks  of  pyelitis  in  the  past. 

Posteriorly,  one  may  determine  the  presence  of 


any  mass  on  the  pyriformis  muscle  or  in  the  hollow 
of  the  sacrum. 

Upon  withdrawal,  the  finger  should  be  examined 
for  the  presence  on  it  of  blood,  pus  or  mucus. 

Vaginal  examination,  which  gives  comparable  in- 
formation, is,  it  seems,  more  generally  used  though 
still  too  woefully  neglected  in  many  cases  where  it 
might  throw  light  on  persistently  obscure  symptoms. 

Auscultation  is  used,  I believe,  much  too  infre- 
quently in  abdominal  examination.  Certainly  it 
gives  information  which  can  be  gained  in  no  other 
way.  The  loud,  stormy,  reverberating  peristaltic 
sounds  above  the  point  of  obstruction  of  an  acute 
djTiamic  ileus  and  the  absence  of  such  sounds  below 
this  point  is  oftentimes  sufficiently  distinctive  to 
establish  the  diagnosis.  In  all  types  of  adynamic 
ileus  there  is  marked  diminution  or  complete  ab- 
sence of  the  peristaltic  rush,  depending  upon  the 
severity  of  the  condition.  When  we  pause  to  con- 
sider that  the  former  type  of  obstruction  demands 
the  most  immediate  use  of  radical  surgery,  whereas 
the  latter  (or  adynamic  type)  usually  calls  for  more 
conservative  measures,  such  as  decompression  with 
indwelling  intestinal  and  rectal  suction  catheters, 
administration  of  fluids  and  the  application  of  heat 
over  the  abdomen,  we  are  more  impressed  with  the 
value  of  a method  which  gives  any  aid  in  establish- 
ing the  differental  diagnosis.  Metallic  tinkling  heard 
on  auscultation  is  diagnostic  of  complete  mechanical 
ileus.  Flaxman®  emphasizes  the  importance  of  these 
points  and  calls  attention  to  the  teaching  that  one 
should  listen  with  the  stethoscope  over  each  abdom- 
inal quadrant  for  at  least  three  minutes  in  all 
suspected  cases  of  ileus,  in  an  attempt  to  deter- 
mine whether  the  ileus  is  paralytic,  mechanical, 
non-surgical  or  operative. 

Any  acute  gastro-enteritis,  especially  if  due  to  poi- 
soning with  the  hea\w  metals,  with  repeated  vomit- 
ing and  frequent  watery  stools  so  characteristic  in 
such  cases,  must  have  verj'  active  peristaltic  sounds. 
On  the  other  hand,  in  acute  pancreatitis,  perfora- 
tive peritonitis,  or  copious  peritoneal  hemorrhage, 
one  should  find  a practically  silent  abdomen. 

I venture  to  suggest  that  if  the  dictum,  “Don’t 
use  the  knife  until  after  you  have  used  the  stetho- 
scope,” were  more  generally  regarded,  there  might 
be  a fewer  occasions  to  revert  to  the  older  dogma, — 
“When  in  doubt,  operate.” 

6.  Auscultation  of  Abdomen.  Flaxman,  N.  J.  A.  M. 

A.,  105:384,  August  3.  1935. 
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There  are  four  special  procedures  which  I have 
seldom  seen  used  but  which  have  proven  so  very 
helpful  to  me  in  doubtful  cases  that  I am  going 
to  describe  them  in  some  detail.  The  first  two  are 
taken  from  Cope.^  One  depends  upon  the  determi- 
nation of  rigidity  of  the  ilio-psoas  muscle.  It  is 
performed  by  putting  the  patient  on  the  opposite 
side  and  extending  the  thigh  on  the  affected  side  to 
the  full  extent.  Pain  will  be  caused  if  the  psoas  be 
rigid  from  either  reflex  or  direct  irritation.  It  is 
especially  of  value  in  appendicitis  and  infections  of 
the  uterine  adnexa  where  irritation  of  this  muscle 
is  especially  liable  to  appear. 

The  second,  or  “thigh  rotation  test,”  depends  upon 
the  fact  that  when  there  is  any  inflamed  mass  ad- 
herent to  the  fascia  over  the  obturator  intemus 
muscle,  rotation  of  the  flexed  thigh  so  as  to  put 
this  muscle  through  its  full  movements,  will  cause 
hypogastric  pain.  This  sign  should  be  resorted  to 
whenever  rectal  examination  is  inadvisable  or  im- 
possible. 

It  is  positive  when  a perforated  appendix,  a local 
abscess,  and  occasionally  when  a hematocele  is  in 
contact  with  the  obturator  internus,  or  when  there 
is  an  accumulation  of  inflammatory  fluid  in  the 
pelvis. 

The  third  is  what  I term  the  “peritoneal  reflex 
test.”  In  the  simple  abdominal  colics  gentle,  but 
firm  pressure  of  the  palmar  surface  of  the  open 
hand  usually  affords  relief  from  the  pain,  whereas 
in  acute  visceral  disease  within  the  abdomen  this 
will  increase  the  pain.  If,  in  addition  to  this  pro- 
cedure, we  press  slowly  and  gently  wdth  the  finger 
tips  into  the  side  of  the  abdomen  opposite  the  point 
of  greatest  tenderness  we  may  carr\’  the  palpating 
fingers  fairly  deeply  into  the  abdomen  and  toward 
the  affected  side  without  causing  the  patient  much 
pain.  If,  however,  we  suddenly  withdraw  the  fingers 
the  patient  will  cry  out  in  agony  provided  there  is 
any  appreciable  irritation  of  the  peritoneum.  The 
pain  in  such  a case  is  due  to  the  sudden  stretching 
of  the  inflamed  peritoneum  by  the  quick  release  of 
pressure. 

In  my  own  limited  experience  I have  found  that 
if  both  the  thigh  rotation  and  peritoneal  reflex  tests 
are  positive  in  any  given  case,  immediate  lapa- 
rotomy had  better  be  advised  regardless  of  how  trivial 
and  obscure  other  signs  and  symptoms  may  be. 

The  last  depends  upon  practically  the  same  mech- 
anism as  the  test  just  described.  With  the  pa- 


tient in  the  dorsal  decubitus  the  physician  takes  be- 
tween the  thumbs  and  index  fingers  of  both  hands 
a large  fold  of  the  anterior  abdominal  wall  at  the 
lower  right  and  left  quadrants  to  discover  any  cu- 
taneous hyperaesthesia  and  then  exercises  traction 
on  the  cutaneous  folds. 

\\'hen  the  parietal  layer  slips  over  the  visceral  layer 
in  the  pathologic  zone  an  intense  pain  is  produced. 
The  intensity  of  the  reaction  is  related  to  the  peri- 
toneal inflammator}'  process.  Mortola,’'  who  first 
described  the  maneuver,  reports  that  in  all  (127) 
cases  in  which  the  maneuver  provoked  pain  in  one 
or  both  sides  of  the  abdominal  surface,  unilateral 
or  bilateral  lesions  of  the  periotoneum  were  found 
at  operation. 

In  concluding  this  necessarily  sketchy  paper  may 
I present  in  tabular  form  those  conditions  which 
must  be  kept  in  mind  while  establishing  the  diag- 
nosis and  determining  the  course  of  management  of 
any  acute  abdominal  emergency.  Only  those  condi- 
tions which  are  met  with  most  commonly  in  the 
ever}’  day  general  practice  of  medicine  are  included 
there  being  no  attempt  to  include  the  unusual  causes 
of  acute  abdominal  manifestations  since  such  an 
effort  would  amount  to  little  more  than  a catalogu- 
ing of  practically  all  medical  and  surgical  condi- 
tions of  whatever  nature. 

.\cTU.'\L  Acute  .\bdo.minal  Diseases 

Acute  appendicitis — Sudden  onset,  characteristic 
pain,  slight  initial  fever,  local  abdominal  signs. 

Inflamed  or  perforated  gastric  or  duodenal  ulcer — 
General  appearance,  character  of  pain,  shock, 
vomiting,  abdominal  signs. 

Acute  pancreatitis  (less  than  1 per  cent  acute 
abdominal  diseases) — Sudden  onset,  shock,  col- 
lapse; early  copious  bile  stained  vomiting.  Ab- 
dominal distention  and  tenseness. 

Acute  intestinal  obstruction — Pain,  shock,  vomiting, 
constipation,  distention,  tenderness  of  abdomen; 
visible  peristalsis. 

Intussusception  (the  most  common  abdominal  emer- 
gency in  children  under  two  years) — .Abdominal 
pain,  shock,  passage  blood  and  mucus  by  rectum, 
vomiting.  Abdominal  mass,  visible  peristalsis, 
constipation,  tenesmus,  distention,  appearance  of 
mass  at  anus,  peritonitis. 

Cancer  and  volvulus  of  large  bowel:  Signs  of  ob- 
struction or  ulceration,  or  both. 

Incarcerated  and  obstructed  hernia.  Demonstra- 
tion of  hernia  and  signs  of  obstruction. 

Torsion  of  ovarian  cyst  or  pyosalpinx:  Tumor  and 
acute  symptoms. 

Ectopic  gestation:  Signs  of  pregnancy  and  pain 
and  shock. 

Cholecystitis — Pain,  vomiting,  fever,  constipation, 
local  tenderness  in  right  hypochondrium,  swell- 
ing  in  region  of  gall-bladder. 

7.  New  Maneuver  for  Abdominal  Examination.  Mor- 
tola, G.  A.  Press  a Medico  Argentina,  Buenos  Aires. 
22:176  (September  11),  1935.  (Abst.  J.  A.  M.  d., 
November  16,  1935.) 
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Acute  abdominal  injuries — Surgical  treatment is 
demanded  by  finding  of  signs  of  early  peritonitis 
or  intra-abdominal  hemorrhage. 

P3'onephrosis — Tender  swelling  in  loin;  high  fever; 
toxemia ; may  be  pyuria. 

Perinephric  abscess — Swelling  in  loin,  local  pain, 
fever,  aspiration  of  pus. 

Diseases  Which  May  Simulate  the  Acute 
Abdomen 

Influenza — General  symptoms  outweigh  local. 

Typhoid  fever — Course  of  disease;  laboratory 
studies. 

Tuberculous  peritonitis — Intestinal  obstruction  and 
perforative  peritonitis  sometimes  occur  in  course 
of  this  condition  and  require  surgical  treatment. 

Food  poisoning — History  of  ingesting  tainted  food 
and  immediate  onset  of  illness.  Absence  of  local 
signs,  rigidity,  etc. 

Acute  lymphatic  and  acute  myelogenous  leukemia — 
Blood  count.  Embolic  phenomena.  Splenomeg- 
aly. 

Pleurisy  or  pleuro-pneumonia — Flushing.  High 

fever  from  onset.  Dilated  alae  nasi.  Local 
signs  in  thorax. 

Acute  cardiac  disease  (especially  angina  pectoris 
and  coronary  thrombosis) — Diagnosis  usually 
clear  after  careful  examination  of  circulatory 
system. 

Disease  of  the  brain,  spine,  or  spinal  cord.8  Acute 


osteomyelitis  of  dorsal  or  lumbar  vertebrae; 
Pott’s  disease  of  spine  ; tabes  dorsalis.  Diagnosis 
depends  on  local  and  neurologic  signs. 

Heavy  metal  poisoning,  especially  arsenic  and  mer- 
cury. 

Uremia — Dry,  furred  tongue,  albuminuria,  varia- 
ble blood  chemistry. 

Cerebral  accidents — “Indigestion  stroke.”  Blood 
pressure  and  local  neurologic  sign. 

Diabetic  acidosis. 

Henochs  purpura — Must  be  differentiated  from 
intussusception  in  children. 

Biliary  colic — Intensity  and  distribution  of  pain, 
absence  of  local  abdominal  rigidity  when  pain 
passes  off.  (When  associated  with  cholecystitis 
or  local  peritonitis,  should  be  classified  under 
Actual  Acute  Abdo.minal  Diseases.) 

Pyelitis — Rigor,  temperature  103  degrees  F.  or 
more,  painful  and  frequent  micturition, 
pyuria. 

8.  Abdominal  Pain  as  a Symptom  of  Disease  of  the 
Brain.  I.  S.  Wechsler.  J.  A.  M.  A.,  105:646-6+8.  (August 
31,  1935.) 

9.  Symptom  Diagnosis,  Regional  and  General.  Barton. 
Wilfred  M.,  and  Yater,  Wallace,  M.  D.  Appleton  and 
Company.  (Second  Edition.)  1933. 

10.  Unrecognized  “Strokes’’  and  the  Gastro-Enterolo- 
gist.  Alvarez,  Walter  C.  Am.  J.  Digest.  Dis.  and  Nutri- 
tion. 290  (April),  1935. 


EYE  INJURIES  CAUSED  BY  STONE  SPLINTERS— CASE 

REPORTS.* 


Howard  L.  Mitchell,  M.  D., 

Lexington,  Va. 


In  the  1935  Yearbook  of  Eye,  Ear,  Xose  and 
Throat  there  appears  the  statement  that  “There  are 
few  articles  in  the  literature  on  eye  injuries  by 
stone  splinters”. 

I do  not  know  why  this  should  be  true  unless 
eye  injuries  by  flying  stone  chips  are  so  numerous 
that  no  one  thinks  they  are  of  sufficient  interest  to 
be  reported. 

These  injuries  are  very  frequent  in  stone  masons 
and  those  who  break  stone  in  the  quarries  and  on 
road  construction.  Often  several  men  work  close 
together  breaking  stone  with  sledge  hammers  while 
the  splinters  fly  in  all  directions  but  chieftly  against 
the  legs.  I have  seen  shins  with  dozens  of  bleed- 
ing puncture  wounds  which  were  made  through  the 
overalls.  This  gives  an  idea  of  the  force  with 
which  they  travel.  With  these  splinters  flying  in  all 
directions  it  is  very  easy  to  see  that  an  eye  injury 
may  be  caused  by  stone  flying  from  any  one’s 
hammer. 

These  injuries  may  be  prevented  by  wearing 
shatter  proof  goggles  but  the  men  do  not  like  to 


wear  them  because  of  frequent  fogging  by  dust  and 
perspiration. 

The  treatment  of  these  injuries  varies  with  each 
case  but  follows  any  general  procedure  used  in  the 
care  of  traumatic  wounds  in  this  location — removal 
of  the  stone  and  grit  followed  with  antiseptic  drops 
or  ointment  and,  in  most  cases,  atropine.  Im- 
mobilization of  the  lids  by  the  use  of  an  eye  dress- 
ing strapped  down  by  narrow  adhesive.  If  there 
is  any  question  as  to  remaining  embedded  stone, 
always  X-ray. 

C.A.SE  Reports 

Case  1. — While  breaking  stone  a splinter  struck 
the  right  eye  at  the  position  of  9 o’clock,  cutting 
through  the  sclera  and  cornea,  with  parts  of  the 
torn  iris  protruding  through  the  wound.  The 
anterior  chamber  was  partly  filled  with  blood.  The 
torn  iris  was  removed,  leaving  a horizontal  key-hole 
pupil  which  later  caused  much  annoyance  on  ac- 
count of  dazzling,  especially  from  automoble  lights. 
His  correcting  lens  was  fogged  except  a circular 
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area  of  8 mm.  in  the  center.  This  fogging  was  a 
great  comfort.  The  final  vision  was  20/30. 

Case  2. — One  end  of  an  unexploded  dynamite 
protruded  from  a large  rock.  This  man  thought 
the  charge  “dead”  so  proceeded  to  break  the  rock 
with  a sledge  hammer.  The  dynamite  exploded. 
There  were  probably  a thousand  puncture  wounds 
from  his  toes  to  the  top  of  his  head.  There  w^ere 
six  or  seven  stone  chips  that  tore  their  way  into 
each  eye.  The  result  was  total  blindness. 

Case  3. — A stone  mason  while  chipping  a stone 
was  struck  in  the  left  eye  between  the  limbus  and 
e.xternal  canthus,  causing  a puncture  of  the  con- 
junctiva with  a large  subconjunctival  hemorrhage. 
There  was  no  permanent  injur}^ 

Case  4. — While  breaking  rock  a chip  struck  the 
center  of  the  upper  lid  a little  above  the  margin, 
causing  a gash  in  the  skin.  There  was  a hemor- 
rhage beneath  the  conjunctiva,  the  pupil  was  ir- 
regular and  dilated.  A slight  fogginess  of  the  lens 
developed  which  cleared  up  after  several  weeks. 
The  final  vision  was  20/20 — 2. 

Case  5. — While  breaking  rock  at  the  quarry  a 
stone  chip  struck  the  left  eye,  cutting  through  the 
cornea  from  the  lower  pupillary  margin,  vertically 
to  the  limbus.  The  anterior  chamber  was  collapsed. 
The  lens  was  punctured  and  quickly  became  opaque. 
The  lens  was  gradually  absorbed,  with  a resulting 
vision  of  being  able  to  count  fingers. 

Case  6. — While  breaking  rock  a splinter  struck 
the  left  eye,  making  a horizontal  cut  entirely  across 
the  center  of  the  cornea.  The  wound  healed  readi- 
ly with  a resulting  vision  of  20/200. 

Case  7 . — While  sloping  a bank,  ten  days  before 
coming  in,  his  pick  struck  a rock.  A small  piece 
of  stone  penetrated  the  cornea  of  the  right  eye  and 
embedded  in  the  iris  near  the  pupillary  margin  on 
the  nasal  side.  There  was  a gray  halo  around  the 
foreign  body.  A keratome  incision  was  made  on 


the  nasal  side,  iris  forceps  were  introduced  and  the 
pyramidal  sandstone  chip  removed  without  diffi- 
culty. Where  the  iris  was  pinned  to  the  lens  margin 
there  was  a synechia  and  a small  opacity  of  the 
lens  which  did  not  develop  further.  The  final 
vision  was  20/30. 

Case  8. — This  man  was  breaking  rock  in  a 
quarry  when  a stone  splinter,  from  his  neighbor’s 
hammer  fifteen  feet  away,  struck  the  lower  lid  of 
the  left  eye,  making  a vertical  cut  entirely  through 
from  the  margin  downward,  necessitating  several 
stitches.  There  was  a subconjunctival  hemorrhage 
and  dilated  pupil.  There  were  several  hemorrhages 
of  the  retina  including  one  at  the  macula.  The  final 
vision  was  limited  to  finger  movement. 

Case  9. — This  man  was  blowing  out  a hole  with 
a compressed  air  drill  when  a small  piece  of  stone 
struck  the  upper  lid  of  the  left  eye  just  as  it  was 
closed.  There  was  a contusion  of  the  lid,  the  an- 
terior chamber  was  filled  with  blood,  and  the  pupil 
was  dilated  and  irregular.  At  the  end  of  two  weeks 
the  blood  had  been  absorbed.  Three  months  after 
the  accident  the  pupil  was  still  dilated,  irregular 
and  did  not  react  to  light.  The  lens  and  media 
were  clear.  There  was  a small  macula  scar.  The 
vision  was  7/200. 

Case  10. — \\'hile  breaking  rock  a chip  from  the 
hammer  of  the  man  who  worked  near  struck  the 
right  eye,  producing  a right-angled  puncture  wound 
of  the  center  of  the  cornea.  The  lens  capsule  was 
torn.  A swelling  of  the  lens  developed  rapidly,  pro- 
ducing a gaping  corneal  wound.  The  swollen  lens 
was  washed  out  through  the  usual  cataract  incision 
without  an  iridectomy.  This  lens  material  was 
easily  removed  and  with  it  came  a small  particle 
of  stone  which  was  embedded  in  the  lens  substance. 
The  incision  and  the  corneal  wound  healed  readi- 
ly leaving  an  angular  scar  over  the  pupil.  The 
final  vision  was  7/200. 


THE  APICAL  SYSTOLIC  MURMUR,* 


James  \V.  Hunter,  Jr.,  M.  A.,  M.  D.,  F.  A.  C.  P.,  F.  .A..  C.  R., 

Norfolk,  Va. 


I know  of  nothing  in  the  entire  realm  of  cardiology 
that  has  produced  more  speculation  in  recent  years 

*Read  at  the  meeting  of  the  Seaboard  Medical  Asso- 
ciation of  Virginia  and  North  Carolina  at  Old  Point 
Comfort,  Va.,  December  4,  1935. 


or  given  rise  to  more  interpretations  than  the  ques- 
tion of  the  apical  systolic  murmur.  For  the  pendu- 
lum has  swung  from  an  opinion  that  regarded  the 
murmur  as  the  sign  of  a mitral  regurgitation  (and. 
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therefore,  ominous),  to  another  opinion  that  un- 
der certain  conditions  it  is  of  no  importance.  Such 
indeed  has  been  the  trend  of  opinion.  At  the  present 
time,  however,  on  the  rebound  of  the  pendulum,  as 
it  were,  there  is  a tendency  to  a compromise  posi- 
tion. So  I may  be  pardoned  for  selecting  this  sub- 
ject as  my  topic.  Lately,  I would  explain,  it  has 
been  my  pleasure  and  privilege  to  review  in  some 
detail  the  entire  subject  of  cardiology  under  my  old 
teacher,  Dr.  Paul  D.  White,  and  his  associate,  Dr. 
Sprague,  and  so  I shall  borrow  a phrase  from 
Mathew  .\rnold  and  try  to  give  you  “the  best  that 
is  known  and  thought,”  if  I may  apply  the  defini- 
tion of  criticism  to  a cause  no  less  worthy. 

It  was  formerly  taught  that  the  apical  systolic 
murmur  was  the  indication  of  a mitral  regurgita- 
tion or  insufficiency.  It  was,  as  we  have  hinted 
above,  a sign  that  was  not  to  be  considered  lightly, 
for  with  advancing  age  this  regurgitation  would 
grow  worse  and  compensation  v.'ould  necessarily  be 
lost.  A relative  insufficiency  would  become  an  in- 
sufficiency indeed.  Nothing,  however,  was  said 
about  any  accompanying  signs,  such  as  a presys- 
tolic  or  diastolic  murmur,  of  the  transmission  of  the 
systolic  murmur  to  places  other  than  to  the  apex, 
or  of  an  increase  in  the  size  jjf  the  heart  as  meas- 
ured by  percussion,  for  at  that  time  the  use  of  the 
roentgen  rays  had  not  come  into  general  use,  as  they 
had  only  recently  been  discovered.  Nor  was  any- 
thing said  in  regard  to  a previous  history  of  rheu- 
matism. It  must  be  said,  however,  that  a general 
caution  was  extended  that  in  any  form  of  rheuma- 
tism a course  of  the  salicylates  should  be  begun,  as 
the  rheumatism  might  result  in  heart  disease.  In 
passing  it  must  be  considered  whether  a tonsillec- 
tomy, a course  of  the  salicylates,  or  even  a change 
to  a warmer  climate,  will  have  a tendency  to  cure 
the  patient.  The  latest  teaching  leaves  this  phase 
of  the  question  as  highly  debatable. 

But  to  return  to  our  subject.  At  the  time  of  the 
World  \\'ar  it  was  noticed  that  many  men  were  ex- 
cused on  account  of  an  apical  systolic  murmur, 
though  in  other  respects  they  were  of  more  than 
the  usual  physical  condition.  The  instructions  from 
Washington  gave  us  no  choice;  these  men  were,  I 
must  repeat,  excused.  Then  the  new  interpreta- 
tion, begun  by  Lewis,  was  advised.  It  was  then 
believed  that  if  there  were  no  accompanying  mur- 
mur, no  enlargement  of  the  heart  and  no  history  of 
rheumatism,  the  applicant  or  drafted  man  must  be 


accepted  for  full  duty.  They  were,  accordingly,  ac- 
cepted and  so  far  as  I am  aware  made  good  and 
suffered  no  inconvenience.  It  is  only  fair,  however, 
to  remind  you  that  the  late  Garnett  Nelson,  of  Rich- 
mond, did  not  feel  that  this  course  of  selection  was 
a proper  one.  He  still  considered  this  apical  sys- 
tolic murmur,  even  though  unattended  by  other  signs 
or  an  increase  in  the  size  of  the  heart,  was  an  in- 
dication of  a regurgitation  and  advised  that  we 
should  wait  for  a while  before  passing  a final  judg- 
ment. 

.■\nd  so  we  shall  enter  into  some  detail  in  the 
consideration  of  our  subject.  We  shall,  accordingly, 
divide  the  apical  systolic  murmur  into  two  classes, 
the  false  and  the  true.  To  this  end  many  sub- 
divisions have  been  offered.  Personally,  I prefer 
the  classification  as  given  by  Lewis.  It  is  clear  and 
concise.  Thus  he  divides  the  false  murmurs  into 
the  cardio-respiratoiy-,  the  extracardial  and  the  in- 
constant murmur,  \^’e  have,  accordingly,  the  famil- 
iar cardio-respiratory  murmur.  This  is  associated 
with  the  act  of  breathing  and  is  usually  of  easy 
recognition.  It  is  usually  heard  best  at,  or  a little 
beyond,  the  apex,  often  over  a wide  area,  and  is  a 
short,  high-pitched,  blowing  sound.  It  is  always 
associated  with  the  breath  sounds  and  is  to  be  con- 
sidered as  a natural  phenomenon.  Second,  the  rather 
rare  extracardial  murmur,  thought  to  be  produced 
outside  of  the  heart  by  a roughening  of  the  peri- 
cardium or  pleura,  is  consequently  not  easy  of  dif- 
ferentiation from  murmurs  of  an  endocardial  origin. 
“During  life,”  to  quote  Lewis  further,  “the  distinc- 
tion between  the  systolic  murmurs  that  arise  within 
and  without  the  heart,  so  called  ‘endocardial’  and 
-e-xocardial’  murmurs,  is  often  impossible,  unless  the 
latter  are  represented  by  the  characteristic,  widely 
heard,  to-and-fro  friction  sounds  of  recent  peri- 
carditis, or  are  frankly  cardio-respiratorv'.”  And, 
lastly,  the  occasional  murmur,  sometimes  heard  and 
sometimes  not,  sometimes  in  one  place  and  some- 
times another,  often  of  varying  qualiW. 

This  brings  up  the  question  of  the  constant  apical 
systolic  murmur,  relatively  constant  from  day  to  day, 
sometimes  louder,  sometimes  fainter,  depending  in 
pathological  cases  upon  the  improvement  or  non- 
improvement of  the  patient.  Especially  would  I 
note  the  changes  often  to  be  observed  in  chorea  or 
St.  Vitus’  dance,  as  well  as  in  cases  of  other  forms 
of  a rheumatic  carditis.  These  signs  are  thought  to 
be  due  to  some  form  of  mitral  regurgitation.  But, 
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ere  we  discuss  this  phase  of  the  question,  another 
classification  of  the  apical  systolic  murmur  offers 
itself.  I refer  to  a classification  of  a congenital 
apical  systolic  murmur  and  the  acquired  apical  sys- 
tolic murmur,  and,  again,  under  the  head  of  the 
apical  systolic  murmur,  those  that  are  pure  and  those 
that  are  accompanied  by  other  signs,  such  as  an  en- 
largement of  the  heart  or  a diastolic  murmur. 

A pure  apical  systolic  murmur  of  a congenital 
origin  would,  of  course,  be  looked  upon  as  a rarity, 
though,  after  all,  the  apical  systolic  murmur,  which 
is  unaccompanied  by  an  enlargement  of  the  heart 
or  other  signs  may  be  of  such  an  origin.  A pure 
apical  systolic  murmur  would  be  interpreted  as  that 
arising  from  a congenital  defect  of  the  mitral  valve, 
a defect,  as  it  were,  either  of  the  ring  or  of  the 
cuspk  Its  recognition  would  present  no  difficulty, 
but  it  is  to  be  observed  that  in  the  young  child  such 
a defect  would  be  confounded  with  that  apical  sys- 
tolic murmur  which  arises  as  the  result  of  rheu- 
matic heart  disease  and  which  is  later  accompanied 
by  a diastolic  murmur.  Here  indeed  is  a phase  of 
heart  disease  that  a study  by  the  roentgen  rays  might 
prove  of  more  than  passing  interest.  There  is,  how- 
ever, a very  frequent  mid-systolic  sound  heard  at 
the  ape.x,  unaccompanied  by  other  signs  or  a history, 
that  is  at  present  exciting  the  interest  of  all  of  the 
students  of  the  heart — a sort  of  persistent  mid-sys- 
tolic sound  best  heard  in  young  children,  which  I 
cannot  describe  accurately.  This  is  now  looked 
upon  as  some  defect  (usually  congenital)  of  the 
chordae  tendinae.  Personally,  I have  seen  many 
cases  through  the  courtesy  of  Dr.  White  and  Dr. 
Sprague  and  I feel  that  once  heard  none  of  you 
should  have  any  trouble  in  recognizing  it. 

And  here  comes  the  stumbling  block,  the  pous 
asinorum,  as  it  were,  of  modern  cardiology.  I re- 
fer to  the  pure  apical  systolic  murmur  that  is  un- 
accompanied by  other  physical  signs  or  by  a his- 
tor)'  of  rheumatism  or  other  infection.  Lewis  frankly 
considers  this  murmur  of  no  significance  and  points 
to  the  fact  that  one  of  his  patients  endured  the  trials 
of  an  ascent  of  Mount  Everest  quite  as  well  as  any 
one  that  is  usually  considered  normal.  This  ques- 
tion has  also  aroused  a very  keen  interest  in  life 
insurance  examinations.  I remember  very  vividly 
the  case  of  a prominent  merchant  that  I saw  for  one 
of  the  large  life  insurance  companies  some  years 
ago.  Every  examiner  seemed  to  have  a different 
opinion.  There  was  indeed  a very  pronounced  apical 


systolic  murmur,  but  the  teleroentgenogram  showed 
the  shadow  of  a normal  heart.  It  was,  as  we  have 
said  above,  this  class  of  men  who  were  definitely 
accepted  for  full  military  duty  toward  the  close  of 
the  World  War.  Although  these  men  did  their  duty 
quite  as  well  as  their  brothers,  made  good  and  suf- 
fered no  inconvenience,  it  is  now  believed  that  their 
period  of  longevity  is  somewhat  shortened  and  that, 
after  all,  they  do  present  a very  definite  mitral  re- 
gurgitation, although  a mild  one,  but  one  that  does 
not  interfere  with  their  regular  duty  and  does  not 
incapacitate  them  in  any  way.  Except  for  the  prob- 
able shortening  of  the  length  of  life,  as  we  have 
noted  above,  they  are  quite  as  physically  fit  as  their 
more  fortunate  brothers  and  never  become  the  vic- 
tims of  a decompensation. 

It  has  always  been  my  own  feeling  that  any  val- 
vular disease  is  more  than  apt  to  alter  the  size  and 
shape  of  the  heart,  for,  in  order  to  compensate  for 
the  leak  an  increase  in  the  thickness  of  the  heart 
muscle,  as  well  as  in  the  capacity  of  the  chambers, 
is  necessary.  Consequently,  an  examination  by  the 
ordinary  methods,  as  by  percussion,  is  not  entirely 
satisfactory,  for  we  can  well  imagine  a heart,  whose 
apex  beat  will  lie  outside  of  the  midclavicular  line 
and  yet  be  normal,  if  it  is  pushed  to  the  side  by 
some  thoracic  lesion  in  the  lower  lobe  of  the  right 
lung.  Then,  too,  in  general  the  right  border  of  the 
heart  is  percussed  with  some  difficulty  and  the  arch 
only  with  the  greatest  difficulty,  .\lthough  Hodges 
and  Eyster  have  made  a special  study  of  the  size 
of  the  normal  heart  both  in  males  and  females  and 
for  all  ages  in  relation  to  the  size  of  the  chest,  yet 
the  majority  of  cardiologists  still  adhere  to  the  old 
cardio-thoracic  ratio  and  now  consider  that  the  sum 
of  the  distance  from  the  center  of  the  vertebral 
column  or  from  the  center  of  the  sternum  to  the  right 
border  of  the  heart  (Mr)  plus  a similar  distance 
from  the  middle  of  the  sternum  to  the  left  border  of 
the  heart  (Ml)  should  be  less  than  one-half  of  the 
internal  diameter  of  the  chest. 

It  is  not  my  purpose  to  dilate  further  upon  the 
apical  systolic  murmur  or  to  take  up  in  detail  that 
subdivision  where  an  enlargement  of  the  heart  is 
apparent  or  where  the  apical  systolic  murmur  is  ac- 
companied by  a diastolic  one.  ^^'e  used  to  speak 
of  these  last  murmurs  as  occurring  as  presystolic 
ones,  but  now  the  better  judgment  would  consider 
them  as  distinctly  diastolic.  There  is  probably  no 
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pure  apical  diastolic  murmur  as  such;  if  such  a 
murmur  exists  it  must  be  very  rare,  for  a mitral 
stenosis  usually  accompanies  a regurgitation,  or  it 
may  be  referred  from  an  aortic  diastolic  sound.  But, 
again,  I would  say  that  it  is  not  our  province  to  dis- 
cuss this  or  the  third  sound.  Suffice  it  to  say  that 
when  the  apical  systolic  sound  is  accompanied  by 
an  apical  diastolic  murmur  we  are  dealing  with  a 
combination  of  both  a regurgitation  and  a stenosis. 
It  is  this  combination  that  is  to  be  regarded  as  an 
ominous  one,  one  that  is  likely  to  grow  worse  as  the 
patient  advances  in  years  unless  materially  checked, 
and  which  will  give  rise  to  a decompensation  with 
all  of  its  accompanying  s^Tnptoms. 


To  sum  up  our  discussion  of  the  apical  systolic 
murmur:  We  have  those  of  both  a false  and  a true 
quality;  we  have  discussed  those  that  are  of  a con- 
genital origin  and  those  acquired  in  some  detail;  we 
have  also  discussed  the  case  of  the  pure  apical  sys- 
tolic murmur  unaccompanied  either  by  a history  of 
rheumatism  or  an  enlargement  of  the  heart  or  other 
physical  signs.  The  case  of  the  apical  systolic  mur- 
mur, as  we  have  said  above,  accompanied  by  an  en- 
largement of  the  heart  or  by  a diastolic  murmur  is  so 
apparent  that  no  discussion  is  necessary. 

Medical  Arts  Building. 


TOXEMIA  OF  INTESTINAL  ORIGIN  AND  ITS  TREATMENT  WITH 
CASTOR  OIL  AND  CASTOR  OIL  DERIVATIVES. 


I^Iax  Schoenbauxi,  M.  D., 
and 

W.  A.  Moom.\w,  Ph.  D., 
Richmond,  Va. 


Several  hundred  papers  dealing  with  intestinal 
toxemia  have  been  published  during  recent  years. 
The  rationale  of  intestinal  detoxification  by  various 
methods  has  been  dealt  with  by  eminent  internists. 

It  is  worthy  of  note  that  the  skeptics  have  not  put 
the  theory'  of  intestinal  antisepsis  to  actual  tests,  but 
base  their  criticism  on  strictly  theoretical  grounds. 
On  the  other  hand,  those  who  advocate  detoxifica- 
tion of  the  enteric  tract  in  various  disturbances  sup- 
port this  form  of  therapy’  by’  successful  clinical  ex- 
periences. A famous  doctor  has  said  that  it  is  not 
good  science  to  disregard  well  attested  clinical  evi- 
dence. 

Intestinal  Toxemla. 

In  the  prevention  of  the  chronic  degenerative  dis- 
eases^ the  energetic  and  constant  regulation  of  auto- 
toxemic  tendencies  and  processes  is  bound  to  play 
a predominant  part;  and  the  control  of  these  will 
largely  depend  upon  the  control  obtained  in  pre- 
venting and  treating  successfully  the  abnormal  bac- 
terial and  chemical  decompositions,  and  the  dis- 
orders of  the  gastro-intestinal  canal.  Senator,  in 
1866,  advanced  the  theory  that  decomposition  of  pro- 
teins within  the  alimentary  canal  under  ordinary 
conditions  resulted  in  the  formation  of  toxic  sub- 


stances. Banchard,  twenty  years  later,  demonstrated 
that  the  intestinal  tract  is  the  source  of  the  largest 
number  of  poisons  that  cause  autointoxication.  In 
1907,  ISIetchnikoff  wrote  his  book,  “Prolongation 
of  Life,”  in  which  he  supported  the  view  that  toxins 
produced  in  the  intestinal  canal  by  harmful  bac- 
teria were  the  cause  of  premature  old  age.  Arbuth- 
not  Lane,  in  his  book  “Chronic  Intestinal  Stasis” 
(1910),  attributed  the  cause  of  many  disease  entities 
to  intestinal  stasis.  Within  recent  years  numerous 
investigators  have,  by  experimental  and  clinical 
studies,  established  the  theory^  of  intestinal  toxemia 
on  a firm  scientific  basis.  .According  to  Dr.  C.  H. 
Mayo,  eighty-seven  per  cent  of  our  deaths  are  trace- 
able to  infections.  It  follows  that  the  effective  way 
to  fight  most  diseases  is  to  ferret  out  these  infections 
and  destroy’  them.  Evidence  will  be  presented  to 
show  that  the  colon  as  a source  of  toxemia  heads 
the  list  of  focal  infections. 

Dorst  and  Morris^  conclude  from  their  studies 
that  the  underlying  factor  in  a wide  variety  of 
chronic  diseases  (frequently’  diagnosed  as  chronic  ap- 
pendicitis, peptic  ulcer,  cholecystitis,  spastic  colitis 
and  mucous  colitis)  is  a hypersensitivity  of  the  en- 
teric tract  to  certain  bacteria.  “We  are  . . . trying 
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to  explain  the  clinical  picture  of  ‘autointoxication’, 
spastic  colon,  and  mucous  colitis  and  the  varied 
symptomatology  which  such  terms  at  once  bring  to 
the  clinician’s  mind,  on  a scientific  basis.  Our  ex- 
perimental data  . . . and  our  clinical  studies  lead 
us  to  believe  that  the  underlying  factor  in  these  con- 
ditions is  a hypersensitivity  of  the  enteric  tract  to 
certain  bacteria.  We  also  believe  that  the  organisms 
most  frequently  responsible  are  those  which  have 
always  been  included  under  the  heading,  ‘normal 
flora’.  The  hypersensitivity  of  the  enteric  tract  re- 
sults in  local  spasm  of  certain  portions  of  the  colon 
. . . with  ensuing  constipation  and  a whole  train 
of  reflex  aberrations  which  follow  the  interruption 
of  the  normal  colonic  rhjlhm.  . . . Such  hypersensi- 
tivity permits  the  absorption  into  the  blood  stream 
of  large  amounts  of  toxic  products,  resulting  from 
bacterial  metabolism,  thence  to  the  liver;  when  their 
concentration  is  sufficient  to  pass  the  threshold  in- 
terposed by  the  detoxifying  function  of  the  liver 
they  pass  into  the  general  circulation,  giving  rise 
to  the  clinical  picture  perhaps  best  recognized  un- 
der the  term,  autointoxication.” 

Herter^  states  that  the  colon  bacteria  have  no 
pow'er  to  dissolve  and  peptonize  native  proteins,  such 
as  casein  or  egg  albumin,  but  proteins  in  the  colon 
may  be  changed  by  putrefactive  anaerobes  to  pep- 
tones and  these  split  products  affect  the  colon  bacil- 
lus as  “fire  water”  affects  an  Indian.  They  readily 
disintegrate  peptones  into  putrefactive  products,  such 
as  ammonia,  volatile  fatty  acids,  phenol,  indol, 
skatol,  and  hydrogen  sulphide.  Thus,  in  the  pres- 
ence of  peptones,  bacilli  coli  frequently  become  ac- 
tive participants  in  excessive  intestinal  putrefaction 
and,  from  mild  strains  producing  physiological  func- 
tions, many  species  are  changed  to  pathologic  types 
with  two  outstanding  virulent  groups,  those  produc- 
ing acute  S}Tnptoms,  and  the  other,  prolonged  path- 
ologic effects. 

Bassler^  states  that  hemolytic,  nonhemolytic,  and 
fecal  streptococci  may  be  innocent  inhabitants  of  the 
intestinal  tract.  However  they  may  migrate  from 
the  bowel  and  become  locked  up  in  a tooth,  tonsil, 
gall  bladder,  urinary  bladder,  kidney  or  the  pros- 
tate, and  become  criminals. 

Jamison^  says:  “The  blood  in  the  portal  veins, 
which  comes  from  the  intestinal  canal,  is  definitely 
toxic.  There  is  a limit  to  the  detoxicating  ability 
of  the  liver.  After  long  continued  irritation  from 


intestinal  poisons  the  hepatic  cells  become  refrac- 
tory. Then  the  detoxicating  function  of  the  liver 
is  lost  and  poison  gains  access  to  the  general  cir- 
culation.” 

Rose®  emphasizes  that  the  colon  is  a frequent 
source  of  disease.  He  believes  that  it  heads  the  list 
of  focal  infections  when  considering  other  common 
foci  such  as  the  teeth,  tonsils,  prostate  glands,  etc. 
The  frequency  of  ulcer,  gastritis,  cholecystitis,  ap- 
pendicitis and  colitis  should  be  sufficient  to  lead 
physicians  to  give  more  attention  to  the  intestinal 
flora  and  attempt  to  limit  the  growth  of  pathological 
bacteria  therein.  But  when,  in  addition,  we  con- 
template the  diseases  of  various  organs  and  tissues 
of  the  body  which  may  arise  from  the  colon  as  a 
source  of  toxemia  or  infection,  this  flora  picture  as- 
sumes a still  broader  and  more  far-reaching  signifi- 
cance. 

Redewill,  Potter  and  Garrison'  report  a group  of 
twenty-two  cases,  selected  from  hundreds  of  cases 
of  chronic  infections  of  the  urinary  tract  that  were 
particularly  resistant  to  the  regular  methods  of  uro- 
logic  treatment.  There  were  five  cases  of  pyelitis, 
four  of  cystitis,  and  thirteen  of  prostatitis.  Thera- 
peutic methods  to  correct  the  colon  conditions  cleared 
up  the  genito-urinary  infections.  The.  surprising 
feature  is,  that  for  months  and  even  years  pre- 
viously, when  no  attention  was  paid  to  the  colon 
condition,  the  patients  did  not  respond  at  all  to  uro- 
logic  therapy.  It  was  only  when  the  colon  was 
treated  together  with  urologic  treatment  that  the 
chronic  genito-urinarj'  infections  cleared  up  in  a 
comparatively  short  time. 

“We  believe  that  the  pathologic  colon  plays  a 
direct  etiologic  part  in  both  acute  and  chronic  non- 
gonorrheal  genito-urinarc’  infections.  If  there  are 
at  the  same  time  other  sites  of  focal  infection,  such 
as  in  the  head,  throat,  lungs,  or  gall  bladder,  these 
conditions  aggravate  the  colon  condition.  Identi- 
cal bacteria  found  in  the  abscessed  teeth  will  be 
found  teeming  in  the  intestinal  flora  and  will  be  the 
offending  organi.sms  in  the  . . . genito-urinary  in- 
fection. IMany  of  these  bacteria  seem  to  display 
a faculty  for  specific  localization,  as  pointed  out  by 
Rosenow,  Bassler,  Albee  and  others.”  This  series 
of  twenty-two  represents  cases  in  which  practically 
every  known  urologic  remedy  had  been  tried.  The 
focus  was  in  the  colon  and  by  treatment  of  the  colon 
a cure  was  produced  in  the  genito-urinary  tract 
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after  other  means  had  failed.  Colon  bacillus,  the 
most  frequent  form  of  urinary  tract  infection  is  at 
times  difficult  to  eradicate  by  the  use  of  urinary 
antiseptics.  The  reason  for  the  failure  in  the  opin- 
ion of  A.  M.  Crance*  is  a septic  overload  in  the 
colon.  Many  of  these  cases  give  a history  of  chronic 
constipation  or  of  some  intestinal  upset  such  as 
diarrhea  prior  to  the  onset  of  urinary  symptoms. 
The  colon  bacillus,  whose  natural  habitat  is  the 
colon,  is  impelled  to  seek  a new  residence  by  virtue 
of  its  increase  in  numbers;  by  gaining  entrance  to 
the  lymphatic  system  it  finds  its  way  to  the  kidney, 
there  becoming  a pus  producing  organism.  The 
treatment,  therefore,  is  more  a matter  of  treating 
the  colon,  the  focus  of  infections. 

Effects  of  Intestinal  Toxemia  on 
Special  Organs 

Nervous  System:  Ferraro  and  Kilman^  attribute 
pathologic  changes  in  the  central  nervous  system  to 
the  action  of  toxic  substances  present  in  the  gastro- 
intestinal canal.  Among  the  various  agents  the 
authors  have  considered  especially  indol  and  hista- 
mine. For  many  years  histamine  has  been  con- 
sidered responsible  for  the  onset  of  mental  condi- 
tions, whereas  indol  has  been  neglected.  The  fact 
that  mental  disorders  are  very  often  accompanied 
by  gastrointestinal  disturbances,  and  that  the  injec- 
tion of  indol  and  histamine  in  normal  animals  pro- 
duces some  of  the  manifestations  present  in  psycho- 
neurosis, seems  to  substantiate  the  contention  that 
in  one  group  of  mental  diseases  the  source  of  origin 
is  gastrointestinal  toxemia. 

The  Liver:  Boix  showed  that  the  various  acids 
and  cresols  of  intestinal  fermentation  and  putre- 
faction, as  well  as  the  toxins  manufactured  by  var- 
ious bacteria,  including  the  colon  bacillus,  could 
j)roduce  atrophic  cirrhosis  of  the  liver.  Toxic  action 
takes  place  and  hepatic  cirrhosis  supervenes  after 
continued  irritation  of  gastrointestinal  origin.  ’ A 
true  cirrhosis  finally  develops  due  to  the  absorp- 
tion of  poisons  by  a liver  which  is  steadily  losing 
its  capacity  for  dealing  with  them. 

Circulatory  Disorders:  It  is  daily  demonstrated 
in  practice  that  the  subtle  but  sure  effect  which  gas- 
trointestinal poisons  have  upon  the  development  of 
hypertension  in  the  arteries  later  leads  to  actual 
arteriosclerosis.  Metchnikoff  believed  that  his  ex- 
periments with  paracresol  and  indol  showed  that 
these  substances  were  cajiable  of  inducing  chronic 


lesions  of  a sclerotic  nature.  Such  lesions  are  the 
very  ones  that  are  encountered  most  frequently  in 
senility.  It  seems  to  be  established  beyond  question 
that  the  colon  bacillus  and  other  bacteria  produce 
poisons  which  can  be  absorbed  by  the  no’-mal  walls 
of  the  intestines  and  are  capable  of  causing  insid- 
ious lesions  in  the  arteries,  heart,  etc. 

Anemias:  Pernicious  anemia  and  perhaps  some 
cases  of  secondary  symptomatic  anemia  are  due  to 
hemolytic  agents  of  toxic  nature,  absorbed  from  the 
alimentary  tract,  entering  into  the  portal  system. 
Charlton^®  was  able  to  produce  anemia  in  rabbits 
by  repeated  intravenous  injections  of  colon  bacilli. 
The  animals  developed  spinal  cord  lesions  resem- 
bling those  observed  in  pernicious  anemia  in  man. 

Respiratory  Disorders:  There  is  justification  for 
believing  that  some  cases  of  acute  dyspnea  are  of 
toxic  gastrointestinal  origin.  Asthma  and  emphy- 
sema are  certainly  aggravated  in  connection  with 
dyspeptic  attacks  if  they  are  not  directly  produced 
by  intestinal  toxins. 

Eye:  Risley,  De  Schweinitz,  Ziegler,  and  other 
well-known  occulists  have  shown  conclusively  that 
the  intestinal  tract  is  often  the  source  of  autotox- 
emias which  are  directly  or  indirectly  responsible 
for  such  ocular  diseases  as  blepharitis,  keratitis, 
iritis,  and  certain  neuroretinal  lesions. 

Skin:  It  is  a common  observation  that  urticaria, 
erythema,  and  angioneurotic  edema,  as  well  as  pig- 
mentation of  the  skin,  may  all  be  due  to  intesti- 
nal autotoxemia.  Some  of  the  eczemas  are  like- 
wise of  gastrointestinal  toxic  origin  in  children  as 
well  as  in  adults.  The  doctrine  of  anaphylaxis  as 
applied  to  the  alimentary  canal  rationally  explains 
the  marked  affinity  manifested  by  the  skin, for  put- 
refactive substances  in  those  who  are  peculiarly 
sensitive  to  certain  articles  of  diet. 

Gall  Bladder:  HursP^  believes  that  the  major- 
ity of  cases  of  gall  bladder  diseases  are  due  to  in- 
fection with  colon  bacillus  and  are  the  result  of 
an  ascending  infection  to  the  gall  bladder  from  the 
duodenum. 

Naunyn^^  states  that  the  colon  bacillus  is  respon- 
sible for  eighty  per  cent  of  gall  bladder  infections, 
while  Petersen,  in  fifty  operations  for  gall  stones, 
found  bacillus  coli  of  pure  culture  in  thirty-six 
and  associated  with  other  bacteria  in  six. 

Rheumatism : Plimmer^®  says  that  chronic  rheu- 
matoid arthritis  owes  its  origin  to  the  passage  of 
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bacillus  coli  into  the  tissues  through  degenerated 
wall  of  the  intestine. 

Arthritis:  Fred  H.  Albee^^  says:  “Of  the  many 
possible  foci  of  origin  of  toxicity,  the  colon  stands 
at  the  head  in  frequency.  In  the  majority  of  the 
cases  (arthritis)  which  I have  seen  it  has  been 
the  offending  source.  It  has  further  been  observed 
that  in  ca.se  of  long  standing  oral  infections, 
whether  the  primary  focus  be  in  tonsils,  teeth,  an- 
tra or  other  sinus,  there  is  likely  to  be  a residuum 
and,  in  addition,  some  toxicity  in  the  colon.” 

Halitosis:  Mills^^  believes  the  fact  that  hali- 

tosis and  pyorrhea,  usually  considered  to  be  of  lo- 
cal origin,  disappear  promptly  as  intestinal  putre- 
faction is  eliminated,  suggests  that  these  conditions 
etiologically  depend  primarily  upon  intestinal  tox- 
emia. 

Meningitis:  Hartshorn^®  collected  from  the  lit- 
erature thirty-four  cases  of  meningitis  in  infants 
due  to  the  colon  bacillus.  In  some  the  infection 
followed  pyelitis  or  cystitis;  in  others  it  apparent! v 
arose  directly  from  the  intestinal  tract  subsequent 
to  an  attack  of  enteritis. 

Backache:  “I  believe  that  the  greatest  cause  for 
indefinite  backache  is  absorption  from  the  intestinal 
tract.”  Fitts,  Dr.  J.  Blair,  Stuart  Circle  Hospital 
Bulletin,  6:  (1)16  (April),  1936. 

Treatment 

According  to  Stimson,^"  sodium  ricinoleate  is  pro- 
duced by  saponifying  castor  oil.  This  action  takes 
place  in  the  bowel  when  castor  oil  is  ingested  and 
comes  in  contact  with  the  alkaline  secretions  of 
the  duodenum.  Professor  W.  P.  Larson  (Univer- 
sity of  Minnesota)  in  1919  was  the  first  to  demon- 
strate that  sodium  ricinoleate  is  capable  of  neu- 
tralizing bacterial  toxins.  Sodium  ricinoleate  does 
not  act  as  a germicide.  It  has,  however,  the  pro- 
perty of  combining  with  the  decomposition  prod-' 
ucts  of  bacteria,  thus  possessing  the  power  of  de- 
toxification. Since  detoxification  is  an  absorption 
phenomenon,  the  toxin  molecule  apparently  absorbs 
ricin,  rendering  it  inert  in  its  action  upon  tissues. 

Catoni  and  Cesari^*  verified  Larson’s  results  upon 
the  action  of  sodium  ricinoleate  on  various  patho- 
genic agents,  their  toxins  and  endotoxins.  These 
investigations  confirm  and  extend  the  detoxifying 
action  of  sodium  ricinoleate  which  was  demon- 
strated by  Larson  towards  various  toxins. 


Kline^^  treated  fifteen  cases  of  intestinal  tuber- 
culosis with  sodium  ricinoleate  and  reports  the  fol- 
lowing results:  “The  relief  afforded  by  sodium 
ricinoleate  is  fairly  prompt  according  to  the  degree 
of  symptoms  and  this  relief  persists  for  a vari- 
able length  of  time.  ...  It  appears  to  main- 
tain the  normal  intestinal  gradient  and  to  reduce 
toxemia;  and  that  it  shows  evidence  of  relieving 
the  symptoms  attendant  upon  intestinal  tuberculosis 
without  the  necessity  of  producing  purgation.” 

Morris  and  Dorst-®  have  shown  that  sodium  ri- 
cinoleate is  capable  of  rendering  bacterial  antigen 
non-toxic.  .\s  evidence,  they  cite  the  fact  that  anti- 
gen, which  when  injected  intradermally  produces 
a marked  local  reaction,  is  no  longer  capable  of 
producing  such  reaction  after  treatment  with  ri- 
cinoleates.  These  authors  treated  a large  group  of 
individuals  for  intestinal  disturbances  ranging  from 
chronic  constipation  to  mucous  colitis.  Previous 
treatment  for  these  disturbances  had  proven  un- 
satisfactory. They  obtained  excellent  results  from 
the  daily  administration  of  castor  oil,  and  even 
better  results  when  sodium  ricinoleate  was  substi- 
tuted. Rankin,  Bargen,  and  Bui^^  find  that  the  re- 
cent suggestion  of  detoxifying  enteric  flora  by  so- 
dium ricinoleate  has  undoubtedly  been  of  value  in 
some  cases.  Jackson^^  says:  “At  the  moment  we 
know  of  no  detoxifying  agent  which  acts  so  rapid- 
ly and  efficiently  as  sodium  ricinoleate.” 

Contrary  to  the  general  impression,  castor  oil 
does  not  act  as  a purgative  when  administered  for 
a length  of  time.  Dr.  Beverley  R.  Tucker  has 
been  able  to  control  the  diarrhea  of  pellagra  with 
one-half  to  one  ounce  doses  of  castor  oil  given  every 
night  at  bed-time. 

“Castor  oil  possesses  detoxicating  properties  sup- 
plied by  no  other  drug;  and  the  appearance  On  the 
market  of  preparations  in  which  its  nauseating  odor 
and  disagreeable  taste  have  been  eliminated,  will 
create  a renaissance  of  this  e.xcellent  medicament.” 
In  treating  the  conditions  discussed  here  we  em- 
ployed an  emulsion  of  ricinoleate  ester  with  liquid 
petrolatum,  having  available  80  grains  of  sodium 
ricinoleate  to  the  ounce. 

diet  rich  in  vitamins  and  minerals,  the  so-called 
“protective  diet”  supplemented  with  cod  liver  oil 
and  brewer’s  yeast,  has  proved  of  undoubted  value 
for  increasing  the  resistance  of  tissues  against  in- 
fections. 
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Summary 

1.  The  colon  is  the  principal  focus  of  infection 
in  toxemia  and  should  receive  at  least  as  much  at- 
tention as  the  teeth,  tonsils,  etc. 

2.  Many  constitutional  disturbances  as  well  as 
those  of  the  abdominal  cavity  have  their  source  of 
origin  in  a toxic  condition  of  the  enteric  tract. 

3.  The  so-called  “normal  flora”  of  the  intes- 
tinal canal  may  assume  pathological  activities  under 
favorable  conditions. 

4.  The  colon  bacillus  is  the  agent  most  frequently 
responsible  for  non-gonorrheal  infections  of  the 
genito-urinar}-  system. 

5.  Measures  aimed  at  the  detoxification  of  a 
septic  colon  will  often  help  in  solving  a difficult 
diagnostic  problem. 

6.  The  theory  of  intestinal  toxemia  is  sup- 
ported by  clinical  experience.  Evidence  is  pre- 
sented on  the  detoxifying  effect  of  castor  oil  and 
its  conversion  product,  sodium  ricinoleate. 
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ECLAMPSIA— CRURAL  MONOPLEGIA  OF  CORTICAL  ORIGIN.* 


Walter  McMann,  M.  D., 

Danville,  Va. 


Certain  features  of  the  following  case  of  eclampsia 
warrant  its  recounting: 

H.  M.,  gravida  1,  para  0,  age  21,  was  admitted 
to  the  emergency  clinic  at  12  noon,  November  25, 
1934.  Two  hours  before,  she  had  had  a convulsive 
seizure  which,  from  its  description  was  certainly 
eclam[)tic.  I’hysical  examination  revealed  a toxic- 
looking young  girl  with  feet,  ankles,  legs,  hands, 
and  face  edematous.  Her  blood  pressure  was 
168/110.  P'etal  heart  sounds  were  regular — rate 
156.  Height  of  the  fundus  was  27  cm.  She  was 

•From  the  Obstetrical  Service,  New  York  Polyclinic 
Hospital. 


not  in  labor,  had  no  bleeding  nor  any  muscular 
twitching. 

This  patient  registered  for  prenatal  care  Septem- 
ber 10,  1934,  when  about  five  months  pregnant. 
Prior  to  her  pregnancy  her  history  was  of  no  im- 
portance. In  the  early  months  of  pregnancy  there 
had  been  more  than  the  expected  amount  of  vomit- 
ing. Blood  pressure  on  registration  was  96/50; 
the  urine  had  a faint  trace  of  albumin.  When  next 
seen,  September  24th,  she  was  complaining  of  spots 
before  the  eyes  and  occasional  dizzy  spells.  Her 
blood  pressure  had  increased  to  127/80.  After  six 
weeks  on  a toxic  regimen  the  blood  pressure  re- 
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turned  to  110/70,  and  there  had  been  no  more  symp- 
toms of  toxemia.  On  November  19th,  the  blood 
pressure  was  132/86,  and  there  was  a distinct  trace 
of  albumin  present.  Inadvertently  she  was  allowed 
to  go  home  without  advice  or  treatment,  and  when 
next  seen  it  was  in  the  emergency  clinic.  During 
the  intervening  time  she  had  been  feeling  all  right 
except  the  day  previously  when  she  had  had  a se- 
vere headache  and  some  dizziness. 

Treatment  was  begun  at  once — morphine,  sodium 
amytal  by  mouth  and  50  per  cent  magnesium  sul- 
phate intramuscularly.  M'hile  being  given  50  per 
cent  glucose  intravenously  half  an  hour  later,  she 
had  another  eclamptic  seizure  which  lasted  three  to 
four  minutes.  Nothing  by  mouth  was  given  until 
the  next  morning,  except  sodium  amytal.  Fifty 
per  cent  magnesium  sulphate  was  administered 
twice,  intramuscularly,  and  morphine  once  during 
the  night.  At  eight-thirty  A.  M.,  November  26th, 
she  seemed  better.  Five  ounces  of  urine  were  ob- 
tained per  catheter.  Specific  gravity  was  1.034; 
albumin  4 plus;  hyaline  casts  were  present. 

Rucker’s^  so-called  simplified  treatment  was  be- 
gun. Intravenous  50  per  cent  glucose  was  given 
about  every  six  hours. 

November  27th.  Urinalysis : albumin  4 plus; 
specific  gravity  1.032;  occasional  red  blood  cells; 
fine  and  coarse  granular  casts.  Blood  examination : 
Urea  nitrogen  63.4,  chlorides  440,  and  COo  combin- 
ing power  43.9  per  cent.  The  fetal  heart  had  not 
been  heard  since  the  evening  before.  The  patient 
seemed  irrational. 

November  28th.  There  was  no  voluntary  move- 
ment of  the  right  leg  which  seemed  rather  clammy. 
Passive  movements  were  accompanied  by  no  pain. 
Perception  of  cold,  heat,  and  deep  and  light  pres- 
sure were  present.  IMrs.  M.  was  still  irrational. 
The  urinary  output  had  been  inordinately  low,  not 
over  five  ounces  being  passed  at  a time  and  that 
infrequently.  We  were  sure  this  was  not  an  over- 
flow. She  was  voiding  voluntarily  after  the  first 
day. 

November  29th.  No  change.  Blood  urea  47.3, 
creatinine  1.2,  chlorides  460.  At  this  state  it  was 
decided  not  to  force  fluids  any  longer  but  to  try 
to  make  the  intake  equal  the  output. 

At  this  time,  ten  to  twelve  ounces  of  fluid  were 
present  in  the  watery  stools  she  was  passing.  At 
4:00  P.  M.  this  patient  was  examined  by  a neurolo- 
gist. “Patient  is  orientated,  not  fearsome,  euphoric. 


homesick.  Some  slight  confusion,  readily  set  right. 
Eyes  negative;  face  and  tongue  negative;  grips  with 
both  hands.  Complete  paralysis  of  right  lower  ex- 
tremity. Possibly  some  slight  movement  in  knee. 
Babinsky,  knee  jerk  more  active  on  right.  No  Op- 
penheim.  Sensor}',  pin  prick  very  little  less  on  the 
right.  Provisional  diagnosis:  Cerebral  crural  pa- 
ralysis due  to  thrombosis  of  branch  of  anterior  cere- 
bral artery  to  quadrate  lobe.” 

December  1st.  Blood  pressure  166/100.  The 
edema  was  less  and  she  was  more  rational  than  be- 
fore. There  was  some  movement  of  the  right  leg. 
The  urinary  output  had  increased.  Uterine  contrac- 
tions began  about  11:00  A.  M.  and  a macerated 
fetus  delivered  at  6 :00  P.  H. 

December  3rd.  She  complained  of  poor  vision 
and  some  diplopia.  The  entire  fundus  of  the  left 
eye  was  blurred  and  it  was  thought  choked  disks 
were  present.  What  was  intriguing  was  that  the 
paralysis  of  the  right  leg  had  disappeared. 

From  the  third  until  the  eighth,  improvement  was 
steady.  The  urinary  output  became  normal  and  the 
blood  pressure  dropped  to  140/100.  Blood  chemis- 
try: Urea  nitrogen  24.8;  chlorides  480;  CO2  com- 
bining power  50.7  per  cent.  Edema  had  disappeared. 

December  8th.  Eye  examination:  INIarked  vas- 
cular disturbance  and  distortion  of  both  arteries  and 
veins  in  the  right  eye  and  mildly  choked  disks.  There 
was  the  same  vascular  disturbance  in  the  left  eye 
with  pronounced  edema  in  the  upper  quadrant. 
Small  flame-like  hemorrhages  extended  along  the 
course  of  the  inferior  temporal  artery.  To  protect 
the  eye  because  of  the  retinitis  present,  the  patient 
had  a voluntary  ptosis  of  the  left  eyelid. 

December  10th.  Urinary  output  normal  with  a 
very  faint  trace  of  albumin  and  an  occasional  fine 
granular  cast.  The  diplopia  had  disappeared,  but 
there  was  slight  blurring.  She  was  discharged  to 
report  to  the  iSIedical  Service. 

Six  weeks  later  blood  chemistry  and  urinary  re- 
ports were  normal.  Except  for  a slight  neuroretinitis 
of  the  left  eye  there  were  no  remaining  sequelae  to 
her  eclampsia. 

Comment 

Prenatal  care  must  be  intensive  and  unrelenting. 
At  the  New  York  Polyclinic  Hospital  this  has  been 
the  only  case  of  antc-partum  eclampsia  in  two  years. 
There  was  one  of  intra-partum  eclampsia  during 
this  time — the  convulsive  seizure  was  very  short.  If 
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prenatal  care  had  been  a little  more  rigorous,  per- 
haps there  would  have  been  no  occasion  for  this 
report. 

Crural  monoplegia  of  cerebral  origin  is  rather 
rare.  RusselP  reports  two  cases  and  cites  three 
others.  None  of  these  were  post-eclamptic.  In  one 
of  his  reported  cases,  function  returned  in  three 
weeks.  At  necropsy,  when  the  patient  died  from 
coronary  thrombosis  eight  months  later,  evidence  was 
found  of  a former  thrombus  probably  in  the  calloso- 
marginal  branch  of  the  right  anterior  cerebral  ar- 
tery. In  our  case  the  paralysis  had  disappeared  at 
the  fifth  day  after  the  onset  and  improvement  was 
noticed  on  the  third.  We  do  not  believe  a lesion 
that  was  the  result  of  a thrombus  would  clear  up 
this  quickly;  rather  would  we  attribute  the  mono- 
plegia to  vascular  spasm.  That  it  was  cerebral  in 
origin  is  evidence  by  the  signs  presented®  and  the 
cerebral  symptoms  accompanying  it. 

From  the  studies  of  numerous  investigators,  it  is 
becoming  more  and  more  likely  that  vascular  de- 
rangement is  a precursor  to  the  to.xemias  of  preg- 
nancy and  eclampsia.  This  derangement  seems  to 
be  in  the  form  of  a vascular  spasm  with  a venous 
congestion.  The  familiar  eye  ground  changes  seen 
in  our  case  and  the  unusual  monoplegia,  which,  be- 
cause of  the  short  duration,  must  have  been  caused 
by  vascular  spasm,  would  tend  to  implicate  the  cir- 
culatory system.  Haselhorst  and  Mylius^  photo- 
graphed intermittent  and  abnormal  constriction  of 
the  retinal  vessels  in  toxic  patients.  Wright®,  al- 
though he  noticed  spasm  of  the  retinal  vessels  only 
once  in  a series  of  twenty-eight  cases,  says  it  was 
probably  missed  because  of  the  hurried  examina- 
tions which  had  been  done  in  another  hospital. 
McKelvey  and  McMahon®  in  their  e.xcellent  and  il- 
luminating study  of  renal  pathology  following  fatal 
cases  of  nephritic  toxemia  of  pregnancy  found  the 
most  striking  lesions  to  be  in  the  vascular  system. 
Brown  has  very  wisely  said  that  a functional  dis- 
order by  repeated  insults  will  eventually  cause  a 
pathological  condition.  It  is  our  belief  nephritic 
manifestations,  retinitis,  and  other  conditions  re- 
lated to  pregnancy  to.xemia,  at  their  onset  are  func- 
tional disorders  occasioned  by  vascular  spasticity. 
.•\s  to  the  vascular  irritant  which  is  causing  this 
spasticity,  it  is  our  opinion  that  it  is  endocrine  in 
origin.  Goodall,’  Hoffbauer,  and  others  place  the 
toxic  agent  in  pregnancy  toxemia  in  the  pituitary 
body. 


To.xemia  of  pregnancy  is  solely  a woman’s  dis- 
ease and  she  has  it  only  when  there  is  a growth 
in  the  uterus  or  surrounding  tissue  which  is  a 
product  of  conception.  Because  some  cases  of 
hydatidiform  mole  have  been  reported  to  be  com- 
plicated by  toxemia  of  pregnancy,  it  would  seem 
that  the  chorion  and  chorionic  villi  have  a part  in 
the  causation  of  this  disorder. 

This  would  cause  us  to  think  of  the  placenta  as 
the  exciting  agent  in  toxemia.  Ware  and  Main®  in 
reporting  a case  of  abdominal  pregnancy  found  pro- 
lan to  be  excreted  for  thirty-six  days  after  opera- 
tion. The  placenta  was  left  in  situ  at  the  time  of 
delivery.  After  a normal  delivery  negative  tests  for 
prolan  are  obtained  within  seventy-two  hours.  Ware 
and  Main  in  commenting  on  their  case  say  that 
either  the  placenta  is  causing  the  excretion  of  the 
gonadotropic  hormones  of  the  anterior  pituitary  or, 
more  probably,  is  actively  secreting  prolan.  Smith 
and  Smith®  find  an  excess  of  anterior  pituitar)'-like 
principle  in  cases  of  toxemia  during  the  latter  months 
of  pregnancy.  Evans^®  says  this  gonadotropic  hor- 
mone is  probably  derived  from  the  chorion.  It  would 
seem  that  the  hormonal  irritant  insulting  the  vascular 
system  is  placental  in  origin  and  may  be  traced  to 
a disorder  in  the  secretion  of  prolan.  This  in  turn 
by  reciprocal  action  may  cause  pituitary  and  other 
glandular  dysfunction.  It  is  interesting  that  the 
crural  monoplegia  which  was  very  probably  due  to 
vascular  spasm  began  to  clear  up  as  soon  as  the 
placenta  was  delivered,  the  fetus  having  been  dead 
sontetime  before.  It  is  notorious  that  toxemias  of 
pregnancy  improve  after  delivery  of  the  placenta. 

SUMM.ARY 

A case  of  eclampsia  is  reported. 

During  the  course  of  the  affection  there  was  a 
temporary  crural  monoplegia  of  cortical  origin. 
Probably  this  is  the  first  case  reported  to  be  con- 
commitant  with  eclampsia. 

It  is  thought  that  the  exciting  agent  in  toxemia 
of  pregnancy  has  its  basis  in  a malfunctioning  of  the 
placental  excretion  of  prolan,  causing  a vascular 
spasm. 

.Addendum 

While  the  final  draft  of  this  report  was  being  pre- 
pared, the  article  of  Smith  and  Smith  published  in 
Surgery,  Gynecology  and  Obstetrics,  .August,  1935 
(page  175)  was  called  to  the  author’s’  attention. 
Smith  and  Smith  studied  the  e.xcretion  of  prolan  in 
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pregnancy  toxemias.  They  reached  these  conclu- 
sions : 

“Quantitative  analyses  have  shown  that  the  pla- 
centas of  toxemic  and  eclamptic  patients  contain 
excessive  amounts  of  prolan  and  tend  toward  low 
levels  of  estrin  as  compared  with  the  placentas  of 
normal  pregnancies. 

“It  is  concluded  that  the  excessive  amounts  of 
prolan  previously  reported  in  the  blood  and  urine 
of  toxemic  and  eclamptic  women,  as  well  as  the  tend- 
ency toward  low  levels  of  estrin,  have  their  origin 
in  the  placenta. 

“It  is  suggested  that  a continued  overproduction 
of  prolan  by  the  placenta  is  probably  a related  fac- 
tor and  possibly  causal  in  the  etiology  of  late  preg- 
nancy toxemia  and  eclampsia.” 
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Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 


The  communicable  disease  reports  received  at 
the  office  of  Dr.  G.  F.  McGinnes,  State  Epidemi- 
ologist, for  the  month  of  June,  1936,  show  the  fol- 
lowing cases  compared  with  the  same  month  in 
1935. 

1936  1935 


Typhoid  and  Paratyphoid 30  67 

Diphtheria  29  32 

Scarlet  Fever  76  85 

Measles  318  1,160 

Meningitis  ^ 29  41 

Poliomyelitis  0 52 

Rocky  Mountain  Spotted  Fever 12  6 

Typhus  Fever  1 0 

Undulant  Fever 3 9 

Tularaemia  3 4 

Smallpox  1 0 


Diphtheria  Imiiuniz.ation 

The  number  of  cases  of  diphtheria  reported  to 
the  Virginia  State  Department  of  Health  in  1935 
was  the  lowest  on  record.  During  this  year  there 
were  1,502  cases  reported.  This  represents  a de- 
crease of  487  over  the  number  of  cases  reported 
in  1934  and  a decrease  of  1,150  over  the  average 
for  the  past  five  years.  This  gratifying  decline  is 
attributed  to  the  continuation  of  the  immunization 
campaigns  throughout  the  State  which  have  been 
made  possible  by  the  cooperation  of  the  local  phy- 
sicians with  the  various  health  agencies. 

Having  advanced  this  far  it  would  indeed  be  un- 
wise to  rest  “on  our  laurels”  so  to  speak.  \\'ith  re- 
newed efforts  to  secure  immunization  against  diph- 
theria for  all  pre-school  children,  in  which  age 
group  the  susceptibility  to  the  disease  is  the  great- 
est, a further  reduction  in  the  incidence  of  diph- 
theria in  Virginia  can  be  effected. 

With  the  exception  of  smallpox  vaccination,  per- 
haps the  most  important  success  in  the  prevention 
of  disease  by  specific  immunization  has  been  in 
diphtheria. 

Xow  is  the  ideal  time  in  which  to  immunize  those 
children  who  will  enter  school  for  the  first  time 
this  fall.  During  August  and  September  these  chil- 
dren can  be  prepared  to  enter  school  protected 
against  diphtheria,  the  disease  to  which  they  are 
particularly  susceptible  and  which  has  its  highest 
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incidence  during  the  first  few  months  of  the  school 
term.  Likewise  those  children  who  are  return  pupils 
but  who  have  not  yet  developed  immunity  to  diph- 
theria as  evidenced  by  a positive  Schick  test,  should 
be  given  protection. 

Let  it  not  be  inferred,  however,  that  immuniza- 
tion should  be  postponed  until  time  for  entering 
school.  Every  child  should  be  given  diphtheria 
prophylaxis  between  six  months  and  one  year  of 
age.  Again,  upon  entering  school,  his  immunity 
status  should  be  determined  by  the  Schick  test.  If 
the  child  requires  further  protection,  immunization 
should  be  repeated.  With  this  procedure,  univer- 
sally adopted,  we  may  perhaps  look  forward  to  the 
time  when  the  disease  will  be  rare  indeed  and 
deaths  from  it  most  unusual. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Fletcher  J.  Wright,  49  S.  Market  St., 
Petersburg. 

President-Elect — Mrs.  F.  D.  Wilson,  S3S2  Studley  Ave., 
Norfolk. 

Corresponding  Secretary — Mrs.  Meade  Edmunds,  Wal- 
nut Hill,  Petersburg. 

Recording  Secretary — Mrs.  Harold  W.  Potter,  70  33rd 
St.,  Newport  News. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Ave.,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  James  B.  Stone, 
15  Maxwell  Road,  Richmond. 

Woman’s  Auxiliary  to  the  Norfolk  County 
Medical  Society. 

.\t  its  May  meeting  this  auxiliarj-  elected  the  fol- 
lowing officers  to  serve  for  the  ensuing  year:  Mrs. 
B.  A.  Doggett,  President;  ^Irs.  Charles  Devine, 
President-Elect;  Mrs.  R.  M.  Reynolds,  First  Vice- 
President;  Mrs.  P.  St.  L.  Moncure,  Second  Vice- 
President;  iMrs.  Millard  Savage,  Third  Vice-Presi- 
dent; Mrs.  .Alex  Mayo,  Recording  Secretary;  Mrs. 
R.  E.  .Altizer,  .Assistant  Recording  Secretar\-;  Mrs. 
.A.  .A.  Burke,  Corresponding  Secretary;  Mrs.  .Albert 
Crosby,  Treasurer;  Mrs.  K.  W.  Howard,  Historian; 
Mrs.  H.  W.  Rogers,  .Assistant  Historian;  and  Mrs. 
M.  X.  King,  Parliamentarian. 

The  .Annual  Health  Day  Program  recently  held 
at  the  Norfolk  Woman's  Club  was  arranged  by  this 


auxiliary.  Dr.  R.  F.  Slaughter,  who  was  intro- 
duced by  Mrs.  C.  C.  Smith,  addressed  the  Woman’s 
Clyb  on  the  work  of  the  Alental  Hygiene  Clinic  at 
St.  A’incent’s  Hospital. 

The  .Auxiliary  is  making  a plea  to  the  public  for 
children’s  magazines  and  games  to  be  used  in  the 
sendee  centers  operated  by  the  Works  Progress  .Ad- 
ministration. .Arrangements  have  been  made  by  the 
members  to  call  for  any  contributions  that  are  of- 
fered. 

Woman’s  Auxiliary  to  the  Richmond  Acad- 
emy of  Medicine. 

.A  business  meeting  was  held  by  this  .Auxiliary  in 
Alay,  this  being  the  last  meeting  until  September. 
Efforts  were  made  to  wind  up  all  business  details 
by  the  Chairmen  of  the  various  committees,  thereby 
clearing  the  slate  of  this  auxiliarx-  as  far  as  possible 
during  the  summer  months.  The  Chairman  of  the 
Milk  Fund  reported  that  the  final  check  had  been 
sent  to  the  Medical  Director  of  Public  Schools,  cov- 
ering milk  furnished  to  undernourished  children 
during  the  past  school  term.  .A  check  for  SI 00.00 
has  been  sent  to  the  Treasurer  of  the  Richmond 
.Academy  of  ^Medicine,  this  amount  being  a payment 
toward  a number  of  shelves  which  have  recently 
been  installed  in  the  new  Pathological  ^Museum  of 
the  Richmond  Academy  of  Medicine.  This  auxil- 
iary gave  SI 00.00  last  year  as  a Foundation  Fund 
for  these  shelves.  Reports  indicate  that  approxi- 
mately S165.00  was  realized  on  the  Cooking  School 
which  was  held  in  Alay  and  sponsored  by  this  auxil- 
iary in  conjunction  with  three  other  organizations. 

Petersburg  Auxiliary. 

The  Petersburg  Unit  of  the  Medical  .Auxiliary 
held  its  May  meeting  at  the  Nurses’  Home.  There 
was  no  program  planned  as  the  meeting  was  to  be 
short  in  order  for  the  members  to  attend  in  a body 
the  graduation  e.xercises  of  the  senior  class  of  nurses 
of  the  Petersburg  Hospital. 

The  linen  shower  for  the  hospital  and  the  rum- 
mage sale  were  discussed.  The  former,  one  of  the 
main  projects  of  the  year  for  the  auxiliary,  was 
ably  supported  by  the  churches  of  Petersburg.  Each 
contributed  through  the  auxiliary  to  make  the  shower 
a success  for  the  hospital.  The  latter,  the  bi- 
annual sale,  was  also  an  outstanding  success.  The 
proceeds  of  $50.84  was  put  in  the  treasurj-’s  fund. 

The  meetings  of  the  auxiliary  w’ere  decided  to  be 
discontinued  until  the  last  Tuesday  in  September. 


1936] 


Virginia  Medical  Monthly 


315 


Woman’s  Auxiliary  to  the  James  City-New 
Kent  County  Medical  Society. 

Mrs.  J.  M.  Henderson  entertained  this  Auxiliary 
with  a luncheon  at  her  home  in  Williamsburg,  in 
May.  ^lembers  attending  were  Mesdames  T.  B. 
Henderson,  W.  L.  Smoot,  E.  T.  Terrell,  B.  I.  Bell, 
J.  R.  Tucker,  and  L.  V.  Henderson,  of  Williams- 
burg, and  Mrs.  A.  iSI.  Snead  and  Mrs.  E.  D.  Kilby, 
of  Toano.  The  guests  were  Mrs.  Fletcher  J.  Wright, 
State  President,  and  Mrs.  H.  M.  Snead,  State  ex- 
hibit chairman,  both  of  Petersburg.  jMrs.  Wright 
gave  an  interesting  talk  about  her  trip  to  the  na- 
tional convention  of  the  American  ^Medical  Associa- 
tion in  Kansas  City.  Following  the  talk,  a memo- 
rial service,  in  observance  of  “Doctor’s  Day,”  was 
held  for  Dr.  Southgate  Leigh.  The  regular  busi- 
ness was  taken  up  after  the  service. 

(Mrs.  L.  V.)  Mabel  R.  Henderson, 

Reporter. 


Book  Announcements 

Russell  A.  Hibbs.  Pioneer  in  Orthopedic  Surgery. 
1869-1932.  By  GEORGE  M.  GOODWIN.  Columbia 
University  Press.  New  York.  1935.  Octavo  of 
x-136  pages.  Illustrated.  Cloth.  Price,  $3.50. 

This  short  life  of  Dr.  Russell  A.  Hibbs  of  New 
A'ork,  who  died  in  1932  is  not  only  the  story  of  his 
life  but  the  story  of  the  New  York  Orthopaedic 
Dispensary  and  Hospital.  Although  the  hospital 
was  founded  in  1868,  the  period  from  Dr.  Hibbs’ 
appointment  in  1900  as  surgeon  in  chief  until  his 
death  in  1932,  included  both  the  building  of  a new 
city  hospital  and  of  a convalescent  country  hospital 
and  the  foundation  of  a system  for  training  men  in 
orthopaedic  surgery  which  may  serve  as  a model 
for  other  such  clinics. 

Dr.  Hibbs  was  not  only  an  able  surgeon,  with 
original  ideas  and  the  strength  of  character  to  ad- 
here to  what  he  believed  correct  surgery'  against 
widespread  professional  opposition,  but  he  was  also 
an  excellent  organizer  with  a genius  for  obtaining 
the  funds  necessary  for  the  help  of  indigent  cripples 
and  the  training  of  men  to  aid  them.  When  $500,- 
000  was  offered  him  by  the  trustees  of  a large  estate 
for  the  establishment  of  fellowships  in  orthopaedic 
surgery,  he  refused  it  on  the  ground  that  the  fund 
was  inadequate.  Not  long  afterwards,  the  million 
dollars  which  he  considered  the  minimum  sum  neces- 
sary was  granted  by  the  same  trustees. 


This  account  of  his  original  work  in  surgeiy  and 
of  the  impetus  his  plans  have  given  to  the  training 
of  orthopaedic  surgeons  is  supplemented  by  tributes 
from  two  of  his  personal  friends. 

DoN.XLD  M.  F.A.ULKNER,  M.  D. 


Certified  Milk.  Proceedings  of  the  Twenty-fifth, 
Twenty-sixth,  Twenty-seventh,  and  Twenty-eighth 
Conferences  of  the  American  Association  of  Med- 
ical Milk  Commissions,  Inc.  In  conjunction  with 
the  Certified  Milk  Producers’  Association  of  Amer- 
ica, Inc.  Octavo  of  363  pages.  Cloth. 

Psychopathia  Sexualis.  With  Especial  Reference  to 
Contrary  Sexual  Instinct.  A Medico-Legal  Study. 
By  DR.  R.  VON  KRAFPT-EBING,  Professor  of 
Psychiatry  and  Neurology,  University  of  Vienna. 
Authorized  Translation  of  the  Seventh  Enlarged 
and  Revised  German  Edition  by  CHARLES  GIL- 
BERT CHADDOCK,  M.  D.,  Professor  of  Nervous 
and  Mental  Diseases,  Marion-Sims  College  of  Med- 
icine, St.  Louis;  etc.  Philadelphia.  F.  A.  Davis 
Company.  1930.  Octavo  of  xiv-436.  Cloth.  Price, 
$4.00  net. 

Psycopathia-Sexualis  Kraft-Ebing  is  a source 
book  and  is  a necessity,  a part  of  every  library.  The 
present  edition  is  a reprint. 

First  published  in  1892,  it  has  been  a recognized 
authority  and  will  probably  continue  so.  Its  value 
lies  in  its  classification,  and  its  enormous  mass 
of  clinical  material.  Psychologically  it  is  archiac. 
The  wonder  is  that  any  book,  first  published  in 
1892,  is  still  worth  reprinting. 

T.  W.  M. 


Heart  Disease  and  Tuberculosis.  Efforts  Including 
Methods  of  Diaphragmatic  and  Costal  Respiration 
to  Lessen  Their  Prevalence.  By  S.  ADOLPHUS 
KNOPF,  M.  D.,  New  York.  Issued  by  the  patients 
at  The  Potts  Memorial  Hospital  for  the  rehabili- 
tation of  the  tuberculous.  The  Livingston  Press. 
Livingston,  New  York.  1936.  12mo  of  108  pages. 
Illustrated.  Cloth.  Price,  $1.25. 

The  title  of  this  book  was  intriguing  for  the  re- 
viewer was  hopeful  that  the  author  would  discuss 
the  relative  frequency  of  heart  and  vascular  dis- 
ease in  patients  who  have  pulmonar\-  tuberculosis, 
but  it  soon  became  apparent  that  the  primary  object 
of  the  writer  was  to  emphasize  the  importance  of 
so-called  diaphragmatic  respiration  in  the  prophy- 
laxis and  treatment  of  patients  who  have  all  types 
of  heart  and  vascular  disease.  It  is  to  be  recalled 
that  the  same  author  introduced  this  method  of 
physical  exercise  in  the  treatment  of  pulmonary 
tuberculosis. 

The  volume  was  reviewed  with  considerable  care 
and  as  the  final  conclusion  of  this  review  it  must  be 
stated  in  perfect  frankness  that  there  does  not  ap- 
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pear  to  be  any  justification  for  this  volume.  !Most'- 
of  the  statements  made  are  based  upon  either  illog-_ 
ical  hypotheses  or  erroneous  interpretation  of  phy- 
siological facts.  There  undoubtedly  is  a place  for 
both  physiotherapy  and  regulated  physical  exercise 
in  the  treatment  of  cardiac  and  vascular  disease, 
nevertheless,  it  would  seem  unwise  for  one  to  con- 
clude that  any  single  procedure  can  be  a panacea 
for  the  complicated  disturbances  which  affect  these 
systems. 

As  a whole  the  book  is  poorly  organized,  the  sub- 
ject matter  is  ambiguous,  and  the  conclusions  drawn 
unjustified.  W.  B.  P. 

Synopsis  of  Diseases  of  the  Heart  and  Arteries.  Bv 
GEORGE  R.  HERRMANN,  M.  D.,  Ph.  D.,  Profes- 
sor of  Clinical  Medicine,  University  of  Texas.  St. 
Louis.  The  C.  V.  Mosby  Company.  1936.  12mo 
of  344  pages.  With  88  Text  Illustrations  and  3 
Color  Plates.  Cloth.  Price,  $4.00. 

The  reviewer  is  probably  not  as  enthusiastic  about 
this  volume  as  he  might  be  for  the  reason  that  he 
is  instinctively  prejudiced  against  synopses.  The 
author  states  that:  “For  the  medical  undergraduate 
hard  pressed  for  time  in  a crowded  curriculum,  and 
the  physician,  equally  harassed  in  the  caring  for  a 
general  practice,  it  is  hoped  that  this  book  will  ren- 
der the  service  they  require.”  I have  often  won- 
dered whether  synopses  should  ever  be  designed  for 
individuals  in  these  categories  for  a book  of  this 
type  must  be  dogmatic  and  brief,  and  in  many  in- 
stances the  statements  made  are  somewhat  confusing 
due  to  the  technique  used  in  an  effort  to  be  brief. 

This  particular  synopsis  is  a most  complete  review 
of  all  of  the  aspects  of  cardio-vascular  disease  for 
it  covers  not  only  the  histor}’  which  should  be  taken 
in  patients  having  cardiac  disease,  but  discusses  with 
considerable  clarity  all  special  methods  of  study,  the 
technique  for  the  use  of  these  methods,  and  covers 
briefly  the  orthodox  interpretations  which  should  be 
had  from  the  accumulated  data.  A'et,  authors  of 
synopses  apparently  fail  to  realize  that  those  for 
whom  the  book  is  designed  are  the  very  individuals 
who  can  least  safely  use  such  an  abbreviated  com- 
pend. 

Hurriedly  going  over  the  book  there  were  several 
omissions  noted  which  illustrate  my  reasons  for  hav- 
ing an  adverse  reaction  to  volumes  of  this  character. 
On  page  48  in  the  discussion  of  a.  two-hour  urinary 
concentration  test  the  author  fails  to  comment  upon 
the  very  important  fact  that  this  observation  may 
be  misleading  when  the  edema  of  congestive  failure 


is  subsiding.  This  is  due  to  the  fact  that  removal 
of  edema  from  the  subcutaneous  tissue  dilutes  the 
urine  just  as  if  the  person  were  drinking  a large 
amount  of  water.  Under  the  section  Cardiac  IMani- 
festations  in  Hjqierthyroidism,  page  125,  the  state- 
ment is  made  that:  “Rales  at  the  lung  bases,  en- 
gorged liver,  and  edema  of  the  extremities  may  be 
present  when  congestive  failure  has  intervened.”  I 
am  certain  the  author  meant  to  say  that  these  pheno- 
mena existed  only  in  the  event  that  congestive  fail- 
ure intervened.  In  the  discussion  of  the  physical 
phenomena  of  subacute  bacterial  endocarditis  the 
author  has  unfortunately  chosen  as  his  illustration 
(page  236)  of  clubbed  fingers  a patient  who  had 
endocarditis  associated  with  the  cyanotic  type  of 
congenital  heart  disease.  The  facts  are  that  bacterial 
endocarditis  unaccompanied  by  cyanosis,  which  is 
the  rule,  has  the  so-called  Hippocratic  or  beak  fing- 
ers rather  than  the  flat  bulbous  fingers  noted  in 
chronic  cyanosis. 

In  the  chapter  on  the  treatment  of  syphilitic  car- 
dio-vascular disease,  the  dose  of  potassium  iodide 
is  given  as  fifteen  grains  to  sixty  grams  three  times 
a day.  I am  wondering  if  this  is  not  a typograph- 
ical error  for  a dose  of  nine  hundred  grains  three 
times  a day  would  be  rather  excessive. 

One  might  get  the  impression  that  the  reviewer 
was  not  pleased  with  this  volume.  The  facts  are 
that,  if  one  realizes  the  defects  inherent  in  any  book 
of  this  character,  he  is  forced  to  conclude  that  this 
synopsis  of  heart  disease  is  the  most  complete  of  its 
type  that  has  ever  been  published.  I am  convinced 
that  students,  practitioners  of  medicine,  and  cardiol- 
ogists will  profit  greatly  by  a review  of  this  book, 
and  it  will  serve  well  at  all  times  as  a reference 
guide  when  one  is  dealing  with  diseases  of  the 
cardio-vascular  apparatus. 

W.  B.  P. 

Principles  and  Practice  of  Recreational  Therapy. 
For  the  Mentally  111.  By  JOHN  EISELE  DAVIS, 
B.  A.,  M.  A.,  Senior  Physical  Director,  Veterans 
Administration  Facility,  Perry  Point,  Maryland, 
etc.  In  Collaboration  with  DR.  WILLIAM  RUSH 
DUNTON,  Jr.,  Instructor  in  Psychiatry,  The  Johns 
Hopkins  University,  etc.  New  York.  A.  S.  Barnes 
and  Company.  1936.  Octavo  of  206  pages.  Cloth. 
Price,  $3.00. 

This  is  an  unusual  book  on  an  unusual  subject. 
Much  has  been  written  upon  occupational  therapy 
and  but  little  upon  recreational  therapy  for  the 
mentally  ill.  This  reviewer  had  used  occupational 
therapy  in  the  standardized  form  for  neurologic  and 
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psychoneurotic  cases  for  some  years  but  about  five 
years  ago  discontinued  it  and  substituted  recrea- 
tional therapy  with  great  satisfaction.  John  Eisele 
Davis  in  the  present  book  in  collaboration  with  Dr. 
William  Rush  Dunton,  Jr.,  and  a foreword  by  Dr. 
Adolph  Meyer,  goes  further  and  more  scientifically 
into  recreational  therapy  toward  re-socializing  the 
mentally  ill  than  onyone  else  has  done. 

The  author  feels  that  the  functional  types  respond 
psychogenetically  in  a larger  sphere  than  do  the 
organic  types  who  are  restricted  by  physical  impair- 
ment. The  restoration  of  social  perspective  and 
social-  strivings  is  aimed  at.  The  relative  value  of 
discipline  and  interest  is  evaluated  and  for  antago- 
nistice  types  a highly  diversified  program  is  intro- 
duced in  accordance  to  the  individual  mental  levels 
of  the  personalities  dealt  with.  In  this  manner 
recreational  therapy  is  used  as  a conditioning  intro- 
ductory medium  for  other  forms  of  treatment. 

Different  and  appropriate  forms  of  recreation  are 
outlined  for  the  mental  type  to  which  the  patient 
belongs  whether  to  the  constitutional  hysteric,  the 
schizophrenic,  the  manic,  the  depressed,  the  to.xic,  or 
the  paretic.  For  instance,  competitive  games  may 
help  the  one  and  injure  the  other.  The  patient 
must  be  studied,  tested,  and  judged  not  only  by  the 
physician  but  by  the  trained  recreational  worker 
also.  One  can  only  appreciate  the  value  of  recrea- 
tional therapy  who  has  watched  the  improvement  in 
patients  over  a considerable  period.  The  adminis- 
tration of  this  form  of  therapy  requires  training, 
skill,  study,  resourcefulness,  a number  of  workers, 
and  expense.  But  the  patient  gains  not  only  im- 
provement in  his  mental  illness  but  is  more  con- 
tented and  hence  it  is  easier  for  an  institution  to 
handle  its  patients  in  this  manner  as  well  as  more 
humane. 

The  author  has  done  his  work  well  and  thoroughly 
but  at  times  is  possibly  a little  over  the  heads  of 
even  institutional  physicians  and  workers,  but  para- 
phrasing slightly  “a  man’s  reach  should  always  be 
beyond  his  grasp”.  There  should  be  a good  field  for 
the  development  of  recreational  workers  both  male 
and  female  and  for  the  introduction  of  more  definite 
instruction  of  those  contemplating  this  work.  Davis’ 


work  is  provocative  and  well  performed  and  this 
book  should  be  carefully  read  by  all  who  are  charged 
with  the  care  of  the  mentally  disturbed. 

Beverley  R.  Tucker. 

Why  Bring  That  Up?  A Guide  to  and  from  Seasick- 
ness. By  Dr.  J.  F.  MONTAGUE,  Medical  Direc- 
tor, New  York  Intestinal  Sanitarium;  Late  of  Uni- 
versity and  Bellevue  Hospital  Medical  College;  etc. 
Home  Health  Library,  Inc.  New  York.  1936. 
Octavo  of  130  pages.  Illustrated.  Cloth. 

This  remarkable  little  volume  gave  the  reviewer 
much  valuable  information  and  a great  deal  of  real 
enjoyment.  The  author  has  attempted  to  place  in 
this  book  data  about  seasickness  which  should  be  of 
immense  value  to  anyone  who  is  contemplating  an 
ocean  voyage.  In  addition  to  a very  concise  and 
authoritative  discussion  in  a relatively  simple  fash- 
ion of  this  most  elusive  dyscrasia,  he  has  incorpo- 
rated in  the  book  all  the  useful  information  that 
an  inexperienced  traveller  should  have.  He  has 
gone  so  far  as  to  indicate  how  and  where  one  can 
obtain  a passport,  given  a most  reassuring  discussion 
of  the  safety  of  sea  travel,  when  and  where  to  go, 
and  finally  very  practical  suggestions  as  to  luggage, 
what  to  do  at  ports  of  call,  vaccination,  and  how  to 
avoid  unscrupulous  companions  while  on  the  ship. 

The  reviewer  has  had  a good  deal  of  practical 
experience  with  mal-de-mer  and  hence  naturally 
does  not  agree  in  toto  with  the  author's  concept  of 
the  pathogenesis  of  seasickness.  I doubt  if  the 
w'riter  could  justify  the  comparison  which  he  makes 
between  Pavlov’s  experiments  on  conditioned  re- 
flexes and  the  ill  effects  of  ship  odors  in  the  precipi- 
tation of  vomiting.  However,  one  must  be  impressed 
with  the  fact  that  many  obnoxious  stimuli  which 
enter  through  the  special  senses  may  accentuate  sea- 
sickness, or,  at  times,  break  down  the  individual’s 
morale  to  the  end  that  his  malady  becomes  apparent 
to  even  the  casual  observer.  There  is  one  typo- 
graphical error  on  page  45.  The  chemical  term 
sodium  nitrate  is  used  instead  of  sodium  nitrite. 

The  author  shows  throughout  the  book  a dis- 
tinct degree  of  humor  and  sarcasm  quite  typical  of 
that  which  characterized  Mark  Twain.  The  volume 
should  be  of  immense  interest  and  pleasure  to  phy- 
sicians as  well  as  the  laity.  W.  B.  P. 
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Editorial 


Vaccine  in  the  Prevention  of  Rocky  Moun- 
tain Spotted  Fever. 

Sixteen  cases  of  Rocky  Mountain  Spotted  Fever 
in  Virginia  during  the  first  months  of  1936  is  not 
an  alarming  incidence,  but  it  is  sufficient  to  show 
that  this  disease,  until  1930  thought  to  be  confined 
to  that  part  of  the  countin'  west  of  the  Mississippi 
River,  is  more  and  more  becoming  a problem  in  the 
East,  particularly  along  the  Atlantic  Seaboard. 

During  the  months  of  May,  June  and  July  the 
hungry  Dermacentor  variabilis,  as  our  common  dog 
tick  is  called  by  the  entomologists,  climbs  to  the 
edge  of  bushes  and  to  the  top  of  sprigs  of  grass  that 
border  our  overland  trails,  waiting  for  the  camper, 
the  hiker,  the  huntsman.  From  such  lurking  places 
he  falls  upon  us,  not  by  chance  but  with  well- 
planned  design.  The  human  body  with  its  rich 
blood  supply  just  under  the  skin  is  a rare  feeding 
ground  for  the  hungry  Dermacentor.  Uninfected, 
he  is  just  an  ugly  parasite  to  be  picked  off  and  dis- 
posed of  at  leisure.  Infected  with  Rocky  Moun- 
tain Spotted  Fever,  he  is  a deadly  enemy  in  the 
presence  of  which  it  is  fatal  to  be  casual.  For- 
tunately there  is  a great  deal  10103™  about  the  pre- 
vention of  Rocky  Mountain  Spotted  Fever. 

If  we  cannot  avoid  tick  infected  areas  we  can 
prevent  ticks  from  gaining  access  to  our  skins  by 
wearing  proper  clothing.  \\'e  can  systematically 
search  our  bodies  for  their  presence  at  least  twice  a 


day  when  in  localities  in  ivhich  they  abound. 
Thanks  to  the  recent  work  of  the  United  States 
Public  Health  Service  a vaccine  is  now  ai'ailable 
for  the  prevention  of  this  disease.  The  vaccine  is 
an  emulsion  of  the  crushed  bodies  of  infected  ticks 
and  is  apparently  effective  either  in  preventing  or  in 
favorably  moderating  the  disease.  It  is  of  no  value 
in  treatment.  Those  whose  pleasure  or  business  sub- 
jects them  to  repeated  tick  implantation,  particularly 
in  infected  districts,  are  advised  to  be  vaccinated. 
Two  or  three  weekly  injections  of  the  vaccine  (usu- 
ally unattended  by  reactions)  afford  protection  for 
a single  year  only. 

Summer  Tidbits. 

1.  Wile  and  Hand  of  the  University  of  IMich- 
igan,  told  the  American  ^ledical  Association  that 
100  per  cent  of  cancer  of  the  lip  is  curable  if  it  is 
eradicated  in  the  early  stages. 

2.  W.  O.  Frohring  of  Ohio,  by  heating  milk 
to  about  240  degrees  Fahrenheit,  claims  to  have 
rendered  it  harmless  for  milk-sensitive  allergic  pa- 
tients. 

3.  Hoyne  of  Chicago,  using  Ferr}'’s  meningococ- 
cus antitoxin,  reports  a fatality  rate  for  meningococ- 
cus meningitis  of  only  11.8  per  cent. 

4.  Paul  White  of  Boston,  recently  said  that  sixty 
of  the  1,500  young  people  with  acute  rheumatic  heart 
disease  that  he  had  seen,  recovered  so  completely 
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that  later  in  life  no  signs  of  heart  disease  were  dis- 
coverable. 

5.  Figures  recently  released  by  the  United  States 
Census  Bureau  show  that  the  death  rate  of  1936  is 
higher  than  it  was  in  1935. 

6.  E.  V.  Allen  of  the  Mayo  Clinic,  advocates  an 
intravenous  injection  of  sodium  pentothal  in  the 
selection  of  hypertensive  patients  suitable  for  sym- 
pathectomy. If  during  the  sleep  induced  by  the 
sodium  pentothal  the  blood  pressure  falls,  patients 
are  considered  fit  subjects  for  the  operation. 

7.  R.  R.  Spencer  of  the  United  States  Public 
Health  Service,  recommends  a new  specialty  to  be 
known  as  medical  sociology.  Into  it  he  would  gather 
social  service  workers,  public  health  nurses  and 
doctors. 

8.  Eley  and  McKhann  of  Boston,  report  the  ad- 
vantages of  a new  extract  of  the  placenta  in  the 
control  of  hemophilia. 

9.  W.  G.  Lennox  and  his  co-workers  at  Harvard 
have  employed  the  electroencephalogram  to  show 
that  many  of  our  sedatives  cause  a marked  rear- 
rangement of  the  normal  “brainwaves.” 

10.  A.  M.  Fishberg  and  his  associates  in  New 
York  have  successfully  measured  the  rate  of  blood 
flow  by  the  intravenous  injections  of  saccharin,  not- 
ing the  time  required  thereafter  for  the  patient  to 
register  a sweet  taste  on  the  tongue.  The  normal 
rate  varies  between  nine  and  sixteen  seconds.  These 
investigators,  as  a result  of  using  this  method  of 
study,  believe  that  heart  failure  in  pneumonia  rarely 
if  ever  occurs,  but  that  pulmonary  edema  results 
from  increased  capillary  permeability. 

11.  Max  Goldzieher  of  New  York,  recently 
transplanted  the  adrenal  gland  from  a healthy 
woman  into  a man  suffering  from  Addison’s  dis- 
ease. The  patient  lost  the  discoloration  of  his  skin, 
felt  as  well  as  ever  and  returned  to  work.  Zwemer 
and  Truszhowski  of  Columbia  University,  have  also 
recently  contributed  to  our  knowledge  of  Addison’s 
disease  in  showing  the  importance  that  potassium 
plays  in  it.  Diets  low  in  potassium  now  seem  indi- 
cated in  the  management  of  the  disease. 

12.  Finkelman  and  Hoffron  of  Illinois,  believe 
that  disturbances  in  the  heat,  circulatory,  oxygen, 
and  water  balance  regulating  functions  of  the  hypo- 
thalamus are  responsible  for  Schizophrenia. 

13.  Hitchcock  and  Curtis  of  Ohio  State  Uni- 
versity report  that  section  of  the  splanchnics  of  a 
boy  with  severe  diabetes  requiring  100  units  of  in- 


sulin a day  so  improved  his  condition  that  there- 
after he  was  able  to  get  along  on  half  the  original 
dose. 

14.  Through  the  joint  efforts  of  Alabama  and 
Duke  Universities  ancient  Indian  burial  mounds 
were  recently  explored  at  Moundsville,  Alabama. 
Among  the  lesions  of  bones  which  the  excavated 
skeletons  showed,  syphilis  seemed  to  be  j)rominent. 
The  discovery  forges  another  link  in  the  theory  of 
the  American  origin  of  the  disease. 

15.  David  Perla  of  New  York,  thinks  he  has 
discovered  a new  pituitary  hormone  with  control 
over  the  spleen.  There  is  apparently  no  end  to 
the  activities  of  the  small  occupant  of  the  sella 
turcica. 

16.  The  Copeland  Bill,  an  attempt  to  mod- 
ernize the  now  thirty-year-old  Wiley  Act,  misses 
the  mark  so  badly  that  the  Journal  of  the  American 
Medical  Association  frankly  hopes  that  the  whole 
legislative  program  will  be  abandoned. 

Silicosis. 

Silicosis  as  a serious  health  hazard  has  been 
recognized  for  a long  time,  but  not  until  Secretary 
Perkins  gathered  labor,  industry  and  the  medical 
profession  into  a National  Conference  on  the  sub- 
ject on  April  14,  1936,  was  any  nation-wide  study 
attempted.  At  this  conference  it  was  shown  that 
probably  as  many  as  four  and  one-half  million 
workers  in  industry  have  some  exposure  to  harmful 
dust.  Although  the  disease  is  incurable  it  is  pre- 
ventable and  the  major  effort  of  the  conference  was 
to  bring  all  existing  knowledge  upon  the  subject  to 
a focus  that  a nation-wide  plan  for  the  control  of 
the  disease  might  be  evolved.  Following  an  ani- 
mated session  the  conference  adjourned  in  order  that 
its  committees  on  medicine,  engineering  and  other 
phases  of  the  problem  might  have  time  to  meet  for 
further  study  and  to  prepare  reports  for  another 
general  conference  to  be  called  some  months  hence. 

A Typhoid  Carrier  Registry. 

New  York  now  has  361  typhoid  carriers  under 
supervision.  In  the  Empire  State  carriers  are  reg- 
istered, put  upon  or  removed  from  the  registry  as 
the  proper  bacteriological  examinations  indicate. 
About  4 per  cent  of  cases  of  typhoid  become  car- 
riers.. Has  Virginia  such  a registry? 

Another  Medical  Society. 

A recent  issue  of  the  Journal  of  the  American 
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Medical  Association  has  this  to  say  concerning  the 
proposed  International  College  of  Surgeons: 

“Into  the  welter  of  scientific,  pseudoscientific, 
medical  and  similar  organizations  which  now  ap- 
peal for  the  physician’s  patronage  comes  the  Inter- 
national College  of  Surgeons,  promoted  by  none 
other  than  H.  Lyons  Hunt,  who  has  already  to  his 
credit  (sic)  the  Association  of  Medical  Editors  and 
Authors.  The  prospectus  indicates  that  the  purpose 
of  the  organization  is  to  bring  together  in  closer 
harmony  the  leaders  of  the  various  colleges  of  sur- 
geons now  in  existence;  yet  there  is  not  the  slightest 
evidence  that  the  colleges  of  surgeons  in  any  country 


have  indicated  their  willingness  to  be  brought  to- 
gether by  this  new  organization.  . . . Apparently 
the  first  comers  are  all  being  appointed,  but  by  whom 
and  under  what  authority  the  prospectus  sayeth 
not.  . . . There  exists  already  an  international  sur- 
gical organization  of  standing  and  repute.  No  doubt 
an  invitation  to  membership  in  this  organization 
would  be  a considerable  honor  and  well  worthy  of 
consideration  by  any  competent  surgeon.  An  invi- 
tation to  membership  in  the  present  promotion  might 
be  considered  more  of  an  insult  to  the  intelligence 
of  the  recipient  than  a recognition  of  extraordinary 
qualifications.” 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Post-Graduate  Teaching  in  Obstetrics. 

Dr.  L.  L.  Shamburger,  who  has  been  engaged 
by  the  Department  of  Clinical  and  Medical  Edu- 
cation to  carry  forward  its  post-graduate  teaching 
in  the  subject  of  Obstetrics,  began  his  duties  on  July 
1st.  Dr.  Shamburger,  at  the  request  of  the  Depart- 
ment, spent  his  first  two  weeks  in  visiting  physicians 
and  local  society  officers  in  the  communities  of 
Richmond,  Petersburg,  Danville,  Lynchburg,  Roa- 
noke, Norfolk,  Charlottesville,  Waynesboro,  Staun- 
ton, Winchester,  Leesburg,  Alexandria,  Culpeper, 
and  Warrenton.  At  the  first  opportunity  Dr.  Sham- 
burger will  visit  communities  and  society  officers  in 
other  sections  of  the  State. 

The  purpose  in  making  these  visits  has  been  not 
only  that  of  establishing  personal  relationships  be- 
tween the  instructor  and  physicians,  but  also  that 
of  getting  advice  and  suggestions  for  carrying  for- 
ward post-graduate  instruction  on  the  foundations 
previously  laid  by  Dr.  Maxwell  E.  • Lapham,  wEo 
spent  two  and  a half  years  in  the  State  lecturing  and 
holding  clinics  in  the  subject  of  Pre-Natal  and  Post- 
Natal  Instruction. 

Dr.  Shamburger  reports  that  he  finds  a very  high 
regard  and  respect  for  the  work  accomplished  un- 
der the  leadership  of  Dr.  Lapham.  He  reports, 
furthermore,  a genuine  interest  on  the  part  of  local 
societies  and  leading  physicians  in  carrying  for- 


ward this  continuing  post-graduate  education.  Em- 
phasis, it  would  seem,  should  be  placed  in  the  fu- 
ture on  informal  teaching  methods  as  compared 
with  formal  lectures  and  clinics.  This  is  especially 
true  in  the  subject  of  obstetrics.  Accordingly,  the 
Department,  working  with  Dr.  Shamburger,  is  try- 
ing to  discover  methods  for  making  the  most  effec- 
tive use  of  personal  conferences  with  physicians, 
bedside  consultations  where  they  are  requested,  and 
other  closely  related  informal  precedures.  The  De- 
partment and  Dr.  Shamburger  will  welcome  sugges- 
tions. 

Dr.  Shamburger  has  been  invited  by  the  city  of 
Suffolk  and  the  counties  of  Isle  of  Wight  and  Nanse- 
mond  to  spend  at  least  two  weeks  in  these  commu- 
nities working  under  the  general  direction  of  the 
local  medical  society.  During  this  period,  which 
commences  July  20th,  Dr.  Shamburger  will  be  avail- 
able in  these  centers  for  personal  conferences  and 
consultations.  He  may  also  offer  under  the  spon- 
sorship of  the  local  society  a limited  number  of 
lectures  and  more  formal  clinics. 

Immediatel}’  following  the  work  in  these  centers, 
Dr.  Shamburger  will  be  available  to  other  local  so- 
cieties in  the  State.  The  plan  of  instruction  to  be 
followed  will  depend  largely  upon  the  wishes  of  the 
officers  in  each  society,  but  will  fall  into  (a)  in- 
formal methods  including  personal  conferences  and 
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bedside  consultations  and  demonstrations,  and  (b) 
somewhat  more  formal  lectures  and  clinics,  in  which 
motion  pictures,  bibliographies  and  mimeographed 
materials  will  be  used. 


Local  societies  interested  in  having  Dr.  Sham- 
burger  will  please  communicate  with  the  E.xecutive 
Secretary'  of  the  Department,  George  B.  Zehmer, 
University,  Virginia. 


Proceedings  of  Societies 


The  Virginia  State  Board  of  Medical  Ex- 
aminers, 

As  a result  of  its  e.xaminations  held  in  June,  has 
issued  licenses  to  the  following  physicians  to  prac- 
tice in  Virginia: 

Dr.  John  Edwin  Adams,  University. 

Dr.  R.  Curtis  Allison,  Petersburg. 

Dr.  John  Thompson  B.  Ambler,  Baltimore,  Md. 

Dr.  Ellis  April,  Ballston. 

Dr.  Donald  Lurton  Arey,  Danville. 

Dr.  Homer  Bartley,  Roanoke. 

Dr.  Julian  Ruffin  Beckwith,  Petersburg. 

Dr.  Newton  A.  Beeton,  Roanoke. 

Dr.  Clift  Palsgrove  Berger,  Washington,  D.  C. 

Dr.  Raymond  August  Berger,  Richmond. 

Dr.  William  Edward  Bippus,  Wheeling,  W.  Va. 

Dr.  Ben  Bogen,  Brooklyn,  N.  Y. 

Dr.  Carrington  L.  Booker,  Miami,  Fla. 

Dr.  Malcolm  A.  Bouton,  Schenectady,  N.  Y. 

Dr.  John  Marshall  Boylin,  Bristol,  Tenn. 

Dr.  Philip  Bress,  Norfolk. 

Dr.  Charles  Pugh  Brown,  Norfolk. 

Dr.  Dominick  Brusca,  Hoboken,  N.  J. 

Dr.  Jacob  Baldwin  Bruce,  Boston,  Mass. 

Dr.  Robert  Manfred  Caldwell,  Galax. 

Dr.  J.  R.  T.  Carmichael,  Kyrock,  Ky. 

Dr.  Leon  Richard  Culbertson,  Norton. 

Dr.  Arthur  Davidman,  Rocky  Mount. 

Dr.  James  Lucius  Davis,  Raccoon  Ford. 

Dr.  Edward  Kyle  Disney,  Jenkins,  Ky. 

Dr.  Elbert  White  Dodd,  Jr.,  Buchanan. 

Dr.  Martin  Donelson,  Danville. 

Dr.  Siegfried  Dratler,  Norfolk. 

Dr.  George  Andrew  Duncan,  New  York  City. 

Dr.  Robert  R.  Eason,  Richmond. 

Dr.  James  William  Elliott,  Winfall. 

Dr.  William  Hughes  Evans,  Richmond. 

Dr.  Homer  Earle  Ferguson,  Richmond. 

Dr.  Richard  Butler  Ferguson,  L^niversity. 

Dr.  Lucian  Minor  Ferris,  University. 

Dr.  William  Frederic  Fidler,  Richmond. 

Dr.  Harry  Carrington  Fleming,  Grafton,  W.  Va. 

Dr.  William  Samuel  Francis,  Jr.,  Marion. 

Dr.  William  Wallace  Fuller,  Richmond. 

Dr.  William  Yates  Garrett,  Richmond. 

Dr.  Robert  Lindsay  Gilliam,  II,  Andersonville,  Ga. 

Dr.  Lyle  Jamesson  Hansbrough,  University. 

Dr.  Forest  Gilkeson  Harper,  Staunton. 


Dr.  Carrington  Harrison,  Danville. 

Dr.  Walter  F.  Hartman,  Swoope. 

Dr.  Marvin  R.  Houck,  Ronceverte,  W.  Va. 

Dr.  Samuel  Walter  Huddle,  Rural  Retreat. 

Dr.  Frank  Curtis  Hudgins,  Jr.,  Norfolk. 

Dr.  Hosea  Dewain  Ireland,  Stapleton,  N.  Y. 

Dr.  Abe  Meyer  Jacobson,  Richmond. 

Dr.  David  Jaffe,  Brooklyn,  N.  Y. 

Dr.  Jacob  G.  Jantz,  Richmond. 

Dr.  Harold  Milner  Johnson,  Arlington. 

Dr.  Acquilla  Richard  Johnston,  St.  George,,  S.  C. 
Dr.  Clarence  Porter  Jones,  Jr.,  Craigsville. 

Dr.  John  Hobart  Judson,  Washington,  D.  C. 

Dr.  Frank  Aloysius  Kearney,  II,  Phoebus. 

Dr.  Edwin  Lawrence  Kendig,  Jr.,  Victoria. 

Dr.  Daniel  David  Klaff,  Baltimore,  Md. 

Dr.  Max  Koenigsberg,  Fayetteville,  N.  C. 

Dr.  Louis  Xavier  Kolipinski,  Washington,  D.  C. 
Dr.  Jacob  Himi  Kress,  Washington,  D.  C. 

Dr.  Edgar  Willis  Lacy,  Jr.,  Richmond. 

Dr.  Arthur  Brown  Lee,  Washington,  D.  C. 

Dr.  Marion  Sumpter  Love,  Danville. 

Dr.  Joseph  Hawkins  Low,  Jr.,  Welcome. 

Dr.  William  Eugene  Lynn,  Lovettsville. 

Dr.  Jean  McNutt  Martin,  Middlebrook. 

Dr.  Johnnie  A.  McCullough,  Richmond. 

Dr.  Robert  Wm.  McCullough,  University. 

Dr.  Carl  Wise  Meador,  Richmond. 

Dr.  Louis  Alan  Micou,  Farmville. 

Dr.  Solomon  Bear  Mizroch,  Norfolk. 

Dr.  Henry  Lawrence  Monk,  Salisbury,  N.  C. 

Dr.  Thomas  Addison  Morgan,  Franklin. 

Dr.  John  Watson  Morris,  Richmond. 

Dr.  George  Wray  Morse,  Baltimore,  Md. 

Dr.  Ha  Frances  Moser,  Morgantown,  W.  Va. 
Dr.  Fred  August  Moss,  Clarendon. 

Dr.  John  Henry  Murry,  Richmond. 

Dr.  Richard  Carroll  Neale,  Lanesville. 

Dr.  Nowell  Darden  Nelms,  Newport  News. 

Dr.  Robert  Burwell  Nelson,  Jr.,  Winchester. 

Dr.  William  Maurice  Nethery,  Lovelock,  Nev. 

Dr.  M.  R.  Nicholson,  Arlington. 

Dr.  John  Keller  Owen,  Baltimore,  Md. 

Dr.  Charles  Grandison  Pearson,  University. 

Dr.  Glenn  Ward  Phipps,  Galax. 

Dr.  Frank  Noera  Pole,  Richmond. 

Dr.  Edward  Scott  Ray,  Charlottesville. 

Dr.  Frederick  F.  Richards,  Washington,  D.  C. 
Dr.  Guy  Carson  Richardson,  Bristol,  Tenn. 


322 


Virginia  Medical  Monthly 


[August, 


Dr.  Duane  Case  Richtmeyer,  ^^’ashington,  D.  C. 

Dr.  John  Calhoun  Risher,  University. 

Dr.  Spotswood  Robins,  Richmond. 

Dr.  Ralph  George  Rohner,  Braddock,  Pa. 

Dr.  Milton  Salasky,  Richmond. 

Dr.  Frank  Bernard  Schultz,  Washington,  D.  C. 

Dr.  Richard  Wickham  Sharpe,  Norfolk. 

Dr.  Josiah  Thomas  Showalter,  Cambria. 

Dr.  John  Donald  Sinclair,  Warrenton. 

Dr.  Alfred  Littlefield  Smith,  Seattle,  Wash. 

Dr.  Leroy  Smith,  Richmond. 

Dr.  George  Irving  Sneidman,  Hartford,  Conn. 

Dr.  Walton  Herbert  Springall,  Newport  News. 

Dr.  Jack  Srulowitz,  Brooklyn,  N.  Y. 

Dr.  Alexander  Armstrong  St.  Clair,  Bluefield,  W.  Va. 
Dr.  Wade  Hampton  St.  Clair,  Jr.,  Bluefield,  W.  Va. 

Dr.  Charles  ^^’illis  Steel,  Jr.,  Norfolk. 

Dr.  Meyer  Steingold,  Norfolk. 

Dr.  George  Benjamin  D.  Stephens,  Washington,  D.  C. 
Dr.  Charles  Lawrence  Stinson,  Glen  Ferris,  W.  Va. 
Dr.  William  Norman  Thornton,  Jr.,  Rochester,  N.  Y. 
Dr.  Walter  Forrest  Thornton,  Ljmchburg. 

Dr.  Thomas  Cabell  Todd,  New  York  City. 

Dr.  Lewis  Sheldon  Trostler,  Brooklyn,  N.  Y. 

Dr.  Eric  Twachtman,  Greenwich,  Conn. 

Dr.  Arthur  LaGrange  Van  Name,  Jr.,  Norfolk. 

Dr.  Walter  Emerson  Vermilya,  Raleigh,  N.  C. 

Dr.  Charles  Weston  Warren,  Middleburg. 

Dr.  Oswald  Masseaa  Weaver,  Universitj-. 

Dr.  Karl  Espenschide  Weier,  Bastian. 

Dr.  George  Austin  Welchons,  Norfolk. 

Dr.  Claude  Benjamin  White,  San  Francisco,  Calif. 

Dr.  Edgel  Wiley,  Columbia,  Pa. 

Dr.  Frederick  Herzel  Yorkoff,  Charlottesville. 

Dr.  John  Witten  Yost,  Jr.,  Universit>'. 

Dr.  William  Angle  Young,  Richmond. 

Chiropodists 

Dr.  Harvey  P.  Pilzer,  Portsmouth. 

Dr.  LeRoy  Max  Walinski,  Richmond. 

Northampton  County  Medical  Society. 

On  July  1st,  the  Northampton  County  ^ledical 
Society,  with  a few  visitors  from  the  .\ccomack  So- 
ciety and  the  Ladies  .Vu.xiliary  of  the  two  Societies, 
met  for  a picnic  at  Wilkins  Beach. 

In  the  brief  business  session,  the  Society  wel- 
comed Dr.  H.  B.  Magill,  Jr.,  as  new  Director  of 


Delegates  for  Staunton  Meeting. 

Plans  are  progressing  for  an  A-l  meeting  in 
Staunton  on  October  13th,  14th  and  15th,  and  a 
good  time  is  in  store  for  all  who  can  arrange  to 
attend. 


the  Northampton  County  Health  Unit.  The  fol- 
lowing resolutions  were  adopted  in  regard  to  Dr. 
A.  B.  McCreary; 

If'Aereas:  Dr.  A.  B.  McCreary,  Director  of  the  North- 
hampton Health  Unit  for  the  past  sixteen  months,  has 
tendered  his  resignation  in  order  to  accept  a more  lucra- 
tive position  with  the  Florida  State  Board  of  health,  and 
fFhereas:  This  body  feels  a high  regard  for  Dr. 
McCreary  and  the  work  he  has  done  here;  he  having 
planned  and  put  into  effect  the  Medical  Participation 
Program  in  this  Counw,  and  by  means  of  health  edu-' 
cation,  improved  sanitation,  and  communicable  disease 
control  has  demonstrated  the  feasibility  of  this  plan; 

T herefore  be  it  Resolved:  That  the  Northampton  Med- 
ical Society  wishes  to  make  known  its  appreciation  of 
Dr.  McCreary's  excellent  work  in  Northampton  County 
in  restoring  public  health  to  its  rightful  position  in  the 
minds  of  the  people,  which  has  been  due  in  large  measure 
to  his  tact,  honesty  and  energy  in  promoting  the  work, 
and 

Be  it  further  Resolved:  That  we  wish  him  well,  and 
a full  measure  of  success  in  his  new  field,  and 

Be  it  further  Resolved:  That  a copy  of  these  resolu- 
tions which  have  been  unanimously  adopted,  be  spread 
upon  the  minutes  of  the  society,  a copy  sent  to  Dr. 
McCreary,  and  copies  sent  to  the  Sorthampton  Times 
and  the  Virgiki.a  Medical  Monthly. 

The  Fourth  District  Medical  Society 

Held  its  regular  meeting  at  Farmville,  Va.,  July 
21st,  under  the  presidency  of  Dr.  Thomas  G.  Hardy 
of  that  place.  To  the  local  committee,  composed  of 
Drs.  Hardy,  R.  Moore,  H.  B.  Holsinger,  and 
J.  H.  Smith,  is  due  much  credit  for  a most  enjoy- 
able and  interesting  meeting.  Papers  were  pre- 
sented by  Dr.  J.  ;M.  Hurt  of  Blackstone,  Drs.  R. 
Moore,  H.  B.  Holsinger  and  J.  H.  Smith  of  Farm- 
ville, Drs.  H}-man  Cantor  and  Wright  Clarkson  of 
Petersburg,  and  Dr.  Ambrose  McGee,  invited 
guest,  from  Richmond.  Following  the  scientific  ses- 
sion, Dr.  Hardy  entertained  the  Society  on  the 
lawn  of  his  residence  after  which  the  doctors  had 
dinner  at  Hotel  Weyanoke. 

The  next  meeting  will  be  held  in  Emporia  on  the 
afternoon  of  Tuesday,  .\ugust  18th. 


Many  component  societies  have  advised  headquar- 
ters of  names  of  their  delegates  and  alternates  to 
the  House  of  Delegates  for  this  meeting.  There  are 
a number  who  have  not  yet  furnished  this  informa- 
tion, however,  and  it  would  be  appreciated  if  these 
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societies  would  select  their  representatives  in  the 
near  future.  It  is  the  desire  of  the  officers  to  have 
a full  list  of  delegates  and  alternates  published  in 
the  Monthly,  prior  to  the  meeting. 

New  Appointments  in  the  State  Board  of 
Health. 

Dr.  C.  Howe  Eller  has  been  appointed  Assistant 
Director  of  the  Bureau  of  Rural  Health  in  the 
State  Health  Department,  effective  July  1,  1936, 
to  succeed  Dr.  Wm.  D.  Tillson,  who  resigned  to 
accept  the  position  of  Director  of  the  newly  formed 
Bureau  of  Industrial  Hygiene.  Dr.  Eller  was 
formerly  Health  Officer  of  the  Albemarle  County- 
Charlottesville  City-University  of  Virginia  Health 
District. 

Dr.  Eller  is  a graduate  of  the  University  of 
Colorado  School  of  Medicine.  He  engaged  in 
the  private  practice  of  medicine  in  Albuquerque, 
New  Mexico,  and  was  later  appointed  Health 
Officer  of  the  county  of  Bernalillo.  He  was 
awarded  a fellowship  for  post-graduate  study  in 
public  health  by  the  Rockefeller  Foundation,  and 
in  1933  received  a Certificate  in  Public  Health 
and  in  1934  the  degree  of  Doctor  of  Public  Health 
from  the  Johns  Hopkins  University  School  of 
Hygiene  and  Public  Health. 


Dr.  R.  G.  Beachley  has  been  appointed  Deputy 
Director  of  Rural  Health  in  Southwest  Virginia 
in  the  State  Health  Department  Office  at  Abing- 
don, effective  July  1,  1936,  to  succeed  Dr.  Edgar 
C.  Harper,  who  resigned  to  accept  the  position  of 
Director  of  the  newly  formed  Crippled  Children’s 
Bureau  in  the  State  Health  Department.  Dr. 
Beachley  holds  the  degree  of  Doctor  of  Public 
Health  from  the  University  of  Georgia  and  has 
engaged  in  public  health  work  since  1922. 


Dr.  R.  D.  Hollowell  has  been  appointed  Director 
of  the  Albemarle  County-Charlottesville  City- 
University  of  Virginia  Health  District,  with  head- 
quarters at  Charlottesville,  to  succeed  Dr.  C.  How'e 
Eller,  effective  July  1,  1936.  Dr.  Hollowell  was 
formerly  Director  of  the  Valley  Health  District 
and  was  granted  a leave  of  absence  to  accept  a 
fellowship  to  Johns  Hopkins  University  School  of 
Hygiene  and  Public  Health,  from  which  he  re- 
ceived a Certificate  in  Public  Health. 


Dr.  F.  N.  Thompson,  who  has  just  completed  a 
course  in  public  health  at  the  University  of  North 
Carolina  Division  of  Public  Health,  was  ap- 
pointed District  Health  Officer,  effective  July  1, 
1936,  to  serve  with  Dr.  Robert  P.  Cooke,  Health 
Officer  of  the  Alleghany-Rockbridge  Health  Dis- 
trict, with  headquarters  at  Lexington.  Dr. 
Thompson  is  a graduate  of  the  Medical  College 
of  Virginia. 


Dr.  John  D.  Hamner,  Jr.,  has  been  appointed 
Assistant  Health  Officer  of  the  Arlington  County 
Health  Department,  with  headquarters  at  Claren- 
don, effective  June  8,  1936.  Dr.  P.  M.  Chiches- 
ter is  the  Director  of  this  department.  Dr.  Ham- 
ner is  a graduate  of  the  IMedical  College  of  Vir- 
ginia. 


Dr  John  C.  Neale,  Jr.,  has  been  appointed  Di- 
rector of  the  Augusta  County  Health  Department, 
with  headquarters  at  Staunton,  effective  June  22, 
1936,  to  serve  with  Dr.  H.  M.  Wallace,  Assis- 
tant Director.  Dr.  Neale  was  formerly  Director 
of  the  Henrico  County  Health  Department  and 
was  granted  a leave  of  absence  to  accept  a fel- 
lowship to  Johns  Hopkins  University  School  of 
Hygiene  and  Public  Health,  from  which  he  re- 
ceived a Certificate  in  Public  Health.  Dr.  Neale 
is  a graduate  of  the  Medical  College  of  Virginia. 


Dr.  H.  B.  Magill,  Jr.,  has  been  appointed  Direc- 
tor of  the  Northampton  County  Health  Depart- 
ment, with  headquarters  at  Eastville,  effective  July 
8,  1936,  to  succeed  Dr.  A.  B.  McCreary,  who  re- 
signed to  accept  a position  with  the  State  Health 
Department  of  Florida.  Dr.  Magill  has  just 
completed  one  year’s  internship  at  the  United 
States  Public  Health  Service  Hospital  in  Nor- 
folk, Virginia. 


Halifax  and  Pittsylvania  Counties,  heretofore  in  a 
joint  health  district,  now  support  separate  health 
departments,  effective  July  1,  1936.  Dr,  D.  C. 
Steelsmith  is  the  Director  of  the  Halifax  County 
Health  Department,  with  headquarters  at  South  Bos- 
ton, and  Dr.  W.  H.  Walcott  is  the  Director  of  the 
Pittsylvania  County  Health  Department,  with  head- 
quarters at  Chatham. 
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The  following  three  medical  trainees  have  been 
assigned  for  purposes  of  field  training  to  the  dis-  . 
tricts  named  below: 

Dr.  B.  Randolph  Allen,  Valley  Health  District, 
Luray,  Va.;  Dr.  Sheldon  D.  Carey,  State  Health 
Department  Office,  Abingdon,  Va.;  Dr.  R.  Campbell 

a n s o n,  Brunswick  - Greenesville  - iMecklenburg 
Health  District,  Lawrenceville,  Va. 

The  International  Assembly  of  the  Inter- 

State  Postgraduate  Medical  Association  of 

North  America 

Will  be  held  in  the  public  auditorium  of  St.  Paul, 
Minn.,  October  12th,  13th,  14th,  15th  and  16th,  un- 
der the  presidency  of  Dr.  David  Riesman  of  Phila- 
delphia. Pre-assembly  clinics  will  be  held  on  Satur- 
day, October  10th  and  post-assembly  clinics  Satur- 
day, October  17th  in  the  hospitals  of  St.  Paul. 

The  aim  of  the  program  committee,  with  Dr. 
George  Crile  as  chairman,  is  to  provide  for  the 
medical  profession  of  North  America  an  intensive 
postgraduate  course  covering  the  various  branches 
of  medical  science.  The  program  has  been  care- 
fully arranged  to  meet  the  demands  of  the  general 
practitioner,  as  well  as  the  specialist.  Extreme  care 
has  been  given  in  the  selection  of  the  contributors 
and  the  subjects  of  their  contributions. 

In  cooperation  with  the  Minnesota  State  Medical 
-Association,  the  Ramsey  County  Aledical  Society 
will  be  host  to  the  Assembly  and  has  arranged  an 
excellent  list  of  committees  who  will  function 
throughout  the  Assembly.  A most  heartly  invita- 
tion is  extended  to  all  members  of  the  profession 
who  are  in  good  standing  in  their  State  or  Pro- 
vincial Societies  to  be  present  and  enjoy  the  hos- 
pitality of  the  medical  profession  of  St.  Paul.  A 
registration  fee  of  $5.00  will  admit  to  all  the  scien- 
tific and  clinical  sessions. 

A list  of  the  distinguished  teachers  and  clinicians 
who  will  take  part  on  the  program  will  appear  in 
the  September  issue  of  this  Journal. 

Special  railroad  rates  will  be  in  effect. 

For  further  information  write  Dr.  W.  B.  Peck, 
Managing-Director,  Freeport,  111. 

Married. 

Dr.  Randolph  Beaton  Turnbull,  Blue  Ridge  Sana- 
torium, Charlottesville,  Va.,  and  Miss  Celestine 
Walker,  University,  April  17th.  Dr.  Turnbull  is  a 
graduate  of  the  Department  of  Medicine,  University 
of  Virginia,  in  1933. 


Dr.  Chester  E.  Haberlin,  Stratford,  Conn.,  and 
Aliss  Alarian  Kathryn  Page,  Bridgeport,  Conn.,  June 
11th.  Dr.  Haberlin  is  a graduate  of  the  Medical 
College  of  Virginia. 

Dr.  Claude  .Alexander  Nunnally  and  Mrs.  Emma 
Lawless  Smith,  both  of  Fredericksburg,  A’a.,  July 
1st.  They  will  spend  their  honeymoon  in  Europe. 
Dr.  Nunnally  is  a graduate  of  the  Medical  College 
of  A'irginia  in  1929. 

Dr.  R.  E.  Timberlake  and  Mrs.  Johnnie  R.  Smith, 
both  of  Richmond,  A^a.,  June  29th. 

Dr.  Kinloch  Nelson  and  Miss  Alice  Magill  De- 
ford, both  of  Richmond,  July  23rd. 

Dr.  Francis  Keith  Bradford,  Chicago,  111.,  and 
iMiss  Alargaret  Anne  Bowles,  Richmond,  recently. 
Dr.  Bradford  is  a graduate  of  the  Medical  College 
of  A'irginia,  class  of  ’33. 

AVest  AT^irginia  State  Medical  Association. 

.At  the  recent  annual  meeting  of  this  Association, 
Dr.  William  S.  Fulton,  AA'heeling,  was  chosen  presi- 
dent, to  take  office  on  January  1st,  and  Drs.  George 
R.  Miller,  Fairvdew,  and  Frank  C.  Hodges,  Hunt- 
ington, were  elected  vice-presidents.  Mr.  Joe  AA’. 
Savage,  Charleston,  is  executive  secretary'  of  the 
.Association. 

Dr.  W.  A.  Carr, 

Who  has  been  physician  with  the  Harman  Coal 
Company  for  a number  of  years  and  was  formerly 
located  in  McDowell  County,  A\’.  A’a.,  is  now  with 
this  same  Company  at  Harman  in  Buchanan  County, 
A’irginia. 

Dr.  A.  P.  Traynham, 

Former  coroner  of  Henrico  County,  Aurginia,  but 
who  was  appointed  county  jail  physician  when  the 
new  form  of  government  went  into  effect,  has  been 
re-appointed  to  this  latter  office  for  a term  of  four 
years  beginning  September  1st. 

Appointments  in  Rotary  Club. 

Drs.  L.  H.  Bracey  and  AA’.  J.  Ozlin,  both  of 
South  Hill,  A'a.,  have  been  appointed  members  of 
committees  of  their  local  Rotary  Club  for  the  com- 
ing year. 

Dr.  A.  AV.  Terrell  Honored. 

Dr.  .A.  AA’.  Terrell,  of  Lynchburg,  A’a.,  was  hon- 
ored on  June  30th,  at  a testimonial  dinner  attended 
by  over  two  hunderd  of  the  leading  business  and 
professional  men  of  L}Tichburg.  The  occasion  was 
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the  completion  of  fifty  years  of  practice  in  Lynch- 
burg. The  dinner  was  held  at  the  Randolph  Macon 
Woman’s  College,  and  Dr.  Theodore  H.  Jack,  Presi- 
dent of  the  College,  presided.  Dr.  W.  B.  Thornhill, 
a classmate  of  Dr.  Terrell’s  was  introduced.  Hon. 
Carter  Glass  spoke  briefly,  and  Hon  Fred  Harper 
gave  a short  address  eulogizing  Dr.  Terrell,  at  the 
conclusion  of  which  Dr.  Terrell  w’as  presented  with 
a handsomely  bound  testimonial  of  affection,  signed 
by  those  present.  It  was  also  announced  that  a 
fund  had  been  subscribed  for  the  erection  of  an 
infirmary'  at  R.M.W.C.  to  be  called  the  A.  W.  Ter- 
rell Infirmary.  Dr.  Terrell  has  been  college  phy- 
sician at  Randolph  Macon  since  the  college  was 
founded.  In  addition  he  has  had  a large  private 
practice,  and  numbers  among  his  friends  and  ad- 
mirers practically  every  Lynchburg  citizen. 

Dr.  Howard  R.  Masters, 

Richmond,  Va.,  was  the  chief  speaker  at  the  an- 
nual meeting  of  the  Stafford  Public  Health  Associa- 
tion in  Falmouth,  Va.,  on  the  evening  of  July  21st. 

Graduate  Fortnight  of  New  York  Academy 
of  Medicine. 

The  ninth  annual  Graduate  Fortnight  of  the 
Academy  will  be  held  October  19th  to  31st  and 
will  be  devoted  to  a consideration  of  Trauma: 
Occupational  Diseases  and  H.a.zards.  Twenty- 
three  important  hospitals  of  the  city  will  present 
coordinated  afternoon  clinics  and  clinical  demon- 
strations. At  the  evening  meetings  prominent  clin- 
icians from  various  parts  of  the  country,  recognized 
authorities  in  their  special  lines  of  work,  will  dis- 
cuss various  aspects  of  the  general  subject. 

A comprehensive  exhibit  of  books,  pathological 
and  research  material,  apparatus  for  resuscitation 
and  other  first  aid  appliances  will  be  assembled. 
Demonstrations  will  be  held  at  regular  inter\'als. 
The  medical  profession  is  invited  to  attend. 

A complete  program  and  registration  blank  may 
be  secured  by  addressing  Dr.  Frederick  P.  Reynolds, 
The  New  York  Academy  of  Medicine,  2 East  103d 
Street,  New  York  City. 

The  American  Public  Health  Association 
Will  convene  in  New  Orleans,  La.,  in  October 
for  its  sixty-fifth  annual  meeting.  Dr.  Thomas 
A.  Parran,  Jr.,  Surgeon-General  of  the  Llnited  States 
Public  Health  Service,  is  President-elect  of  the  As- 
sociation and  will  be  honored  at  New  Orleans. 


National  headquarters  of  the  American  Public 
York,  N.  Y.,  and  Dr.  Reginald  M.  Atwater  is  E.xe- 
Health  Association  are  50  West  50th  Street,  New 
cutive  Secretary. 

Dr.  L.  Nelson  Bell 

Sails  on  August  8th  on  the  “Empress  of  Asia” 
for  Tsingkiangpu,  Ku,  China,  where  he  will  resume 
his  work  in  the  mission  field,  being  stationed  at  the 
Tsingkiangpu  General  Hospital.  While  on  fur- 
lough, he  was  located  at  Waynesboro,  Va. 

Dr.  C.  C.  Chewning,  Jr., 

IMedical  College  of  Virginia  ’34,  has  located  for 
general  practice  at  Bowling  Green,  Va.  He  is  asso- 
ciated with  Dr.  J.  G.  Broaddus.  Dr.  Chewning  served 
a rotating  internship  at  Stuart  Circle  Hospital, 
Richmond,  and  has  recently  completed  an  intern- 
ship at  the  Medical  College  of  Virginia,  Hospital 
Division. 

Dr.  E.  G.  Gill, 

Roanoke,  Va.,  sailed  from  New  York  on  the 
Queen  Mary  on  July  29th.  He  will  attend  the  In- 
ternational Oto-Rhino-Laryngological  Congress  in 
Berlin  and  will  spend  some  time  studying  in  Vienna 
and  London,  returning  to  his  office  on  September  5th. 

Dr.  Howard  T.  Holden, 

Of  class  of  ’34,  L'niversity  of  Virginia,  who  has 
recently  been  engaged  in  work  with  the  Civilian 
Conservation  Corps,  returned  to  Erlanger  Hospital, 
Chattanooga,  Tenn.,  July  1st,  in  the  capacity  of  as- 
sistant resident.  Dr.  Holden  served  his  internship 
at  this  hospital. 

News  from  the  Jefferson  Medical  College  of 

Philadelphia. 

Dr.  Hobart  A.  Reimann,  Professor  of  Medicine  at 
the  Lmiversity  of  ^Minnesota  Medical  School,  has 
been  elected  Magee  Professor  of  Practice  of  Med- 
icine and  Clinical  Medicine.  Before  his  connection 
with  the  University  of  Minnesota  Medical  School 
Dr.  Reimann  held  positions  with  the  Rockefeller  In- 
stitute for  Medical  Research  of  New  York  City  and 
the  Peking  Union  Medical  College.  Dr.  Reimann 
will  assume  his  duties  at  the  Jefferson  IMedical  Col- 
lege on  September  1,  1936. 


Dr.  Martin  E.  Rehfuss,  Clinical  Professor  of 
Medicine  since  1933,  has  been  promoted  to  Pro- 
fessor of  Clinical  Medicine. 
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Dr.  Henry  K.  Mohler,  Medical  Director  of  the 
Hospital,  and  Associate  Professor  of  Therapeutics, 
has  been  promoted  to  the  position  of  Clinical  Pro- 
fessor of  Therapeutics  in  the  College. 

Dr.  Baldwin  L.  Keyes,  who  has  been  a teacher 
in  the  Department  of  Xenous  and  Mental  Diseases 
since  1930,  has  been  promoted  to  the  position  of 
Clinical  Professor  of  Psychiatr}-. 

News  Notes  from  Duke  University  School  of 

Medicine. 

At  the  graduating  exercises  held  at  Duke  Uni- 
versity June  Sth,  thirty-nine  medical  students  re- 
ceived the  degree  of  Doctor  of  ISIedicine  and  twelve 
the  degree  of  Bachelor  of  Science  in  Medicine.  At 
the  same  time,  sixteen  nurses  received  their  diplomas 
in  nursing  and  one  received  the  degree  of  Bachelor 
of  Science  in  Nursing. 

The  summer  quarter  commenced  June  22nd,  with 
forty-six  students  registered  here  and  two  studyins 
in  England  and  Ireland  for  credit  here. 

Dr.  Wiley  D.  Forbus,  Professor  of  Patholog}-, 
has  recently  been  elected  to  serve  on  the  National 
Board  of  Medical  Examiners,  succeeding  Dr.  How- 
ard K.  Karsner,  and  will  serve  as  Chairman  of  the 
Pathology  Division. 

Dr.  R.  S.  Montgomery, 

Who  since  graduation  from  the  VIedical  College 
of  Virginia  in  1934  has  interned  at  St.  Luke’s  Hos- 
pital and  the  hospitals  of  the  Medical  College  of 
^’irginia,  both  in  Richmond,  has  located  at  South 
Hill.  Va.,  where  he  is  associated  with  his  father. 
Dr.  C.  V.  Montgomer}-,  in  the  general  practice  of 
medicine  and  surger}-. 

Dr.  Frederick  Pilcher, 

Who  since  his  association  with  Dr.  Thomas 
Wheeldon  in  Richmond,  Va.,  four  years  ago  has 
been  doing  special  work  in  urolog}'  at  Mayo  Clinic, 
Rochester,  Minn.,  recently  received  his  degree  as 
Doctor  of  Science  in  Urology  from  the  University 
of  Minnesota.  It  is  Dr.  Pilcher’s  intention  to  re- 
turn to  Virginia  when  he  has  completed  his  work 
at  the  Mayo  Clinic,  which  will  be  around  the  first 
of  Januar}’,  1937. 

Dr.  I.  R.  Wagner, 

Formerly  located  at  Memphis,  Tenn.,  has  been 


[.\ugust, 

transferred  to  Oteen,  N.  C.,  as  manager  of  the 
Veterans’  .Vdministration  Facility. 

Dr.  William  V.  Rucker, 

ho  graduated  in  medicine  from  the  University 
of  Pennsylvania,  having  completed  his  internship 
at  Br}-n  ^Mawr  Hospital,  Bryn  ^Mawr,  Pa.,  has  re- 
turned to  his  home  in  Bedford,  Va.,  where  he  will 
be  associated  with  his  father.  Dr.  J.  A.  Rucker,  in 
the  practice  of  medicine. 

Dr.  A.  E.  Turman, 

Richmond,  Va.,  attended  the  meeting  of  the  .\n- 
cient  .Vrabic  Order  of  the  Mystic  Shrine,  held  in 
Seattle,  July  14th-16th.  Before  returning  home,  he 
\'isited  in  Southwest  Canada,  the  Pacific  States  and 
Texas. 

Mr.  Zehmer  Honored. 

^Ir.  George  Baskendlle  Zehmer,  executive  secre- 
tary of  the  Department  of  Clinical  and  Medical 
Education  of  the  Medical  Society  of  Virginia,  and 
director  of  the  Extension  Division  of  the  University 
of  Virginia,  has  been  awarded  a fellowship  for  a 
year’s  study  at  the  L'niversity  of  London.  Mr.  and 
Mrs.  Zehmer  will  sail  for  England  on  the  first  of 
September.  This  appointment  is  a part  of  an  ex- 
change plan  between  .American  and  English  univer- 
sities for  developing  closer  cultural  and  educational 
relations  between  the  two  countries. 

Dr.  R.  T.  Hawks, 

Carson,  Va.,  was  recently  elected  chairman  of  the 
Prince  George  County  Board  of  School  Tmstees. 

Dr.  James  H.  Gordon, 

Class  of  ’34,  Medical  College  of  Virginia,  after 
two  years  at  the  University  Hospital,  Philadelphia, 
received  an  appointment  as  assistant  resident  in 
medicine  at  the  Medical  College  of  Virginia  hos- 
pitals, Richmond,  and  entered  upon  his  new  duties 
on  July  1st. 

The  Volta  Bureau. 

Probably  ever}-  physician  comes  into  contact  at 
least  occasionally  with  one  of  the  three  following 
groups:  (1)  parents  of  a child  who  can  neither 
hear  nor  speak;  (2)  parents  of  a child  ^yhose  hear- 
ing is  somewhat  impaired;  and  (3)  adults  who  are 
losing  their  hearing.  The  Volta  Bureau  was  estab- 
lished for  the  purpose  of  furnishing  information 
about  deafness  to  all  who  ask  for  it.  Its  services 
are  free.  .Vdvice  is  given  as  to  schools  and  pre- 
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school  training,  lip  reading  instruction,  hearing  aids, 
social  contacts,  pscxhological  difficulties.  While 
tlie  \"olta  Bureau  is  not  equipped  to  do  employment 
service,  it  gives  information  in  regard  to  the  fields 
of  activity  that  are  open  to  the  deaf  and  the  hard 
of  hearing.  The  Bureau  is  located  at  1537  35th 
St.,  N.  W.,  Washington,  D.  C. 

Dr.  J.  Stuart  Staley, 

Fonnerly  of  Marion,  Va.,  is  now  at  St.  John’s 
Hospital,  Tulsa,  Oklahoma,  where  he  will  take  a 
year’s  work  in  medical  diagnosis  and  general  and 
traumatic  surgery,  after  which  he  will  return  to 
Virginia. 

Dr.  P.  G.  Hamlin, 

Who  has  for  the  past  six  years  been  clinical  direc- 
tor at  the  Friends  Hospital  for  Nervous  and  Mental 
Diseases,  Philadelphia,  has  opened  offices  at  the 
Buxton  Clinic,  Newport  News,  Va.,  for  the  practice 
of  neurology  and  psychiatry.  He  is  a graduate  of 
the  Medical  College  of  Virginia,  class  of  1916. 

Dr.  Randolph  McCutcheon 

Has  returned  to  his  home  in  Colonial  Heights, 
Petersburg,  Va.,  where  he  will  resume  his  former 
practice.  He  has  recently  been  in  Hamlin,  W.  Va. 

Dr.  H.  R.  Coleman,  Jr., 

Formerly  of  Lexington,  Va.,  is  now  serving  an 
internship  in  the  Eye,  Ear,  Nose  and  Throat  De- 
partment of  the  University  of  Virginia  Hospital. 

Dr.  Hack  U.  Stephenson,  Jr., 

Medical  College  of  Virginia,  class  of  ’35,  having 
recently  completed  a rotating  intern.ship  in  the  Hos- 
pital Division  of  the  College,  has  gone  to  St.  Eliza- 
beth’s Hospital,  Washington,  D.  C.,  where  he  will 
be  a psychiatric  resident  for  a year. 

Facts  About  Commercially  Canned  Foods. 

The  American  Can  Company,  New  York,  has  re- 
cently published  a booklet  under  the  above  name. 
It  bears  the  seal  of  acceptance  of  the  Committee 
on  Foods  of  the  American  Medical  Association,  and 
was  on  display  at  the  Association’s  Exposition  in 
Kansas  City  this  past  Spring.  The  booklet  is  com- 
posed of  reprints  of  advertisements  which  have  ap- 
peared in  fifty-one  medical  and  dental  journals  dur- 
ing the  past  year  and  it  answers  many  questions  of 
importance  to  members  of  the  medical  profession. 


Dr.  J.  B.  Mears, 

Medical  Director  in  the  Lk  S.  Navy  with  the  rank 
of  captain,  recently  of  the  Ninth  Naval  District, 
Great  Lakes,  111.,  is  now  at  his  former  home  in 
Keller,  Va. 

Dr.  Leo  L.  Tylec 

Has  located  at  359  Main  St.,  Union  City,  Conn., 
where  he  will  be  engaged  in  the  general  practice  of 
medicine  and  surgery.  He  is  a member  of  the  class 
of  ’35,  Medical  College  of  Virginia,  and  has  re- 
cently completed  an  internship  at  the  St.  Francis 
Hospital,  Hartford,  Conn. 

Erratum. 

In  the  page  advertisement  in  the  July  issue  of 
The  National  Drug  Company  of  Philadelphia,  the 
word  “grand”  appeared  instead  of  the  word  “giant.” 
The  paragraph  should  have  read:  “We  offer  a spe- 
cial Rag  Weed  Antigen  Outfit  complete  for  diag- 
nosis and  treatment  of  Fall  Hay  Fever  for  $10. 
Contains  two  diagnostic  tests  for  mixed  grasses  and 
giant  and  dwarf  rag  weeds ; 1 ampul-vial  each  Series 
‘AA,’  ‘A’  and  ‘B’  Rag  Weed  Antigen;  25  c.c.  ampul- 
vial  Sterile  Salt  Solution  for  dilution  of  antigen  if 
needed;  25  c.c.  ampul-vial  Epinephrin  1-1000  to 
control  local  or  systemic  reactions.” 

Dr.  C.  Howard  Cain, 

Who  did  general  practice  in  Orange,  Va.,  from 
July,  1932  to  May,  1935,  but  later  practiced  in 
Conway,  S.  C.,  until  May,  1936,  resumed  his  prac- 
tice at  his  old  location  in  Orange  on  June  1st. 

Changes  at  Community  Hospital,  Farmville. 

Dr.  W.  E.  Waddell,  Jr.,  who  has  been  resident 
physician  at  the  Southside  Community  Hospital, 
Farniville,  Va.,  since  graduation  from  the  Uni- 
versity of  Virginia  in  1934,  has  been  appointed  a 
resident  physician  at  the  Norfolk,  Va.,  General  Hos- 
pital and  entered  upon  his  duties  there  on  July  1st. 

Dr.  William  Chalian,  who  graduated  from  Johns 
Hopkins  University  in  1935  and  later  interned  at 
Union  Memorial  Hospital  in  Baltimore,  succeeded 
Dr.  Waddell  at  the  Farmville  Hospital. 

For  Sale — ■ 

Surgical  Instruments.  Apply  to  Dr.  R.  IM.  Wiley 
27  W.  Main  St.,  Salem,  Va.  (Adv.) 
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Dr.  George  Thornhill  Harris, 

2kIadison  Heights,  Va.,  died  at  his  home  in  that 
place  on  July  16th,  death  being  due  to  an  attack 
of  angina  pectoris.  He  was  a native  of  Richmond, 
\’a.,  and  sixty  years  of  age.  Dr.  Harris  was  grad- 
uated in  medicine  from  the  Kentucky  School  of 
Medicine,  Louisville  in  1898,  and  had  practiced  at 
Madison  Heights  since  shortly  after  graduation.  He 
was  coroner  of  Amherst  County  and  prominent  in 
the  professional  and  civic  life  of  his  community. 
He  had  been  a member  of  the  Medical  Society  of 
\'irginia  for  a number  of  years.  His  wife  and  sev- 
eral sons  and  daughters  survive  him. 

Dr.  Erik  Theophile  Sandberg, 

Well-known  eye,  ear,  nose  and  throat  specialist  of 
Mathews  and  Cardinal,  Va.,  died  July  17th  after 
a long  illness.  Dr.  Sandberg  was  a native  of 
Sweden  but  came  to  this  country  forty-three  years 
ago.  He  was  sixty-two  years  of  age  and  a graduate 
in  medicine  from  the  University  of  the  South, 
Sewanee,  Tenn.,  in  1899.  He  had  taken  postgrad- 
uate courses  in  New  York,  Germany  and  Vienna. 
He  was  a member  of  his  local  and  State  medical 
societies.  His  wife  and  a sister  survive  him. 

Dr.  Ernest  L.  Griffith, 

Clifton  Forge,  Va.,  died  suddenly  following  a 
heart  attack,  June  21st.  He  had  been  in  bad  health 
for  several  months.  Dr.  Griffith  was  fifty  years  of 
age  and  graduated  in  medicine  from  the  University 
of  Mar)’land,  class  of  1907.  He  saw  service  in  the 
World  War  and  was  decorated  for  gallantry  in  ac- 
tion by  the  Italian  Government  which  awarded  him 
the  Cross  of  the  Chevalier  of  the  Crown  of  Italy. 
Dr.  Griffith  had  been  a member  of  the  Medical 
Society  of  Virginia  for  fourteen  years  and  was  also 
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a member  of  several  other  organizations.  His  wife 
survives  him. 

Dr.  Thomas  P.  Darracott, 

Tunstall,  Va.,  died  suddenly  on  June  26th.  He 
was  seventy-eight  years  of  age  and  a graduate  of 
the  Medical  College  of  Virginia  in  1885.  Dr.  Dar- 
racott had  been  a member  of  the  IMedical  Society  of 
Virginia  for  several  years.  Five  sons  and  two 
daughters  survive  him. 

Dr.  Alvin  Judson  Hurt, 

Well-known  physician  of  Chester,  Va.,  died  July 
22nd,  at  the  age  of  seventy-four.  He  graduated  from 
the  Chattanooga  (Tenn.)  Medical  College  in  1893. 
Dr.  Hurt  was  very  active  in  county  affairs  and  had 
served  as  a member  and  chairman  of  the  Chester- 
field Board  of  Super\’isors.  He  was  formerly  a 
member  of  the  IMedical  Society  of  Virginia.  His 
wife  and  a daughter  survive  him. 

Dr.  Charles  W.  Fleenor, 

Bristol,  Va.,  died  .A.pril  5th,  at  the  age  of  65. 
He  was  a graduate  of  the  University  of  Cincinnati 
College  of  Medicine  in  1919. 

Dr.  William  Belvidere  Meares,  Jr., 

Linwood,  X.  C.,  died  July  13th.  He  was  forty- 
seven  years  of  age  and  a graduate  of  the  University 
of  Virginia,  Department  of  Medicine,  in  1915.  Dr. 
Meares  was  formerly  engaged  in  practice  in  Rich- 
mond, Va. 

Dr.  John  Edwin  Dougherty 

Died  suddenly  on  July  16th  at  his  home  in 
Elkins,  W.  ^’a.  He  graduated  from  the  ^ledical 
College  of  Virginia,  Richmond  in  1924. 

Dr.  Peyton  Page  Nottingham, 

Ferrum,  Va.,  died  suddenly  March  10th.  He 
was  55  years  of  age  and  a graduate  of  the  Univer- 
sity of  the  South  Medical  Department,  Sewanee, 
Tenn.,  in  1904. 
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SYMPOSIUM  ON  HEMORRHAGE 


HEMORRHAGE  IN  PULMONARY  DISEASE.* 


Elizabeth  C.  Cole,  M.  D., 

Norfolk,  Va. 


Pulmonary  hemorrhage  occurs  in  two  forms: 
(1)  Broncho-pulmonary,  in  which  blood  is  poured 
into  the  bronchi  and  expectorated,  and  (2)  Pulmo- 
nary infarction,  in  which  hemorrhage  takes  place 
into  the  air  cells  and  lung  tissue. 

Hemoptysis  or  the  spitting  of  blood  from  the 
lungs  and  bronchi  may  vary  from  streaks  or  small 
clots  to  a dram  or  more  in  quantity  which  is  then 
considered  a hemorrhage.  In  early  disease  the  bleed- 
ing is  apt  to  be  from  a capillary  vessel,  but  in  later 
stages  the  destructive  disease  process  may  affect  a 
larger  vessel  wall  and  the  bleeding  becomes  more 
serious 

Pulmonary  hemorrhage  starts,  as  a rule,  suddenly, 
and  often,  without  warning,  the  patient  e.xperi- 
ences  a warm  salty  taste  as  the  mouth  fills  with 
blood.  Coughing  is  usually  induced  and  the  quan- 
tity of  blood  varies.  An  especially  large  hemorrhage 
occurs  when  a large  blood  vessel  is  eroded  or  an 
aneurysm  bursts,  causing  the  patient  to  show  signs 
of  suffocation  after  a few  coughs,  and  death  may 
result  from  inundation  of  the  bronchial  system. 
The  blood  is  usually  alkaline,  frothy,  and  mixed 
with  mucus.  The  clots  contain  bubbles  and  some- 
times blood  moulds  of  smaller  bronchi  may  be  seen. 
It  is  rather  characteristic  that  small  clots  are  ex- 
pectorated at  intervals  for  24  to  48  hours  after 
hemorrhage  from  the  lungs.  In  severe  bleeding 
the  outlook  is,  of  course,  serious;  but  when  the 
bleeding  is  moderate  or  mild  the  immediate  safety 
is  not  so  much  to  be  feared  as  the  complications 
causing  the  spreading  of  disease  or  pneumonia. 

*Read  as  part  of  the  Symposium  on  Hemorrhage  be- 
fore the  Norfolk  County  Medical  Society,  Norfolk,  Va., 
January  20,  1936. 


The  history  in  these  cases  is  exceedingly  important 
and  examinations  should  be  made  with  the  utmost 
care. 

The  causes  of  hemoptysis  and  broncho-pulmonary 
hemorrhages  are  fairly  numerous;  however,  the  larger 
number  fall  into  the  group  of  uncommon  causes. 
Common  causes  of  blood  spitting  are: 

Pulmonary  tuberculosis. 

Bronchiectasis. 

Infarction. 

Less  common  causes  are: 

Abscess  and  gangrene  of  the  lung. 

Pneumonia — especially  the  influenzal  type. 
Cardiac  decompensation  with  pulmonary  con- 
gestion. 

Tumors  of  the  lung. 

Uncommon  causes  are: 

Trauma  of  the  chest. 

Foreign  bodies  in  the  bronchi. 

Aneurysm  of  aorta  eroding  through  adjacent 
structures. 

.^.ngioma  of  larynx. 

Ulceration  of  larynx. 

Rupture  of  hydadid  cyst  of  the  lung. 

Syphilis. 

Purpura  hemorrhagica. 

Scurvy. 

Hemophilia. 

Leprosy. 

Actinomycosis  and  other  fungus  diseases  of 
the  lung. 

Pulmonary  distoma. 

Vicarious  menstruation. 

Large  and  fatal  hemorrhage  is  uncommon,  but 
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when  it  occurs  it  is  usually  due  to  one  of  three 
causes,  i.  e.,  the  rupture  of  an  aneurysm,  tuberculo- 
sis, or  maligancy. 

In  tuberculosis,  the  one  above-named  disease  in 
in  which  the  patient  usually  knows  well  the  possi- 
bility of  hemorrhage,  there  is  a constant  dread  of  its 
occurrence.  However,  the  lives  terminated  by  hemor- 
rhage in  tuberculosis  are  only  1 to  5 per  cent  of  the 
caseous-pneumonic  type.  Bleeding  is  most  apt  to 
occur  where  there  is  tuberculous  cavitation.  The 
cavities  may  be  thin-walled,  punched-out  holes  in 
relatively  unchanged  lung  tissue,  associated  with 
early  tuberculous  infiltration,  and  due  to  quick 
liquefaction  in  the  infraclavicular  region  where  a 
well-circumscribed  area  of  caseous  pneumonia  has 
formed.  It  is  in  this  case  that  the  patient  may  have 
a small  hemorrhage  and  this  be  the  first  time  that 
he  is  conscious  of  having  any  definite  trouble, — 
hence  has  come  in  for  earlier  treatment.  These  offer 
a better  prognosis  than  those  with  the  thick-walled 
cavity  which  is  the  most  dangerous  scource  of  pul- 
monary- hemorrhage.  Here,  an  aneury-sm  of  the  pul- 
monary- artery  may  form  through  the  destruction  of 
the  layers  of  the  blood  vessel  walls  by  the  caseating 
process  and  the  pressure  within  the  lumen  of  the 
vessel  results  in  the  stretching  of  the  vessel  into  a 
thin-walled  sac  which  a slight  cough  is  sufficient  to 
rupture.  Hemorrhage  in  pulmonary'  tuberculosis  also 
occurs  without  cavitation  when,  by  cough  or  irreg- 
ular respiration,  there  is  caused  a rupture  in  the 
rigid  unelastic  tissue  in  productive,  indurative  tuber- 
culosis. Again  it  occurs  where  there  is  perifocal 
hemorrhagic  exudation  and  where  the  tuberculous 
ulceration  in  bronchi  erodes  branches  of  the  bron- 
chial arteries.  Where  a bronchial  lymph  node 
caseates  and  causes  gradual  erosion  into  the  trachea 
or  bronchus,  the  caseous  material  may  be  aspirated, 
resulting  in  a small  cavity  from  which  a sudden 
and  unexpected  fatal  hemorrhage  may  occur  in  an 
apparently  healthy  individual. 

In  bronchiectasis  the  damage  and  subsequent 
weakening  of  the  bronchial  walls,  probably  by  non- 
specific infection,  results  in  the  damage  also  to  the 
adjacent  blood  vessels,  and  hemorrhage  follows. 
And  in  infarction  the  bleeding  occurs  into  the  lung 
tissues,  causing  further  injury  with  bleeding  into 
the  bronchial  system. 

Diagnosis  of  pulmonary  hemorrhage  is  often  diffi- 
cult and  must  be  distinguished  from  bleeding  from 
the  upper  respiratory  passages  and  hematemesis. 


Careful  inquiiy-  and  inspection  will  nearly  always 
distinguish  these.  Although  it  is  a satisfaction  in 
hemoptysis  to  know  the  exact  extent  of  the  consoli- 
dation and  cavity  formation,  it  is  unwise  to  make 
use  of  any  methods  except  inspection  and  careful 
auscultation  with  patient  passive,  until  the  hemor- 
rhage is  over  and  danger  of  recurrence  seems  past. 
A bedside  X-ray,  if  available,  may  be  very  helpful. 

The  patient  seen  during  or  immediately  after  a 
pulmonary  hemorrhage  of  moderate  or  severe  degree 
presents  a distressing  picture,  that  of  a pale,  cyan- 
otic, dyspnoeic,  apprehensive  individual  who  speaks 
with  great  effort  while  gasping  for  breath.  The 
signs  on  physical  examination  vaiy-  with  the  extent 
of  the  involvement  and  the  size  of  the  hemorrhage. 
On  insjiection,  the  chest  on  the  affected  side  may 
show  some  limited  expansion.  If  one  dares  to 
percuss  this  chest  ever  so  lightly,  one  finds  dullness 
of  vaiy-ing  degree  and  extent.  On  auscultation  one 
finds  large,  mucous,  gurgling  rales  over  the  trachea 
and  larger  bronchi  which  practically  obliterate  all 
other  sounds.  Breath  sounds  var}'  from  diminished 
to  absent,  depending  on  the  degree  of  obstruction  to 
aeration  or  to  the  thickness  of  the  pleura,  or  there 
may  be  increased  breath  sounds,  even  bronchial  in 
type  with  pectoriloquy  of  voice  sounds  over  areas 
of  cavitation. 

Death  may  result  from  hemorrhage  causing  suf- 
focation, or  due  to  loss  of  blood  from  a cachetic  in- 
dividual, or  by  causing  rapid  spreading,  galloping 
disease  by  spilling  over  into  the  bronchial  structures 
the  blood  containing  infectious  material  which  is 
disseminated  by  aspiration. 

In  most  cases  hemoptysis  needs  no  special  treat- 
ment, as  bleeding  is  seldom  marked,  but  where  the 
bleeding  is  appreciable  in  amount  there  are  many 
details  of  treatment  employed,  each  small  in  itself 
but,  in  aggregate,  of  vast  importance  to  the  welfare 
of  the  patient. 

Treatment  of  pulmonary  hemorrhage  consists 
chiefly  of  an  attempt  to  quiet  the  patient  and  relieve 
anxiety,  thus  in  turn  lowering  the  pulse  rate  and 
blood  pressure,  lowering  the  toxicity,  and  relieving 
the  dyspnoea,  all  of  which  tend  to  decrease  the 
bleeding  and  to  lessen  the  possibility  of  recurrence. 
The  patient  is  advised  to  rest  quietly  in  a semi- 
recumbent  posture,  and  he  may  be  more  comfortable 
lying  on  the  affected  side.  Talking  or  making  any 
effort  is  discouraged.  Quiet  and  relaxation  tend 
to  reduce  the  respiratory  excursion  by  diminishing 
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the  expansion  of  the  chest.  Morphine  sulphate,  gr. 
1/8  to  1/6,  is  given  if  the  patient  is  unduly  alarmed 
or  if  bleeding  is  excessive.  This  helps  to  prevent 
cough,  though  care  should  be  taken  to  prevent  oblit- 
erating the  cough  reflex.  It  also  aids  in  preventing 
disturbing  the  coagulum  and  wipes  out  the  anxiety — 
again  helping  to  control  the  dyspnoea.  An  ice-bag 
may  be  placed  on  the  chest,  as  this  has  good  psychic 
effect.  Crushed  ice  is  fed  slowly.  If  blood  pressure 
is  elevated,  nitrites  are  given  by  inhalation  and 
nitroglycerine  is  given  by  mouth  when  indicated  to 
lower  blood  pressure  and  often  enough  to  keep  the 
pressure  at  as  near  a constant  level  as  possible. 
Fresh  cool  air  should  be  circulating  in  the  room  and 
the  room  should  be  in  an  isolated  or  quiet  place. 
Where  high  blood  pressure  persists  and  hemorrhage 
is  severe,  venesection  has  been  employed  with  great 
caution,  but  this  procedure  is  rarely  undertaken. 
Auto-transfusion  may  be  accomplished  by  bandag- 
ing the  arms  and  legs  when  bleeding  has  been  pro- 
fuse. Various  hemostatics  have  been  used:  calcium 
gluconate  intravenously;  fresh  rabbit,  horse  or  hu- 
man serum  are  given  intramuscularly;  ergot  and 
pituitrin  subcutaneously,  and  thromboplastin  in- 
tramuscularly. Saline  cathartics  in  small  doses  are 
prescribed.  The  diet  is  restricted  to  non-stimulat- 
ing foods,  soft  or  liquid. 

Bleeding  usually  ceases  spontaneously  except 
where  there  has  been  an  erosion  or  rupture  of  a 
larger  vessel.  Where  bleeding  is  long-continued  or 
frequently  repeated,  pneumothorax  will  control  it 
more  promptly  and  more  certainly  than  any  other 
measure.  These  patients  are  advised  to  remain 
quietly  in  bed  until  every  trace  of  blood  has  dis- 
appeared from  the  sputum  and,  if  possible,  until 
examinations  are  completed  and  diagnosis  deter- 
mined, so  that  further  treatment  may  be  advised. 
Though  hemorrhages  may  be  small  and  infrequent, 
this  is  no  assurance  for  the  future;  hence,  every  case 
should  be  looked  upon  as  of  serious  importance.  A 
physician  is  guilty  of  negligence  who  allows  a pa- 
tient with  hemoptysis  to  follow  his  usual  physical 
activities.  Careful  nursing  is  more  important  than 
drugs  in  the  treatment  of  these  cases,  so  that  the 
requirements  for  the  best  results  of  treatment  are 
obtained  when  the  patient  is  put  in  a quiet  room 
with  a nurse  or  attendant  who  is  “deft  of  hand, 
light  of  foot,  and  optimistic  of  temperament.”  After 
hemorrhage  has  ceased,  complete  rest  is  advised  and 
treatment  for  secondary  anemia  is  begun  with  care 


as  to  diet  and  iron  is  prescribed.  If  successful 
penumothorax  is  given,  then  a rapid  return  to  nor- 
mal diet  is  advised.  Calcium  gluconate  or  lactate, 
10  grs.,  is  given  after  meals  with  twenty  drops  of 
viosterol,  also  cough  sedatives  when  indicated. 

The  presence  of  blood  in  the  sputum  is  always 
an  important  sign  from  a diagnostic  standpoint  but 
is  seldom  in  itself  of  great  clinical  importance.  It 
is  most  important  to  proceed  as  rapidly,  as  is  in 
keeping  with  the  safety  of  the  patient,  to  determine 
the  cause  of  the  hemorrhage  and  its  location  in  order 
to  institute  the  proper  and  selective  treatment  in 
order  to  stop  the  hemorrhage  when  necessary  and 
if  possible  to  prevent  further  bleeding  in  the  future. 

Pneumothorax  treatments  are  given  in  all  suitable 
cases  of  severe  pulmonar}'  hemorrhage  if  possible. 
It  may  be  impossible  to  give  satisfactory  collapse 
by  this  method,  due  to  adhesions  preventing  collapse 
of  the  diseased  areas.  Where  the  bleeding  is  found 
due  to  tuberculosis,  disease  in  the  contra-lateral 
lung  is  not  a contra-indication  to  the  use  of  col- 
lapse therapy  in  selected  cases,  as  this  often  im- 
proves during  treatment.  For  severe  and  recurrent 
hemorrhage,  if  pneumothorax  is  impossible,  then 
a phrenic  crushing  or  a phrenico-exeresis  may  be 
done  on  the  affected  side.  If  this  step  is  not  suffi- 
cient, then  an  apicolysis  may  be  done,  or  for  more 
extensive  collapse  a thoracoplasty  is  the  treatment  of 
choice,  provided  the  lesion  is  such  as  to  otherwise 
necessitate  extensive  collapse.  Blood  transfusions 
are  usually  necessary.  Thoracoplastr)'  will  extend 
a fair  chance  of  marked  improvement,  if  not  for 
a symptomatic  cure,  to  a large  proportion  of  pa- 
tients for  whom  there  is  otherwise  no  hope. 

If  hemorrhage  should  occur  during  the  course  of 
acute  bronchiectasis,  then  pneumothorax  treatments 
should  be  helpful  by  decreasing  the  dilating  forces 
while  the  walls  of  the  bronchi  are  weakening  due  to 
the  progressing  acute  infection,  and  would  prevent 
further  hemorrhage  by  compression.  However,  in 
chronic  bronchiectasis  little  can  be  expected  from 
collapse  therapy. 

In  lung  abscess  pulmonary  hemorrhage  is  one  of 
the  most  common  complications.  Hemorrhage  from 
abscess  is  usually  not  severe  or  even  fatal  except 
in  chronic  abscess  where  it  is  then  due  to  the  rup- 
ture of  a branch  of  the  pulmonary  artery  which 
traverses  the  abscess  cavity.  Where  bleeding  is  not 
severe  the  treatment  consists  of  rest,  improvement  in 
general  health,  and  postural  drainage.  Collapse 
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therapy  by  artificial  pneumothorax  is  advised  by 
some  and  in  some  cases  phrenicectomy,  thoracotomy 
with  drainage,  and,  last,  lobectomy.  Careful  judg- 
ment is  necessary  to  decide  on  the  opportune  moment 
for  operation. 

Pulmonarj’  infarction  with  cough  and  bloody 
sputum  follows  within  twenty-four  to  forty-eight 
hours  after  the  lodging  of  an  embolus  in  a large 
sub-division  of  the  pulmonarj'  artery.  The  condi- 
tion may  subside  with  general  care  or  it  may  prog- 
ress to  abscess  formation.  iMeyer  and  Nystram  have 
devised  a surgical  technique  for  the  treatment  of 
pulmonary  embolism. 

In  concluding,  I wish  to  stress  the  importance  of 
preventing  the  occurrence  of  pulmonary'  hemorrhage 
by  prevention  and  early  care  and  continued  watch- 
ful care  of  the  two  most  common  disease  conditions 
leading  to  this  complication.  We  have  all  been 
taught  the  importance  of  the  prevention  and  care  of 
tuberculosis  and  are  familiar  with  the  fight  against 
tuberculosis  through  clinics  and  sanatoria, — but  lit- 
tle is  taught  about  bronchiectasis  being  so  common 
or  so  disabling  and  yet  preventable  in  many  in- 
stances. The  importance  of  bronchiectasis  as  a dis- 
ease condition  lies  not  in  the  fact  that  it  may  lead 
eventually  to  hemorrhage,  but  because  it  so  lowers 
the  general  health;  it  is  the  cause  of  chronic  cough 
and  expectoration,  the  sputum  containing  many  in- 
fectious bacteria.  It  predisposes  to  pneumonia,  ab- 


scess of  the  lung,  and  causes  permanent  injury  to  the 
parenchyona.  That  bronchiectasis  follows  infections 
early  in  life  is  a distinguishing  feature.  The  condi- 
tion is  secondary  to  acute  non-specific  respiratory 
infections — colds,  grippe,  and  sinusitis, — and  fol- 
lows the  diseases  of  childhood  and  bronchial  com- 
pression. The  after-care  as  well  as  the  care  given 
during  the  illness  is  important  in  preventing  and  in 
arresting  this  disease.  Hemorrhage  may  occur  in 
the  acute  or  chronic  stage. 
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DIAGNOSIS  AND  TREATMENT  OF  HEMORRHAGE  FROM  THE 
GASTRIC-INTESTINAL  TRACT.* 


F.  C.  Rinker,  M.  D., 

Norfolk,  Va. 


This  part  of  the  symposium  will  deal  only  with 
gross  hemorrhage  and  not  attempt  to  discuss  minor 
bleeding,  such  as  is  demonstrated  by  microscopic  or 
occult  methods.  We  will  discuss  briefly  hemorrhage 
caused  by  lesions  in  the  stomach,  the  small  intes- 
tines and  the  colon  and  rectum. 

The  general  symptoms  of  internal  hemorrhage 
are  rapid  weak  pulse,  dyspnoea,  thirst,  restlessness, 
fear,  general  weakness,  pallor,  and  at  times  shock. 

Microscopic  evidences  of  gastro-intestinal  gross 
bleeding  are:  vomiting  of  blood  (hematemesis), 

*Read  as  part  of  the  Symposium  on  Hemorrhage  be- 
fore the  Norfolk  County  Medical  Society,  Norfolk,  Va., 
January  20,  1936. 


found  in  lesions  of  the  stomach,  esophagus  and 
duodenum;  tarry  stools  (melena),  found  in  lesions 
of  the  stomach  and  small  intestines;  or  visual  blood 
in  the  stools  occurring  in  lesions  of  the  ileum,  colon 
and  rectum.  In  cases  of  melena,  the  guiac  or  benzi- 
dine tests  should  be  resorted  to  since  certain  drugs, 
such  as  iron,  bismuth,  charcoal  and  others,  will  alter 
the  color  of  the  stool  and  cause  it  to  appear  “tarry.” 

First  let  us  consider  bleeding  from  the  stomach, 
and  briefly  discuss  the  etiology  and  diagnosis. 

The  most  frequent  causes  of  hematemesis  may  be 
classified  as  follows: 

I.  Intra-gastric  causes  such  as  peptic  ulcer. 
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erosion  of  the  duodenum,  cancer  of  the  stomach, 
syphilis  of  the  stomach,  trauma,  gastritis  acute,  post- 
operative hemorrhage. 

A differentiation  of  these  possibilities  should  be 
approached  first  by  acquiring  a full  and  complete 
histor}-.  Thus,  peptic  ulcer  will  give  a history  of 
upp>er  abdominal  pain  relieved  by  alkalies  and 
food,  sensation  of  a lump  in  the  throat  or  chest, 
heart  burn,  at  times  nausea  after  eating,  etc.  It 
must  be  remembered,  however,  that  in  cases  of  ulcer 
occurring  in  a silent  area,  hematemesis  or  melena 
may  be  the  first  symptom  of  the  disease. 

The  symptoms  of  erosions  of  the  duodenum, 
termed  duodenitis,  are  about  the  same  as  those  of 
peptic  ulcer  but  not  so  severe  in  character  and  not 
relieved  by  alkalies  and  food  as  readily. 

In  cancer  of  the  stomach,  the  diagnosis  has  usually 
been  made  before  hemorrhage  occurs,  since  gross 
bleeding  is  comparatively  rare  as  compared  with 
ulcer  cases.  However,  the  patient  usually  complains 
of  increasing  “indigestion,”  loss  of  weight,  anorexia, 
nausea,  “spitting-up”  of  food,  but  rarely  has  pain. 

Lues. — Bleeding  often  is  associated  with  syphilis 
of  the  stomach  but,  as  in  malignancy,  gross  hemor- 
rhage is  rare.  The  Mayo’s  report  5 per  cent  as  hav- 
ing hematemesis.  In  cases  suffering  from  digestive 
symptoms  with  melena  or  hematemesis,  in  which 
a history  of  syphilis  is  obtained,  one  should  be  sus- 
picious of  gastric  lues  or  hepatitis  due  to  syphilis. 

Passive  congestion  of  the  gastric  mucosa  caused 
by  cardiac  insufficiency,  portal  obstruction,  or  dis- 
eases of  the  lungs,  may  cause  gross  bleeding  from 
the  stomach,  and  at  times  the  sign  may  be  caused 
by  disease  of  the  gall  bladder  or  liver. 

Once  a satisfactory  history  has  been  recorded,  we 
should  utilize  all  laboratory  means  in  order  to  ar- 
rive at  a true  diagnosis  and  cause  of  the  bleeding. 
Peptic  ulcer  is  most  frequently  associated  with 
hyperacidity  of  the  stomach.  In  cancer  one  will 
usually  find  evidences  of  secondary  anemia  and 
diminished  gastric  acidity  or  complete  achylia,  and 
a positive  blood  Wassermann  is  usually  reported  in 
the  luetic  cases,  and  in  those  subjects  where  passive 
congestion  is  at  fault  we  are  often  able  to  determine 
evidences  of  cardio-vascular  degeneration  or  hepatic 
insufficiency. 

The  X-ray  is  of  inestimable  value  in  the  differ- 
ential studies  of  gastric  lesions  but  is  as  a rule  ad- 
vised against  until  hemorrhage  has  ceased  and  the 
patient  is  stronger. 


II.  Extra-gastric  causes  of  gastric  hemorrhage: 
Traumatic  occurrences  are  noted  as  rare  causes  of 
hemorrhage.  The  swallowing  of  foreign  bodies,  the 
passage  of  a stomach  tube  through  an  already  dis- 
eased esophagus,  external  blows  over  the  esophagus 
or  stomach,  or  stab  and  gunshot  wounds,  serve  as 
the  most  frequent  examples.  When  such  a history 
is  obtained,  trauma  must  obviously  be  suspected  as 
the  cause.  Also  the  effect  of  vomiting  in  cases  of 
tabetic  crisis  has  been  reported  to  cause  hematemesis 
in  rare  instances. 

Other  exogenous  causes  are  cholecystitis,  diseases 
of  the  esophagus,  diseases  of  the  spleen  (Banti’s  dis- 
eases and  splenic  anemia,  for  example),  diseases  of 
the  blood-making  organs,  such  as  true  purpura, 
hemophilia,  pernicious  anemia,  leukemia,  and  others; 
rupture  of  an  aneurysm  into  the  stomach,  and  car- 
diac and  pulmonary  diseases  which  have  been  men- 
tioned previously. 

Time  will  not  permit  of  a discussion  of  the  dif- 
ferential diagnosis  of  these  rather  unusual  causes  of 
hemorrhage  from  the  stomach.  Suffice  it  to  say 
that  the  laboratory  is  of  great  aid  in  the  studies  of 
the  blood  picture;  coagulation,  the  platelet  count, 
color  index,  the  Vandenberg  test  in  cases  of  hepatic 
disease;  X-ray  when  the  gall  bladder  is  suspected, 
etc.,  should  be  had.  Of  course,  it  is  understood  that 
a thorough  physical  examination  should  be  made  be- 
fore laboratory  findings  can  be  properly  recom- 
mended or  interpreted. 

Hemorrhage  from  lesions  in  the  small  intestines, 
other  than  the  duodenum,  which  has  been  discussed 
under  peptic  ulcer: 

Ulcerations  caused  by  typhoid  infection  of  the 
lymph  nodes  (Beyer’s  patches),  in  the  lower  ileum, 
not  uncommonly  result  in  gross  bleeding.  The 
symptoms  of  this  condition  are  extreme  restlessness, 
drop  in  temperature,  sudden  rise  in  pulse  rate,  and 
blood  in  the  stools.  The  diagnosis  is  obviously  not 
difficult  when  the  intestinal  excreta  contains  gi'oss 
blood  but  may  be  truly  suspected  when  the  other 
symptoms  and  signs  present  themselves  in  a case  of 
typhoid  fever. 

There  are  other  pathological  lesions  of  the  jejunum 
and  ileum  which,  while  they  rarely  cause  melena  or 
bloody  stools,  should  be  mentioned  here. 

Hartman,  in  a study  of  466  cases  in  which  the 
histories  and  physical  examinations  indicated  dif- 
ficulty in  the  jejunum  and  ileum,  found  the  follow- 
lowing  pathological  lesions,  other  than  post-operative 
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gastro- jejunal  ulceration  (which  might  cause  bleed- 
ing): carcinoma,  22;  sarcoma,  9;  polyps,  6;  heman- 
gioma, 3.  All  of  these  were  proven  either  at  opera- 
tion or  autopsy.  These  lesions  exhibit  SATnptoms  of 
high  partial  or  complete  obstruction,  with  or  without 
tarry  stools  or  coffee  ground  vomitus,  and  usually 
a diminution  in  the  blood  chlorides.  The  location 
of  the  condition  is  determined  by  X-ray  studies  or 
by  exploratory  operation. 

The  colon  and  rectum  are  rather  frequent  seats 
of  disease  or  conditions  causing  bleeding,  which  is 
usually  noted  in  the  fresh  state  (bloody  stools). 

Carcinoma  is  the  most  frequent  pathological  lesion 
and  may  occur  in  any  portion  of  the  large  gut.  The 
history  is  one  of  gradual  increasing  abdominal  dis- 
tress, with  much  gas  and  intermittent  diarrhea  and 
constipation,  loss  of  weight,  loss  of  strength,  and 
bloody  stools.  If  the  disease  is  located  in  the  lower 
sigmoid  or  rectum,  the  patient  will  often  state  that 
he  is  having  “ribbon”  stools.  There  is  usually  found 
a state  of  secondary  anemia  in  the  blood  examina- 
tions. The  diagnosis  is  concluded  by  roentgen  ex- 
aminations and,  if  located  in  the  rectum,  by  procto- 
scopic study. 

Intussusception  should  not  be  overlooked  when 
bloody  stools  occur,  particularly  in  children.  The 
most  common  type  usually  involves  both  the  small 
and  large  intestines.  The  terminal  ileum  is  invagi- 
nated  into  the  cecum  and  ascending  colon.  The 
common  s^miptoms  and  signs  are  pain,  vomiting, 
melena,  excessive  peristalsis  (at  times  visible)  and 
the  palpation  of  a mass  in  the  right  abdomen.  The 
condition  has  been  known  to  occur  in  the  colon  alone 
but  it  is  rare. 

Gastro-intestinal  hemorrhage  is  treated  in  much 
the  same  way  as  is  gross  bleeding  from  any  other 
organ  or  group  of  organs.  Shock  should  be  com- 
bated or  prevented  at  the  onset.  This  may  be  ac- 
complished by  instituting  absolute  rest,  the  admin- 
istration of  morphia  to  relieve  nervous  tension  and 


anxiety,  and  placing  an  ice-cap  or  ice-pack  on  the 
abdomen.  The  intravenous  use  of  glucose  and  sa- 
line, or  Ringer's  solution,  should  be  started,  or  acacia 
(gum  arabic)  may  be  given  by  veneclysis.  .Acacia 
is  probably  preferable  in  those  severe  cases  which 
exhibit  an  extreme  lowering  of  blood  pressure. 
Blood  volume  should  be  maintained  if  possible. 

Following  the  institution  of  these  emergency 
methods,  the  case  should  be  treated  according  to  the 
cause  or  causes  of  bleeding. 

In  cases  of  bleeding  from  peptic  ulcers,  surgery 
is  rarely  if  ever  indicated,  since  the  eroded  areas  heal 
rather  rapidly  and  the  patient  returns  to  normal  in 
a comparatively  short  time  when  treated  by  general 
medical  means. 

Surgery  should  obviously  be  resorted  to  in  the 
traumatic  group  as  soon  as  shock  is  relieved,  except 
in  the  hemorrhage  due  to  tabetic  crisis.  Also  is 
surgical  interference  indicated  in  cases  of  intussus- 
ception and  in  some  cases  of  cancer. 

Most  cases  of  splenic  anemia  will  respond  to 
splenectomy. 

Pernicious  anemia  may  be  satisfactorily  managed 
by  diet,  liver  fraction  and  hydrochloric  acid. 

For  the  purpuric  cases,  liver  fraction,  calcium, 
the  sun  rays,  removal  of  infections,  diet  and  rest 
are  usually  all  that  is  necessar}-  in  the  treatment. 

In  bleeding  from  the  small  intestines,  surgery  is 
obviously  indicated  in  those  haWng  obstructive 
s}Tnptoms  or  findings.  Typhoid  hemorrhages 
usually  are  checked  by  ordinary'  medical  means. 

In  practically  all  cases  transfusions  are  indicated 
and  beneficial.  The  patient’s  condition  improves 
more  rapidly  and  the  tendency  to  recurring  hemor- 
rhage is  lessened. 

"N'arious  coagulums,  the  use  of  whole  blood  given 
intramuscularly,  and  horse  serum,  have  been  advo- 
cated but  in  gross  bleeding  are  probably  of  little  use. 

712  Botetourt  Street. 


HEMORRHAGE  FROM  THE  URINARY  TRACT.* 


C.  J.  Devixe,  M.  D., 

Norfolk,  Va. 


Hemorrhage  from  the  urinary  tract  is  primarily 
managed  as  hemorrhage  from  other  sources  in  the 
body.  First,  the  patient  should  be  treated  for  the 

*Read  as  part  of  the  Sjanposium  on  Hemorrhage  be- 
fore the  Norfolk  County  Medical  Society,  Norfolk,  Va., 
January  20,  1936. 


shock.  Second,  when  blood  loss  has  been  great, 
blood  transfusion,  saline  and  glucose  should  be 
given  intravenously,  external  heat  applied  and 
opiates  given  for  absolute  rest. 

Hemorrhage  occurring  from  traumatic  rupture  of 
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the  kidney  should  be  treated  conservatively  in  the 
majority  of  cases.  In  the  cases  of  severe  hemor- 
rhage, with  rapid  pulse,  low  hemoglobin  and  low- 
ered blood  pressure,  the  hemoglobin  and  blood  pres- 
sure should  be  checked  at  frequent  intervals,  as  it 
is  the  safest  guide  for  surgical  intervention,  and 
when  these  s}mptoms  persist  or  increase  after  shock 
treatments  have  been  given,  immediate  surgical  treat- 
ment should  be  started. 

When  surgery  is  indicated,  suturing  the  rent  and 
packing  the  wound  should  be  done.  When  the 
hemorrhage  is  not  controlled  by  this  method,  either 
from  the  fact  that  there  is  a tear  in  the  large  vessels 
or  excessive  damage  to  the  parenchyma,  renal  pelvis 
or  ureter,  a nephrectomy  should  be  done. 

Hemorrhage  occurring  during  a surgical  procedure 
upon  the  kidney  may  be  primary,  as  from  damage 
to  the  vessels  in  mobilizing  the  kidney,  or  from 
aberrant  vessels.  In  injuries  of  this  typ)e,  bleeding 
should  be  controlled  by  ligating  the  bleeding  vessel 
or,  when  the  large  vessels  of  the  pedicle  are  found 
torn,  immediate  nephrectomy  should  be  done.  In- 
juries to  the  vena  cava  cause  very  severe  hemor- 
rhage. 

In  four  cases  reported  by  Priestly  and  Walters 
from  the  IMayo  Clinic,  success  followed  clamping 
the  rent  so  as  not  to  completely  occlude  the  vessel, 
and  leaving  the  clamps  secured  for  one  week,  when 
clamps  are  released  but  not  removed.  After  twenty- 
four  hours,  the  blades  are  loosened  and  removed. 

Other  methods  of  controlling  this  type  of  hemor- 
rhage are  packing,  partial  ligations,  and  complete 
ligations  below  the  renal  vein. 

Secondary  hemorrhage  occurring  after  operations 
may  follow  large  nephrotomy  openings  into  the  kid- 
ney; from  aberrant  vessels  unnoticed  at  operation, 
or  slipping  of  a ligature  about  the  pedicle  after 
nephrectomy.  This  type  of  hemorrhage,  when 
severe,  calls  for  re-openings  of  the  incision,  remov- 
ing the  clots  with  great  care  and  clamping  and 
ligating  when  possible,  or  packing  the  wound  tightly 
with  gauze  when  impossible  to  ligate. 

Tumors  arising  from  the  pelvis  and  parenchyma 
of  the  kidney  produce  bleeding  in  80  per  cent  of 
rep>orted  cases,  and  severe  hemorrhage  has  been  re- 
ported in  a fair  percentage  of  these.  The  hemor- 
rhage is  controlled  to  some  extent  by  deep  X-ray 
radiation  and,  when  the  patient’s  condition  permits, 
nephrectomy  should  be  done. 

Infection,  acute  and  chronic,  of  the  renal  pelvis. 


particularly  the  granular  type,  causes  considerable 
hemorrhage  at  times.  It  is  usually  controlled  by 
large  in-dwelling  catheters  and  lavage  of  the  pelvis 
with  silver  nitrate,  1 to  5 per  cent. 

Hemorrhage  Occurring  in  the  Bladder  and 
Urethra 

Rupture  of  the  bladder  has  produced  marked 
hemorrhage  within  the  peritoneal  cavity  and  blad- 
der. The  treatment  in  this  type  hemorrhage  is  im- 
mediate op>ening  of  the  peritoneum  and  bladder, 
ligating  the  bleeding  vessel,  closing  the  rent  and 
draining  both  the  peritoneum  and  bladder. 

Hemorrhage  from  tumors  of  the  bladder  may  be 
controlled  in  several  ways.  First,  by  electro-coagu- 
lation trans-urethrally.  Second,  by  high  voltage 
X-ray.  Third,  by  supra-pubic  incision  and  coagu- 
lation with  high-frequency  current,  or  excision  of 
the  tumor  when  accessible. 

Hemorrhage  from  benign  adenomatous  prostatic 
obstruction  occurs  with  great  frequency  and  is  con- 
trolled by  first  removing  clots  through  a large 
cystoscope  and  electro-coagulation  of  bleeding  points, 
and  in-dwelling  catheter.  When  unable  to  control 
by  this  method,  supra-pubic  cystotomy  should  be 
done,  with  coagulation  of  bleeding  points,  or  pack- 
ing may  be  necessarj-.  Usually  with  sufficient  drain- 
age and  hot  bladder  irrigations,  this  type  of  hemor- 
rhage is  readily  stopped. 

Hemorrhage  following  operations  upon  the  pros- 
tate are  rather  frequent,  both  from  open  operations 
and  trans-urethral  operations.  Methods  of  control 
of  bleeding  at  the  time  of  operation  in  supra-pubic 
prostatectomy  are; 

1.  Clamping  and  ligating  bleeding  points. 

2.  Packing  the  space  left  after  gland  removal 
with  gauze. 

3.  Use  of  hemostatic  bags  of  the  type  used  by 
Hagner  and  Pilcher. 

4.  Using  large  tubes  for  drainage. 

5.  Hot  irrigations  with  potassium  permanganate 
or  3 per  cent  sodium  citrate. 

After  trans-urethral  operation  the  hemorrhage  is 
controlled  completely  in  most  cases  during  opera- 
tion by  coagulation  of  bleeding  points  and  a large 
catheter  for  drainage,  which  is  kept  clean  by  fre- 
quent irrigation. 

When  bleeding  of  severe  type  occurs  after  op- 
eration, no  time  must  be  lost  in  re-introducing  the 
resectoscope  and  emptying  the  bladder  of  all  clots, 
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locating  the  bleeding  point  which  is  readily  con- 
trolled in  most  instances  by  coagulation  current. 
When  bleeding  is  uncontrolled  by  this  means  the 
bladder  should  be  opened  supra-pubically  and  con- 
trolled as  in  open  prostatectomy. 

Severe  hemorrhage  from  the  urethra  occurs  mainly 
from  trauma,  as  from  instrumentation  or  rupture  of 
urethra  from  fracture  of  the  pelvis.  This  hemor- 
rhage is  usually  controlled,  first,  by  large  indwelling 
catheter,  and,  second,  by  locating  the  bleeding  point 
with  cysto-urethroscope  and  coagulation  with  a high- 
frequency  current. 

When  rupture  of  urethra  is  complete,  a supra- 
pubic drainage  and  suture  of  the  tom  urethra  about 
a large  in-laying  catheter,  with  adequate  drainage 
will  control  the  marked  hemorrhage. 

Case  Reports 

To  cite  a few  instances  of  severe  bleeding,  briefly: 

Case  1. — A young  man  came  into  my  office  for 
relief  of  a chronic  lower  tract  infection.  I found 
a ver}’  minute  meatus  to  the  urethra  and  did  a sim- 
ple meatotomy.  After  completion  of  the  examina- 
tion a simple  dressing  was  applied  and  the  man  al- 
lowed to  return  to  his  home.  Late  during  the  same 
night  I was  called  to  stop  a severe  bleeding  which 
came  from  the  meatus.  The  patient  had  some  slight 
oozing  and  had  applied  a tourniquet  in  the  form  of 
small  rubber  bands,  about  twenty  or  thirty,  placed 
fairly  tight  about  the  penis.  A continuous  stream 
of  venous  blood  had  kept  up  and  the  patient  was 
w'hite  with  fright  and  loss  of  blood.  Removal  of 
the  bands,  which  had  constricted  only  the  venous 
return,  a small  cotton  application  in  the  meatus 
with  a snug  dressing,  stopped  the  bleeding  at  once. 

Since  then,  it  has  been  my  custom  to  take  three 
small  stitches  after  each  meatotomy,  which  has  con- 
trolled the  bleeding. 

Case  2. — Patient,  white,  male,  age  sixty.  Had 
several  dense  strictures  of  the  urethra  which  were 
dilated  to  24  F.,  using  La  Forte  sounds.  There  was 
a slight  amount  of  blood  to  follow,  but  patient  was 
able  to  void.  Later  in  the  day  the  patient  was  sent 
to  me  because  of  a rather  profuse  bleeding  that  had 
continued  almost  through  the  day.  With  some  diffi- 
culty an  18  F.  cysto-urethroscope  was  passed  and 
the  bleeding  found  in  one  of  the  scarred  areas,  and 
with  a light  coagulation  current  the  bleeding  stopped. 


A small  in-dwelling  catheter  was  placed  into  the 
bladder.  This  was  removed  the  following  day  with 
no  recurrence  of  the  hemorrhage. 

Case  3. — White,  male,  age  sixty-eight.  Had  com- 
plained of  difficulty  in  urinating  for  some  time. 
Suddenly,  on  straining,  he  began  to  pass  bloody 
urine  and  then  had  complete  retention,  for  which  he 
sought  relief.  Examination  revealed  a large,  smooth, 
but  firm  prostate.  An  18  F.  catheter  passed,  but 
would  drain  very  little  except  a few  small  clots 
and  bloody  urine.  A cystoscope  was  then  passed 
and,  after  much  washing  out  of  clots,  the  bladder 
was  clear  enough  to  see  a large  intravesical  prostate 
with  chronic  cystitis.  An  in-dwelling  catheter  was 
left  in  the  bladder  and  patient  referred  to  hospital. 
Later,  in  the  evening,  the  catheter  was  blocked  again 
and  the  bladder  became  tense  with  blood  and  urine. 
Attempts  to  remove  clots  resisted  all  my  efforts. 
When  a supra-pubic  cystotomy  was  done  and  a large 
amount  of  clotted  blood  removed,  no  bleeding  was 
present  on  inspection  of  the  bladder.  A large  drain- 
age tube  was  placed  in  and  the  bladder  closed. 
Patient  drained  well  with  no  return  of  the  bleeding. 
A second  operation,  consisting  of  removal  of  a large 
adenoma  of  the  prostate,  was  done  with  no  undue 
hemorrhage.  Recovery  uneventful. 

Hemorrhage  of  this  1)3)0  is  more  common  when 
found  with  carcinoma  of  the  prostate,  as  carcinoma 
arises  usually  in  the  posterior  lobe,  while  adenoma 
is  close  under  the  mucosa. 

Case  4. — Patient,  white,  male,  age  seventy-four. 
Had  supra-pubic  prostatectomy  about  one  year  pre- 
viously and  had  been  voiding  well  since.  Then  began 
to  have  extreme  frequency  and  terminal  bleeding. 
Cystoscopy  under  sacral  anesthesia  revealed  a growth 
about  the  size  of  a chestnut  on  the  right  side  of 
bladder  trigone.  Biopsy  showed  carcinoma.  High- 
voltage  X-ray  was  begun  with  fulguration  of  the 
mass.  Bleeding  checked  for  a while,  but  within 
three  months  a severe  hemorrhage  occurred.  A 
supra-pubic  cystotomy  was  done  at  that  time.  The 
whole  right  half  of  the  bladder  wall  was  infiltrated 
with  carcinoma.  Patient  died  by  end  of  the  month. 
Metastases  to  liver  and  stomach  were  present.  The 
prostate,  when  removed,  was  apparently  a benign 
adenoma,  and  sections  revealed  no  carcinoma. 

Wainwright  Building. 
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THE  PROBLEM  OF  UTERINE  HEMORRHAGE  IN  GYNECOLOGY.=^ 


Eugene  Lowenberg,  M.  D.,  F.  A.  C.  S., 

Norfolk,  Va. 


It  is  fitting  in  this  symposium  on  hemorrhage  that 
uterine  bleeding  be  given  important  consideration. 
Adequate  discussion  of  the  subject  would  require  a 
lengthy  gynecological  treatise  and  recourse  to  various 
sources.  The  discussion,  however,  will  be  rather 
sketchy  and  based  entirely  on  personal  experience. 
The  obstetrical  side  of  the  problem  will  be  entirely 
omitted  although  abortion  probably  accounts  for  50 
per  cent  of  all  cases  of  uterine  bleeding. 

Cause 

Excluding  obstetrical  bleeding,  the  causes  of 
uterine  hemorrhage  may  be  divided  into  two  large 
groups,  one  organic  and  the  other  funtional.  The 
principal  organic  causes  are  as  follows: 

'Uterine  fibromyomata 
Adnexitis 
Ovarian  cyst 

Cervical  and  uterine  polyps 

Cancer  of  the  cervix 

Cancer  and  sarcoma  of  the  uterus 

Uterine  retrodisplacement 

Endometriosis 

Erosion  and  endocervicitis 

Sloughing  or  subinvolution  subsequent  to  cautery 
or  surgical  diathermy  of  the  cervix 
Fibroid  uterus 
Chronic  endometritis 
Hyperplasia  of  the  endometrium 
Pelvic  tuberculosis 
Tuberculosis  of  the  cervix 
Syphilis 

Purpura  hemorrhagica 
Hypertension. 

This  is  a long  and  imposing  list  of  organic  causes 
of  pathological  bleeding.  In  the  average  practice, 
they  still  account  for  only  50  per  cent  of  the  cases, 
the  remaining  50  per  cent  having  to  be  classified 
as  functional.  This  is  because  of  the  great  fre- 
quency of  menorrhagia  at  the  two  extremes  of  men- 
strual life,  puberty  and  menopause. 

Diagnosis 

While  no  absolute  diagnosis  can  be  made  from 
it,  the  history  in  uterine  hemorrhage  is  of  value  in 
ruling  out  uterine  or  tubal  pregnancy  and  certain 

*Read  as  part  of  the  Symposium  on  Hemorrhage  be- 
fore the  Norfolk  County  Medical  Society,  Norfolk,  Va., 
January  20,  1936. 


inferences  can  be  made  from  it  as  to  the  probable 
cause  of  the  bleeding.  Menorrhagia  is  usually  in- 
dicative of  less  pronounced  pathology  than  metror- 
rhagia, or  irregular  bleeding  between  periods.  Pel- 
vic pain  associated  with  the  bleeding  is  significant 
of  more  serious  trouble  than  bleeding  alone.  Menor- 
rhagia before  the  age  of  twenty  is  less  significant 
than  menorrhagia  at  the  menopause,  when  malig- 
nancy must  always  be  kept  in  mind. 

A few  causes  of  uterine  bleeding  often  have  a 
fairly  typical  history.  Thus,  with  submucous  fibro- 
myomata there  is  a lengthening  of  the  bleeding  time 
and  an  increased  amount  of  flow,  i.  e.,  menorrhagia. 
The  bleeding  of  a cervical  polyp  or  of  cancer  of  the 
cervix  is  usually  slight  at  flrst,  an  irregular  spotting 
or  metrorrhagia  often  brought  on  by  exertion,  the 
trauma  of  a douche  nozzle  or  coitus.  Endometriosis 
often  produces  an  acquired  dysmenorrhea.  Uterine 
malignancy  typically  occurs  after  the  menopause 
and  the  passage  of  tissue  shreds  often  accompanies 
the  irregular  bleeding. 

An  entirely  negative  speculum  and  bimanual  ex- 
amination of  the  cervix,  uterus,  adnexa  and  cul-de- 
sac  suggests  funtional  uterine  bleeding  as  the  di- 
agnosis. Certain  reservations  must,  however,  be 
made  relative  to  this  statement.  The  uterus  whose 
wall  has  become  thickened  and  heavy,  the  so-called 
fibroid  uterus,  may  feel  relatively  normal  on  bi- 
manual examination.  A submucous  fibroid  may 
cause  extreme  hemorrhage  and  yet  escape  the  hand 
and  even  the  exploring  curette.  Likewise,  a uterine 
polyp  and  uterine  malignancy  may  in  no  way  be 
detectable  except  upon  dilatation  and  curettage. 
Simple  hypertrophy  of  the  endometrium  and  the 
rarer  chronic  endometritis  may  at  times  be  diag- 
nosable  as  an  office  procedure  by  endometrial  biopsy, 
with  the  aid  of  the  suction  canula  after  the  meth- 
od of  Burch  or  Novak.  Occasionally  uterine 
hemorrhage  is  a manifestation  of  syphilis  or  even 
more  rarely  of  purpura  hemorrhagica.  A normal 
coagulation  and  bleeding  time,  normal  retraction  of 
the  clot  and  normal  platelet  count  will  rule  out  the 
latter. 

When  the  bimanual  examination  discloses  pelvic 
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patholog}'  to  explain  the  bleeding,  pitfalls  in  the 
differential  diagnosis  are  common.  The  greatest 
difficulty  lies  in  differentiating  pelvic  inflammatory 
disease,  ectopic  pregnancy,  and  painful  cystic  ovar}’. 
On  the  functional  side,  it  should  be  borne  in  mind 
that  a single  follicular  cyst  is  not  uncommon  in 
functional  bleeding  and  that  such  an  ovary  may  be 
quite  tender.  Under  these  circumstances  a history 
of  amenorrhea  and  subsequent  continuous  bleeding 
presents  a clinical  picture  which  closely  simulates 
tubal  pregnancy.  Atjpical  uterine  bleeding,  large 
tender  masses  in  the  fornices  and  bilateral  lower 
abdominal  tenderness  invaribly  lead  to  the  diag- 
nosis of  pelvic  inflammatory  disease  and  ectopic 
pregnancy  is  frequently  disclosed  on  the  operating 
table. 

Before  passing  to  the  second  and  third  stage  in 
the  diagnosis  of  uterine  bleeding,  therapeutic  trial 
of  anterior  pituitary  luteinizing  hormone  and  the 
diagnostic  curettage,  I should  like  to  call  attention 
to  an  entity  I have  never  seen  described  in  the  lit- 
erature, trichomona  vaginalis,  as  a cause  of  uterine 
bleeding.  I have  seen  five  such  cases.  The  histor}' 
and  the  type  of  bleeding  are  fairly  characteristic. 
The  period  starts  on  time  but  grumous  bloody  dis- 
charge has  persisted  ever  since.  Infected  abortion 
is  suggested  by  the  offensive  odor  and  evident  ad- 
mixture of  pus  and  blood.  The  warm  well-diluted 
hanging  drop  preparation  of  the  discharge  has  in 
each  instance  disclosed  many  active  trichomonads 
and  appropriate  treatment  has  cured  the  bleeding 
and  the  leucorrhea. 

In  the  presence  of  a normal  pelvic  examination 
and  with  due  consideration  of  factors  heretofore 
discussed,  one  is  often  justified  in  beginning  to  treat 
the  patient  for  functional  uterine  bleeding  before 
employing  more  radical  methods  of  diagnosis.  This 
is  particularly  true  in  menorrhagia  before  the  age 
of  twenty.  The  use  of  the  anterior  pituitar}'  lutein- 
izing hormone  as  a therapeutic  trial  thus  ma)-  often 
become  the  second  stage  in  the  diagnosis  at  this  age. 
.\s  age  increases,  the  third  procedure  in  the  diagnosis 
of  uterine  hemorrhage,  uterine  curettage,  becomes 
more  and  more  urgently  indicated.  Curettage  is, 
however,  not  always  an  infallible  instrument  in  the 
diagnosis  of  uterine  bleeding.  A submucous  fibroid 
may  entirely  escape  attention  and  be  disclosed  only 
on  laparotomy  and  bisection  of  the  uterus.  Malig- 
nancy of  the  fundus  may  occasionally  be  missed. 


Instead  of  much  hyperplastic  tissue  almost  no  scrap- 
ings at  all  may  result  even  in  the  presence  of  defi- 
nite follicle  cystosis  and  other  evidence  of  true  func- 
tional uterine  bleeding.  A chorioepithelioma  may 
escape  the  curette  and  be  diagnosed  only  by  quan- 
titative hormone  tests.  If  much  pelvic  pain  has  ex- 
isted with  the  bleeding,  the  negative  curettage  find- 
ings should  almost  invariably  be  followed  by  the 
fourth  step  in  the  diagnosis  of  uterine  hemorrhage, 
laparotomy,  ty’ith  surprising  frequency  the  wisdom 
of  the  procedure  wall  be  proven  when  the  abdomen 
is  opened. 

It  is  seen  that  in  the  presence  of  a normal  spec- 
ulum and  bimanual  examination  one  is  often  led 
to  the  diagnosis  of  functional  uterine  bleeding  either 
before  or  after  curettement.  To  this  diagnosis  by 
exclusion  may  be  added  certain  confirmative  data. 
Age  per  se  is  important.  The  nearer  the  patient  is 
to  the  two  e.xtremes  of  menstrual  life,  the  more 
likely  is  the  bleeding  to  be  functional.  Stigmata 
of  endocrine  imbalance  may  exist  in  the  young  pa- 
tients of  the  first  group.  While  not  quite  so  char- 
acteristic, the  truly  functional  bleeding  of  the  meno- 
pause is  still  somewhat  typical.  Usually  one  to 
several  periods  are  skipped  and  then  there  occurs  a 
long  and  profuse  menorrhagia.  Lowered  thyroid 
function  and  pituitary’  dystrophy  may  exist  in  both 
groups,  and  in  this  connection  the  specific  dynamic 
action  of  protein  as  emphasized  by  Goldzieher  should 
be  mentioned.  This  is  the  total  increase  in  heat 
production  above  the  normal  of  an  individual  after 
the  ingestion  of  a protein  meal.  If  the  whites  of 
three  eggs,  a slice  of  toast,  and  a cup  of  tea  without 
sugar  are  taken  after  a control  basal  metabolism 
test,  there  is  an  increase  of  about  16  per  cent  in  the 
B.IM.R.  two  or  three  hours  later  in  a normal  in- 
dividual. In  pituitary’  deficiency  the  average  in- 
crease is  only  3 or  4 per  cent. 

The  diagnosis  and  the  treatment  of  uterine  hemor- 
rhage frequently  go  hand  in  hand.  The  vaginal 
examination  may  readily  classify  the  case  and  per- 
mit of  a simple  treatment  to  stop  the  flow.  Curet- 
tage or  curettage  and  radium  may  satisfy  the  re- 
quirement of  diagnosis  and  effect  a cure;  the  use  of 
the  luteinizing  hormone  of  the  anterior  pituitary 
gland  may  both  arrest  the  bleeding  and  disclose  its 
functional  nature.  In  many  cases  the  fourth  major 
step  for  diagnosis  becomes  necessary,  laparotomy. 
Each  case  must  be  decided  on  its  merits,  but,  in 
general,  acquired  dysmenorrhea  or  pelvic  pain  with 
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the  bleeding,  palpable  adnexal  pathology,  a uterus 
larger  than  a three-months’  pregnancy,  therapeutic 
failure  of  the  luteinizing  hormone  of  the  anterior 
pituitary  call  for  abdominal  section  for  diagnosis. 

Treatment 

The  treatment  of  uterine  bleeding  of  organic  cause 
is  always  the  removal  of  the  existing  pathology  and 
only  a few  generalities  about  this  type  will  be  made. 

Uterine  hemorrhage  caused  by  fibromyomata  may 
be  treated  by  irradiation,  hysterectomy,  myomectomy 
or  defundation.  Irradiation  is  best  reserved  for  in- 
tramural tumors  not  larger  than  a three  months 
pregnancy,  and  not  causing  pressure  symptoms  and 
not  degenerating.  Irradiation  should  not  be  em- 
ployed in  the  presence  of  adnexal  pathology  or  where 
the  possibility  of  pelvic  adhesions  exists  as  sug- 
gested by  previous  operation.  The  highly  nervous 
patient  and  patients  under  forty  years  of  age  are 
usual  1}'  better  oft  with  a supra-vaginal  hysterectomy 
or  defundation  with  preservation  of  ovarian  func- 
tion than  with  precipitous  and  permanent  meno- 
pause. 

Uterine  hemorrhage  due  to  adnexitis  is  treated 
by  attention  to  the  causative  pelvic  inflammatory  dis- 
ease. However,  when  the  case  comes  to  operation, 
in  addition  to  removing  the  adnexal  pathology,  a 
defundation  should  likewise  be  performed  should  an 
ovary  in  whole  or  part  be  left.  Otherwise,  the  usual 
failure  of  the  residual  ovary  to  form  corpora  lutea 
will  often  produce  subsequent  menorrhagia.  Like- 
wise, the  fundus  of  the  uterus  should  usually  be  re- 
moved as  a part  of  the  suspension  when  operating 
for  bleeding  associated  with  retroversion.  Space 
does  not  permit  observations  on  the  treatment  of 
ovarian  cyst,  cervical  polyp,  cancer  of  the  cervix, 
cancer  of  the  uterus,  endometriosis. 

The  bleeding  of  hyperplasia  of  the  endometrium, 
chronic  endometritis  and  fibrous  uterus  often  ceases 
with  simple  curettement.  Failure  may  require  sup- 
plemental irradiation  or  abdominal  surgery.  Hyper- 
plasia of  the  endometrium  and  functional  uterine 
bleeding  are  often  synonymous  and  their  treatment 
will  be  further  elaborated  on  under  the  latter  head. 

There  remains  to  be  discussed  the  treatment  of  the 
largest  single  cause  of  uterine  bleeding,  exclusive 
of  cases  related  to  pregnancy-functional  uterine 
bleeding.  The  variety  of  medications  and  proce- 
dures mentioned  for  the  treatment  of  this  presum- 
ably endocrine  disturbance  suggests  the  difficulties 


that  may  be  experienced  in  its  cure.  The  thera- 
peutic list  includes:  parahormone,  stypticin,  ergot, 
mammary-pituitary  gland  combinations,  anterior 
pituitary  luteinizing  principle,  placental  extract, 
moccasin  snake  venom,  insulin,  iron,  thyroid,  blood 
transfusion,  rest  in  bed,  curettage,  low  voltage  irra- 
diation of  the  ovaries  and  pituitary  gland,  uterine 
application  of  radium,  supra-vaginal  hysterectomy. 
Space  permits  only  a brief  description  of  these  va- 
rious treatments. 

Anterior  pituitary  luteinizing  substance:  Follu- 
tein  and  antuitrin  S,  obtained  from  pregnancy  urine, 
well  represent  this  form  of  therapy.  Cures  range 
from  25  to  75  per  cent  of  functional  cases.  My 
ovm  series  is  too  small  to  report  but  I am  sure  of 
the  value  of  these  preparations.  One  hundred  to 
two  hundred  rat  units  should  be  given  daily  until 
the  bleeding  stops.  The  same  dosage  should  be 
given  every  other  day  until  the  next  period  is  safely 
passed.  If  benefit  has  been  obtained,  it  is  well  to 
continue  to  give  several  injections  before  each  menses 
for  several  more  months.  If  benefit  is  not  being 
obtained,  it  is  well  to  try  one  or  two  cubic  centi- 
meters of  plain  antuitrin  along  with  each  dose  of 
the  luteinizing  substance.  This  is  based  on  a 
known  synergism  between  these  two  hormones.  The 
use  of  the  therapy  under  discussion  is  irrational  in 
menopausal  menorrhagia.  In  such  cases  there  al- 
ready exists  an  increased  pituitary  secretion  second- 
ary to  atrophy  of  the  ovaries.  Then,  too,  the  fear 
of  malignancy  indicates  more  radical  treatment. 

Mocassin  Snake  Venom:  Peck  and  Rosenthal  in 
the  Journal  of  the  American  Medical  Association  for 
March,  1935,  reported  their  experience  with  the  use 
of  moccasin  snake  venom  in  hemorrhagic  conditions. 
Experimenting  with  the  Shwartzman  phenomenon, 
these  authors  observed  that  when  a previous  injec- 
tion of  snake  venom  was  made  the  animals  became 
refractory.  The  local  hemorrhagic  necrosis  char- 
acteristic of  this  phenomenon  was  either  delayed 
or  entirely  prevented.  Purpura  hemorrhagica,  epi- 
staxis  and  other  types  of  bleeding  respond  with  vary- 
ing success  to  the  snake  venom  treatment,  but  the 
best  results  were  obtained  in  functional  uterine 
bleeding.  In  three  articles  to  date,  the  authors  have 
reported  twenty-four  cases,  all  improved.  I have 
used  the  method  in  four  cases,  three  with  success. 
An  available  commercial  preparation  for  this  form 
of  therapy  is  “snake  venom  solution  moccasin,” 
Lederle.  It  is  a 1 :3000  solution  of  the  venom  in 
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physiologic  saline.  For  the  initial  dose  0.4  c.c.  is 
given,  and  for  each  successive  treatment  this  dose  is 
increased  by  0.1  c.c.  until  0.8  c.c.  to  1 c.c.  is  being 
given.  Treatment  is  continued  twice  weekly  for  two 
or  three  months  and  then  the  interval  between  in- 
jections gradually  increased  for  another  month  or 
so.  A local  reaction  due  to  sensitization  often  oc- 
curs after  the  fourth  or  fifth  injection,  requiring 
reduction  in  dosage  and  de-sensitization. 

Insulin : It  has  been  observ^ed  that  frequently  the 
menstrual  periods  are  delayed  in  patients  receiv- 
ing insulin.  This  knowledge  led  to  its  use  in  func- 
tional uterine  bleeding,  and  sufficient  cases  have 
been  reported  to  warrant  its  continued  trial.  The 
method  is  of  special  value  in  the  young  under-nour- 
ished girl,  and  is  used  in  conjunction  with  an  up- 
building program.  Five  to  ten  units  are  used  before 
the  two  main  meals  beginning  a few  days  before  the 
expected  period.  Polymenorrhea  or  too  frequent 
menstruation  has  also  responded  to  insulin  therapy. 

Thyroid  and  Iron:  Many  patients  with  menor- 
rhagia are  anemic  and  have  a lowered  metabolic 
rate.  Adequate  medical  treatment  of  these  condi- 
tions will  often  affect  favorably  the  bleeding.  This 
is  particularly  true  of  functional  uterine  bleeding 
of  adolescence  and  girlhood.  In  fact,  small  doses 
of  thyroid,  large  doses  of  iron,  rest  in  bed  at  period 
time,  anterior  pituitary  luteinizing  hormone  and  the 
new  moccasin  snake  venom  are  the  mainstays  of 
therapy  at  this  age. 

Blood  Transfusion:  This  plays  an  important 
part  in  the  treatment  of  all  forms  of  uterine  hemor- 
rhage. All  too  often  the  patient  is  “in  extremis” 
when  first  seen  and  vaginal  packing  to  stop  the  flow 
and  transfusion  to  replace  blood  loss  become  urgent. 
Repeated  transfusions  are  often  necessary  before  any 
surgery-  can  be  performed  on  these  patients.  In  the 
presence  of  severe  anemia  even  irradiation  must  be 
postponed  until  at  least  one  transfusion  has  been 
given.  Often  it  is  wisdom  to  transfuse,  then  use 
radium  for  temporary-  control  of  the  bleeding  and 
subsequently  perform  a hysterectomy  when  the  pa- 
tient is  rehabilitated. 

Curettage  of  the  Uterus:  The  frequency  of  curet- 
tage as  a treatment  for  functional  uterine  bleeding 
has  diminished  in  proportion  to  the  development  of 
newer  methods.  Curettement,  however,  may  still  be 
all  that  is  required  to  straighten  out  an  otherw-ise  ob- 
stinate case.  In  the  young,  when  simpler  forms  of 
treatment  have  failed,  the  benefit  of  one  and  oc- 


casionally of  repeated  curettements  should  be  tried 
before  employing  more  radical  procedures.  It  is 
well  to  explain  to  such  patients  the  frequency  wdth 
which  the  natural  re-adjustment  of  the  menstrual 
function  occurs  and  the  need  for  conseiY-atism  so 
long  as  safe. 

Curettage  and  Radium:  This  is  the  method  of 
choice  in  severe  cases  not  responding  to  medical 
treatment  or  curettement  alone.  The  method  is  best 
reserved  for  the  mature  woman  or  patient  at  or 
beyond  the  menopause.  Here,  again,  it  is  impor- 
tant not  to  be  too  radical.  In  the  regularly  men- 
struating woman  it  is  highly  important  not  to  bring 
on  the  menopause  or  even  to  produce  marked  symp- 
toms of  hypo-ovarianism.  The  radium  dosage  in 
each  case  must  be  decided  individually,  but  the  fol- 
lowing is  recommended  by  Keene:  Under  tw-enty 
years  of  age  use  it  but  rarely  and  never  over  200 
milligram  hours;  from  twenty  to  thirty  years  of  age 
300  to  400  milligram  hours;  from  thirty  to  forty, 
300  milligram  hours;  at  forty  years  of  age,  400  to 
500  milligram  hours;  from  forty  to  fifty  years  of 
age,  800  to  1200  milligram  hours.  Between  the  ages 
of  twenty  and  thirty  the  ovaries  are  relatively  resis- 
tant and  often  the  400  milligram  hours  dosage  is 
safe;  between  the  ages  of  thirty  and  forty  there  is 
increased  susceptibility  to  radium,  so  that  the  300 
milligram  dosage  should  be  tried  first.  If  this  fails, 
subsequent  irradiation  w-ith  400  milligram  hours 
should  be  employed.  Six  hundred  and  eight  hun- 
dred milligram  hours  dosage  at  this  age  is  apt  to 
produce  profound  menopausal  symptoms. 

Low  Voltage  X-Ray  of  Ovaries  and  Pituitary: 
In  skilful  hands  this  form  of  therapy  is  an  alterna- 
tive for  radium.  The  dosage  is  harder  to  control 
than  radium,  making  its  use  undesirable  in  the 
young,  and  at  the  menopause  a diagnostic  curette- 
ment is  usually  necessar}-,  so  the  combination  of 
curettage  and  radium  is  preferable. 

Supra-Yaginal  Hysterectomy:  This  is,  of  course, 
a certain  cure  to  be  used  in  place  of  the  simpler 
methods  discussed  above,  or  upon  their  failure. 
Many  patients  are  better  off  with  the  uterus  out  and 
the  ovaries  in  than  with  a precipitous  menopause  as 
the  result  of  radium.  Often  a defundation  can  be 
performed,  adequately  controlling  the  bleeding  and 
leaving  the  patient  a small  monthly  period.  As  in- 
dicated in  the  discussion  of  radium  therapy,  hyster- 
ectomy is  preferable  to  large  dosages  of  radium 
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between  the  ages  of  thirty  and  forty,  because  of  the 
severity  of  the  menopausal  symptoms  at  this  time. 

Summary 

Uterine  hemorrhage  is  organic  or  functional.  A 
careful  speculum  and  bimanual  examination  will 
classify  most  cases.  If  the  cause  is  not  visible  or 
palpable,  one  usually  has  to  consider  pregnancy, 
hj-perplasia,  uterine  polyps,  submucous  myoma, 
uterine  malignancy,  syphilis,  blood  dyscrasia,  and 
functional  uterine  bleeding.  Pitfalls  in  the  differ- 


ential diagnosis  are  many.  Treatment  of  the  organic 
group  consists  of  removal  of  the  pathology  present. 
Treatment  of  the  functional  group  varies  from  sim- 
ple medical  management  to  radical  surgery.  Each 
case  is  a problem  in  itself,  but  “patience”  is  the 
keynote  in  adolescence,  “conservatism”  with  preser- 
vation of  the  ovarian  function  the  watchword  in  the 
regularly  menstruating  adult,  and  “action”  with 
malignancy  in  mind  the  guide  at  the  menopause. 

Medical  Arts  Building. 


GONADOTROPIC  FACTORS  AND  SEX  HORMONES.* 


Maximilian  Ehrenstein,  Ph.  D., 

Physiological  Laboratory  of  the  University  of  Virginia  Medical  School, 
Charlottesville,  Va. 


In  a short  lecture  one  cannot  attempt  to  give  a 
complete  review  of  a major  problem.  Thus  I can 
present  only  a selection  from  what  appears  to  be 
the  most  important  evidence.  The  hypophysis  cere- 
bri has  been  said  to  be  the  central  gland  of  in- 
ternal secretion.  Certainly  all  the  glands  of  the 
body  depend  to  some  extent  on  the  function  of  the 
hypophysis.  Among  the  hormones  of  the  anterior 
lobe,  the  gonadotropic  factor  plays  an  important 
role  in  bodily  economy.  The  production  of  such  a 
hormone  by  the  pituitary  w'as  definitely  proved  by 
B.  Zondek  and  S.  Aschheim  in  1926.  By  implan- 
tation of  a minute  particle  of  anterior  lobe  tissue 
from  man  or  animals  into  the  upper  part  of  the 
thigh  of  infantile  female  animals  (preferably  mice), 
they  were  able  to  initiate  precocious  ovarian  func- 
tion. It  is  to  be  emphasized  that  the  outcome  of 
these  experiments  was  the  same  with  hypophyseal 
tissue  obtained  either  from  male  or  female  individ- 
uals. The  gonadotropic  factor  is  therefore  non- 
specific as  far  as  sex  is  concerned.  Independently, 
P.  E.  Smith  in  this  country  was  able  to  obtain  re- 
sults similar  to  those  of  Zondek  and  Aschheim. 

Under  the  influence  of  the  gonadotropic  factor  ob- 
tained from  the  hypophysis,  maturation  of  the  sex 
glands  of  either  male  or  female  individuals  takes 
place.  The  so-called  Aschheim-Zondek  reaction  is 
now  generally  known.  Complete  maturation  of  the 
ovaries  in  rodents  under  the  influence  of  gonado- 

•Lecture  given  before  the  University  of  Virginia  Med- 
ical Society,  on  March  23,  1936. 


tropic  hormones  becomes  apparent  by  three  charac- 
teristic changes  or  stages: 

1.  Maturation  of  the  previously  immature  folli- 
cles. 

2.  Formation  of  so-called  “blood  points”  (Blut- 
punkte) , or  minute  hemorrhages  in  the  mature  folli- 
cles. 

3.  Formation  of  real  corpora  lutea  within  the 
cavity  of  the  former  follicles. 

These  three  characteristic  stages  are  called  An- 
terior Pituitary  Reaction  (A.P.R.),  I,  II,  and  III. 

After  the  follicles  have  become  mature  or  when 
at  least  A.P.R.  I is  observed,  regular  estrous  cycles 
are  initiated.  Such  cycles  run  parallel  with  changes 
in  the  mucous  membrane  of  the  vagina:  when  the 
cornified  upper  layer  is  discharged  into  the  vaginal 
lumen,  the  microscopic  picture  of  the  smears  shows 
characteristic  squamous  cells,  and  during  this  phase 
the  animal  is  in  estrus.  It  is  characteristic  that 
cohabitation  takes  place  during  this  estrous  phase, 
after  which  the  squamous  cells  form  with  the  sperm 
a solid  mass  which  closes  the  vagina,  and  thus  su- 
perfecundation is  normally  impossible.  The  estrous 
cycle  is  now  known  to  be  brought  about  through  the 
activity  of  the  follicular  hormone,  which  is  produced 
in  the  Graafian  follicles. 

The  gonadotropic  factor  of  the  anterior  pituitary 
is  able  to  stimulate  maturation  of  the  Graafian 
follicles,  and  formation  of  corpora  lutea.  Zondek 
and  Aschheim  proved  that  a hormone,  showing  to  a 
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certain  degree  the  physiological  properties  of  the 
anterior  pituitar}'  gonadotropic  substance,  is  regu- 
larly present  in  the  urine  of  pregnant  women.  .A.p- 
parently,  pregnancy  results  in  an  over-production  of 
this  hormone,  and  the  excess  is  eliminated  by  way  of 
the  renal  mechanism.  This  substance — designated 
“Prolan” — appears  to  be  present  only  in  pregnancy 
urine  of  man  and  monkeys.  Zondek  and  Aschheim 
are  of  the  opinion  that  two  different  substances. 
Prolan  A and  B,  are  responsible  for  the  Zondek- 
Aschheim  reaction.  According  to  their  (also  Hi- 
saw’s)  opinion,  Prolan  A causes  A.P.R.  I,  or  matu- 
ration of  the  follicles,  and  Prolan  B brings  about 
luteinization  of  the  mature  follicles.  It  should  be 
said,  however,  that  several  authors  are  of  the  opinion 
that  there  is  no  chemical  proof  of  the  existence  of 
two  distinct  substances;  e.  g.,  the  effects  may  per- 
haps be  a question  of  dosage — small  doses  may 
cause  only  reaction  I,  larger  ones  also  reactions  II 
and  III.  The  Aschheim-Zondek  reaction  is  reliable 
in  about  98  per  cent  of  cases,  and  allows  a diag- 
nosis of  pregnancy  to  be  made  within  a few  days 
after  conception. 

The  urine  of  pregnant  women  is  not  the  only 
source  from  which  one  can  obtain  preparations 
which  resemble — as  far  as  the  physiological  effect 
is  concerned — the  gonadotropic  factor  of  the  an- 
terior pituitary.  Castrated  women  and  also  women 
in  the  menopause  eliminate  such  substances  in  the 
urine;  moreover,  the  placenta  has  been  shown  to 
contain  gonadotropic  hormones  (Collip). 

All  the  gonadotropic  substances  which  have  been 
mentioned  stimulate  development  of  the  sex  glands 
in  both  males  and  females.  Gonadotropic  prepara- 
tions may  therefore  be  used  clinically  in  the  case 
of  hypofunction  of  these  organs  (especially  develop- 
mental disturbances).  All  the  commercial  prepara- 
tions are  obtained  from  pregnancy  urine,  and  there 
appears  to  be  no  reliable  preparation  on  sale  which 
is  obtained  from  the  anterior  pituitary.  Their  phy- 
siological effect  is  rather  similar  to  that  of  the  an- 
terior pituitary  and  they  have  thus  been  designated 
anterior-pituitary-like  substances.  Xo  proof  of  the 
chemical  identity  of  these  substances  has  yet  been 
obtained;  the  evidence  indicates  that  they  are  re- 
lated to  the  proteins,  the  identification  of  which  is 
rather  difficult.  The  following  are  the  best  known 
])reparations  of  this  kind: 

1.  Antophysin.  Manufacturer:  Winthrop 


Chemical  Company,  X'ew  York.  Dry  stable  powder 
in  ampules.  The  same  preparation  is  on  sale  in 
Germany  under  the  designation  “Prolan.”  The 
method  of  preparation  was  worked  out  by  Zondek. 

2.  Follutein.  Manufacturer:  E.  R.  Squibb 
& Sons,  X"ew  York.  Sterile  glycerine  solution.  The 
method  of  preparation  differs  only  slightly  from 
the  procedure  described  by  Zondek. 

3.  Antuitrin  S.  Manufacturer:  Parke,  Davis 
& Co.,  Detroit,  ^lich.  Sterile  aqueous  solution.  The 
method  of  preparation  differs  only  slightly  from  the 
procedure  described  by  Zondek. 

The  specific  sex  hormones  are  formed  within  the 
sex  glands  themselves.  In  the  ovarj^  two  different 
types  of  hormones  are  produced,  the  so-called  follic- 
ular hormone  and  the  corpus  luteum  hormone.  In 
human  beings  usually  only  one  follicle  matures  at 
a time.  At  the  height  of  maturation  the  follicle 
ruptures  and  ovulation  takes  place.  The  mature 
ovum,  which  was  previously  imbedded  in  the  follicle, 
leaves  the  latter  and  passes  through  the  tubule  into 
the  uterus.  After  ovulation  has  occurred,  the  follicle 
undergoes  a characteristic  change — a yellow  mass 
grows  in  its  cavity,  the  so-called  corpus  luteum.  If 
fertilization  of  the  ovum  does  not  occur,  the  corpus 
luteum  gradually  undergoes  degeneration.  If  preg- 
nancy occurs,  the  corpus  luteum  is  maintained 
throughout  pregnancy.  The  presence  of  the  corpus 
luteum  is  essential  for  the  maintenance  of  pregnancy. 
Habitual  abortion  may  be  due  to  dysfunction  of  the 
corpus  luteum. 

Investigations  have  shown  that  the  developing 
follicle  contains  a certain  hormone — the  follicular 
hormone;  it  is  also  present  in  the  corpus  luteum.  A 
second,  physiologically  different  hormone  is  the  cor- 
pus luteum  hormone;  it  is  found  only  in  the  corpus 
luteum. 

The  changes  which  occur  in  the  ovaries  of  mature 
women  are  closely  connected  with  those  which  take 
place  in  the  uterine  endometrium.  Through  the  in- 
fluence of  the  follicular  hormone,  produced  in  the 
maturing  follicle,  the  uterine  endometrium  undergoes 
a characteristic  growth;  furthermore  certain  glands 
develop  in  the  endometrium.  This  is  called  the 
proliferation  phase  which  lasts  until  about  the  four- 
teenth day  of  the  menstrual  cycle.  .\t  that  time  the 
mature  follicle  ruptures — thus  ovulation  takes  place. 
(In  the  cavity  of  the  ruptured  follicle  the  corpus 
luteum  is  developed.  Two  hormones — the  follicular 
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and  the  corpus  luteum  hormone — are  now  liberated 
and  become  effective  in  the  organism.  Under  the 
influence  of  the  corpus  luteum  hormone  the  uterine 
endometrium  commences  to  function  very  actively: 
its  glands  begin  to  secrete  (secretion  phase),  and 
the  endometrium  is  properly  prepared  for  imbedding 
the  ovum.  If  fertilization  of  the  ovum  does  not 
occur,  the  uterus  casts  off  the  secreting  endometrium, 
and  hemorrhage  (menstruation)  takes  place.  Simul- 
taneously, an  abrupt  decrease  of  the  follicular  hor- 
mone content  of  the  blood  is  observed.  Following 
menstruation,  the  whole  cycle  is  started  once  more. 

In  man  and  the  anthropoids  the  transition  from 
the  phase  of  proliferation  to  that  of  secretion  takes 
place  in  a continuous  process,  while  in  other  animals 
the  transition  is  more  abrupt.  In  rodents  only  the 
phase  of  proliferation  usually  occurs;  at  its  height 
ovulation  takes  place  along  with  the  estrous  phase 
of  development  of  the  mucous  membrane  of  the 
vagina.  If  cohabitation  does  not  occur,  the  pro- 
liferated endometrium  degenerates  and  the  cycle 
starts  anew.  If  cohabitation  does  take  place  while 
the  animal  is  in  estrus,  however,  the  phase  of  secre- 
tion develops  in  the  uterus  and  thus  provision  is 
made  for  implantation  of  the  fertilized  ovum.  The 
estrous  cycle  in  rodents  is  therefore  not  wholly 
similar  to  the  menstrual  cycle  in  man.  In  this  con- 
nection it  may  be  mentioned  that  B.  Zondek^  recent- 
ly stated  that  “in  the  human  vaginal  mucosa  no  cyclic 
changes  could  be  found  which  are  analogous  to 
those  of  the  uterine  mucosa.” 

Following  removal  of  the  ovaries  and  also  during 
the  period  of  menopause,  as  is  well  known,  no  men- 
strual cycles  are  observed.  In  both  cases  the  two 
stimulating  factors,  the  follicular  and  the  corpus 
luteum  hormone,  are  lacking.  Recently  Kauf- 
mann^  succeeded  in  restoring  in  such  individuals 
regular  menstrual  cycles.  The  patients  were  first 
treated  for  about  three  weeks  with  follicular  hormone, 
in  order  to  transform  the  degenerated  endometrium 
of  the  uterus  into  the  phase  of  proliferation.  After 
this  treatment  the  corpus  luteum  hormone  was  ad- 
ministered for  about  one  week.  There  resulted  a 
normal  menstrual  type  of  uterine  bleeding,  and 
particles  of  the  endometrium  found  in  the  blood 
were  typical  of  the  phase  of  secretion. 

The  Allen-Doisy  vaginal  smear  test  for  assaying 
follicular  hormone  on  castrated  rats  (or  mice)  is 
well  known.  The  administration  of  the  hormone 


brings  these  animals  to  estrus  within  a short  time. 
Thus  the  follicular  hormone  may  also  be  called  an 
estrogenic  hormone.  Roughly  speaking,  one  rat 
unit  is  the  minimum  amount  of  follicular  hormone 
which  causes  estrus  in  a castrated  rat. 

The  progestational  hormone  of  the  corpus  luteum 
can  be  assayed  in  two  different  ways.  The  test 
method  which  is  used  preferably  in  this  country 
was  worked  out  by  Corner  and  W.  1\I.  Allen.*  The 
hormone  is  administered  for  five  days  to  an  adult 
rabbit  which  has  been  mated  and  afterwards  cas- 
trated. Without  any  treatment  pregnancy  cannot 
be  maintained  since  the  corpus  luteum  hormone  is 
lacking.  An  American  rabbit  unit  (Corner  and 
Allen)  is  the  minimum  quantity  of  hormone  which, 
divided  into  five  equal  doses,  produces  on  the  sixth 
day  a state  of  the  uterus  equal  to  that  of  the  eighth 
day  of  a normal  pregnancy.  A number  of  workers 
in  Germany  use  the  Clauberg*  unit  or  European 
rabbit  unit  which  is  measured  in  a similar  way; 
immature  rabbits  of  600  gm.  weight  are  used.  They 
are  first  primed  with  ten  doses  of  estrogenic  sub- 
stance preceding  the  five  days’  course  of  treatment 
with  the  corpus  luteum  hormone. 

The  function  of  the  ovary  and  the  production 
of  its  two  hormones  are  regulated  by  the  anterior 
lobe  of  the  pituitary  gland.  On  the  other  hand,  the 
functions  of  the  uterus  and  the  vagina  are  de- 
pendent on  the  functions  of  the  ovaries.  Also  the 
development  of  the  so-called  female  secondary  sex 
characteristics,  such  as  mammary  glands,  pubic  hair, 
and  many  others,  is  dependent  on  the  hormones 
of  the  ovary,  especially  the  follicular  hormone. 

Recently  it  was  found  that  there  exists  an  equili- 
brium between  the  production  of  the  gonadotropic 
and  other  factors  of  the  anterior  pituitary  and  the 
production  of  the  follicular  hormone  in  the  ovary. 
As  soon  as  too  much  follicular  hormone  is  produced, 
the  excess  exerts  an  inhibiting  efltect  on  the  anterior 
pituitary.  Thus  an  injection  of  large  doses  of  follic- 
ular hormone  into  animals  always  resulted  in  a de- 
crease of  the  gonadotropic  hormone  in  the  pituitary 
gland.  Zondek^  found  that  the  “administration  of 
follicular  hormone  over  a long  period  inhibits  the 
anterior  lobe  of  the  pituitary  so  that  the  growth 
hormone  and  the  gonadotropic  hormone  are  not 
active.  Dwarfed  animals  with  hypoplastic  genitals 
result.  Ovaries  and  testes  undergo  complete  atrophy.” 
A decreasing  amount  of  follicular  hormone  in  the 
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organism,  such  as  during  menopause  or  in  the 
case  of  castration,  brings  about  the  opposite  effect. 
Over-production  of  the  gonadotropic  factor  may  be- 
come so  great  that  excretion  occurs  by  the  way  of 
the  urine.  Sometimes  the  over-production  of  other 
pituitary  hormones,  such  as  the  growth  hormone,  is 
likewise  stimulated  by  castration  or  during  meno- 
pause, and  thus  cases  of  acromegaly  have  occurred. 

There  are  many  indications  for  therapeutic  usage 
of  the  two  female  sex  hormones.  The  follicular 
hormone  has  been  employed  successfully  to  give  re- 
lief during  the  period  of  menopause  and  in  cases 
of  castration,  amenorrhea,  dysmenorrhea,  and  mi- 
graine. Recently  it  \vas  also  successfully  used  in 
the  case  of  gonorrheal  vaginitis  in  children.  The 
administration  of  the  corpus  luteum  hormone  is  in- 
dicated especially  in  the  case  of  habitual  abortion. 
Miscarriage  may  now  be  avoided  in  many  cases  by 
systematic  treatment  with  the  progestational  hor- 
mone of  the  corpus  luteum  during  pregnancy.  Fur- 
thermore, it  may  be  used  in  cases  of  metrorrhagia 
and  menorrhagia.  In  this  connection  it  was  re- 
cently shown  that  the  oxytocic  factor  of  the  pos- 
terior pituitary  (acting  on  the  uterus)  and  the 
pure  corpus  luteum  hormone  (progesterone)  are 
antagonists.® 

Regarding  the  sex  organs  of  the  male,  the  in- 
terstitial cells  of  the  testes  are  very  probably  anal- 
ogous to  the  Graafian  follicles;  thus  they  con- 
tain the  male  sex  hormone  which  regulates  the  sec- 
ondary sex  characteristics.  The  development  of  the 
interstitial  cells  and  their  pertinent  hormone  is 
apparently  regulated  by  the  gonadotropic  hormone 
of  the  anterior  pituitary.  There  probably  also  exists 
an  equilibrium  similar  to  that  which  has  been  re- 
ferred to  in  connection  with  the  follicular  hor- 
mone. 

Two  methods  for  assaying  the  male  sex  hormone 
are  widely  used.  One  is  the  well-known  comb- 
growth  test,  which  was  devised  by  Gallagher  and 
Koch.  In  capons  (Leghorns),  degeneration  of  the 
comb  is  uniformly  observed,  and  the  administration 
of  male  sex  hormones  brings  about  a restoration  of 
growth  to  normal.  One  “capon  unit”  designates 
the  dose  which,  injected  once  a day  on  two  suc- 
cessive days,  produces  by  the  fourth  or  fifth  day 
(average  of  three  animals)  a maximum  growth  of 
20  p>er  cent  of  the  surface  of  the  comb.  The  male 
sex  hormone  exerts  a specific  growth  effect  on  the 


male  sex  apparatus,  especially  the  epididymis  and 
the  seminal  vesicles.  Stimulation  of  development 
of  the  infantile  seminal  vesicles  in  young  rats  into 
the  adult  type  can  be  used  as  a test  for  male  sex 
hormones.  One  “seminal  vesicle  unit”  is  the  dose 
which  must  be  injected  into  infantile  male  rats 
once  daily  for  eight  successive  days  in  order  to 
transform  the  undeveloped  epithelium  of  the  in- 
fantile seminal  vesicles  into  the  epithelium  of  ma- 
ture animals.  Microscopic  examination  is  necessary 
to  reveal  the  effect.® 

Relatively  little  is  knowm  concerning  the  chem- 
istry of  the  gonadotropic  substances  isolated  from 
the  anterior  pituitary  and  from  urine.  These  sub- 
stances are  probably  rather  impure  mixtures  of 
peptone-like  bodies  and  thus  related  to  the  proteins. 
Fortunately  a great  deal  has  been  discovered  re- 
garding the  chemistr)'  of  the  hormones  of  the  sex 
glands.  All  the  results  in  this  field,  it  may  be  said, 
have  been  obtained  during  the  past  few  years.  It 
is  not  possible  to  mention  by  name  all  the  investi- 
gators who  have  worked  on  this  subject.  Most  of 
the  evidence  was  procured  by  A.  Butenandt  and  his 
collaborators.  Chemical  investigations  of  the  spe- 
cific sex  hormones  have  shown  that  a certain  physio- 
logical action  is  not  always  performed  by  a sole 
chemical  substance.  Apparently  Nature  often  uses 
several  chemically  closely-related  substances  for  the 
performance  of  the  same  physiological  task.^  Thus 
w’e  know  at  least  three  and  there  are  possibly  four 
chemically  different  substances  which  produce  estrus. 
On  the  other  hand,  three*  different  substances  have 
been  isolated  which  produce  either  growth  of  the 
comb  in  capons  or  development  of  the  seminal 
vesicles  in  infantile  rats.  It  may  be  mentioned, 
however,  that  up  to  the  present  time  only  one  chem- 
ical individual  of  the  corpus  luteum  hormone  has 
been  isolated. 

Table  No.  I contains  a list  of  the  male  and  fe- 
male sex  hormones.  It  shows  that  the  estrogenic 
hormones  may  be  obtained  from  several  sources, 
and  it  is  very  interesting  in  this  connection  that 
they  can  also  be  found  in  plants. 

Cholesterol  must  probably  be  regarded  as  the 

*A  fourth  male  sex  hormone  (“adrenosterone”)  is  pos- 
sibly present  in  the  adrenal  glands.  T.  Reichstein 
(Helvetica  Chirnica  Acta  19,  223  [1936])  obtained  from 
1000  kilos  of  beef  adrenals  26  mg.  of  impure  crystals 
which  were  able  to  bring  about  growth  of  the  comb  in 
capons.  The  possible  chemical  formula  is  given  as 
CisHa^Os.  The  comb  growth  effect  is  only  one-fifth  of 
that  of  androsterone. 
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mother  substance  of  the  sex  hormones.  It  is  a 
well-known  fact  that  the  bile  acids  are  formed  by 
oxidation  of  the  sterols,  and  by  this  means  the 
side-chain  of  the  molecule  is  shortened.  If  short- 
ening is  carried  still  farther,  the  corpus  luteum 
hormone  is  obtained.  This  is  a di-ketone,  and  its 
chemical  name  is  now  given  as  progesterone.  Again 
by  oxidation  one  may  split  off  the  entire  side-chain 
to  yield  the  dehydro-androsterone.  This  substance 
is  partly  a ketone,  partly  a secondary  alcohol.  It 
differs  from  the  androsterone  in  two  respects:  it  con- 


from  natural  material;  Butenandt  prepared  it  arti- 
ficially and  obtained  the  very  interesting  result  that 
it  shows  either  estrogenic  properties  or  the  prop- 
erties of  a male  sex  hormone.  One  is  justified, 
therefore,  in  making  the  assumption  that  this  sub- 
stance is  transformed  within  the  body  either  into 
an  estrogenic  hormone  or  into  a male  sex  hormone. 

It  is  to  be  observed  that  the  estrogenic  hor- 
mones contain  at  least  three  double  bonds,  thus 
forming  a benzene  ring  structure  within  the  mole- 
cule. Such  substances  can  be  formed  from  the 


TABLE  NO.  I 


Group 

Name 

Formula 

Isolated 

Partially  Syn- 
thesized BY 

Form 

By 

I.  Male 

Sex  Hormones 

Androsterone 

^19^30^2 

Urine  of  Men 

Butenandt,  1931 

Ruzicka,  1934 
(from  Cholesterol) 

Dehydro — 
Androsterone 

^19^28^2 

Urine  of  Men 

Butenandt,  1934 

Butenandt,  1935 

Ruzicka,  1935 

(both  from  Cholesterol) 

Testosterone 

^19^28^2 

Bull  testes 

Laqueur,  1935 

Butenandt,  1935 

Ruzicka,  1935 

(both  from  Cholesterol) 

II.  Female 

Sex  Hormones 
a.  Estrogenic 
Hormones 

Estrone  or 
a-Follicular 
Hormone 
(Theelin) 

CigHooO, 

Urine  of  1 

pregnant  ) 

women  1 

or  Mares 

Bull  testes 

Palm,  seeds 

E.  A.  Doisy, 

1929 

Butenandt.  1929 
Laqueur,  1931 

B.  Zondek 
Butenandt,  1932 

Not  yet 

Estriol  or 

Hydrate  of  the 
Follicular 

Hormone 

(Theelol) 

^18^24^3 

Urine  of  preg- 
nant women 
Placenta 

Catkins  of 
willows 

Martian,  1930 
Collip,  1931 
Skarzynski, 

1933 

Not  yet 

Estradiol 
(Dihydro — 
follicular  H.) 

^18^24^2 

Graafian 

follicles 

E.  A.  Doisy, 
1935? 

Not  yet 

Equilenin 

^18^18^2 

Pregnant 

mare’s 

urine 

Girard,  1932 

Not  yet 

b.  Corpus 

Luteum 

Hormone 

or 

Pregnancy 

Hormone 

Progesterone, 

Luteosterone 

^21^30^2 

Corpora  lutea 
of  the  ovaries 
of  pigs 

Butenandt, 

Slotta, 

Hartmann, 

.Allen  and 
Wintersteiner, 
1934 

Butenandt,  1934 
(from  Stigmasterol) 
Fernholz,  1934 

tains  two  hydrogen  atoms  less  (thus  there  exists  a 
double  bond),  and  also  the  spatial  arrangement  on 
one  carbon  atom  (X)  is  different. 

The  dehydro-androsterone  may  be  transformed 
either  into  the  two  other  male  sex  hormones,  andro- 
sterone or  testosterone,  or  into  one  of  the  four 
estrogenic  hormones.  According  to  the  investiga- 
tions of  Butenandt,  it  is  verj-  probable  that  the  so- 
called  androstenedion  is  an  important  intermediary 
product.®  This  substance  has  not  yet  been  obtained 


androstenedion  by  means  of  a simple  dehydrogena- 
tion and  splitting  off  CH4.  It  is  easily  possible 
that  such  chemical  reactions  are  performed  in  the 
body  tissues.  ^Moreover  there  are  indications  that 
even  male  hormones,  such  as  testosterone,  can  be 
transformed  into  estrogenic  substances.  The  oc- 
currence of  estrogenic  substances  in  male  urine  as 
well  as  in  the  testes  is  very'  interesting  in  this  re- 
spect. 

Regarding  the  effects  of  the  male  sex  hormones 
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it  should  be  mentioned  that  there  exists  no  constant 
ratio  between  comb-growth  units  and  seminal 
vesicle  units.  Thus,  androsterone*  shows  a re- 
markable comb-growth  effect  and  relatively  little 
effect  on  the  growth  of  the  seminal  vesicles.  In  the 
case  of  testosterone  there  exists  not  only  a remark- 
able comb-growth  effect,  but  also  a strong  influence 
on  the  growth  of  the  seminal  vesicles.  Accordingly, 
androsterone  and  testosterone  likewise  influence  the 
secondary  sex  characteristics  such  as  growth  of  the 
comb.  Therefore  they  can  be  likened  to  the  effect 
of  estrone  on  female  individuals.  Testosterone  stim- 
ulates primarily  the  functions  of  the  prostate  gland 
and  the  seminal  vesicle;  it  brings  about,  so  to 
speak,  a phase  of  secretion  in  males,  the  physiolog- 
ical consequence  of  which  might  be  that  state  which 
is  called  sexual  potency.  Testosterone  may  be 
likened  to  progesterone  which  brings  about  the  phase 
of  secretion  in  the  uterus.  If  one  compares  on  the 
one  hand  the  chemical  formulas  of  androsterone 
and  estrone,  and  on  the  other  those  of  testosterone 
and  progesterone,  one  will  likewise  notice  a great 
similarity.^** 

Table  Xo.  Ill  indicates  the  effectiveness  of  the 
different  sex  hormones:  relatively  small  doses  of 
chemically  pure  substances  are  observed  to  bring 
about  remarkable  physiological  effect.  It  is  worth 
while  to  mention  that  especially  in  the  case  of  the 
estrogenic  hormones,  the  effect  is  very  much  de- 
pendent on  the  manner  of  administration.  These 
substances  are  quickly,  apparently  in  some  cases 
too  quickly,  absorbed.  Since  estrone  contains  a 
phenolic  OH-group,  it  can  easily  form  an  ester  with 
benzoic  acid.  If  only  one  injection  is  performed, 
the  benzoic  acid  ester  proves  to  be  more  effective 
than  the  free  hormone,  and  positive  estrus  is  ob- 
served for  a series  of  days.^^  The  reason  for  this 
is  evident.  The  free  compound  is  absorbed  too 
quickly.  The  ester  is  gradually  split  within  the 
body,  however,  and  thus  exerts  a more  lasting  effect. 

Estrogenic  substances  were  first  proved  to  be 
present  in  the  Graafian  follicles.  It  has  not  yet 
been  definitely  decided  whether  the  estradiol  oc- 
curs in  the  fluid  of  the  follicles. The  cheapest 
source  of  estrogenic  substances  is  pregnancy  urine, 
which  contains  relatively  large  amounts  of  these 
hormones. 

•It  should  be  said  that  dihydro-androsterone  (andro- 
stanediol)  is  four  times  as  effective  (capon  units  as  well 
as  seminal  vesicle  units)  as  androsterone.  It  has  not 
yet  been  obtained  from  natural  material. 


Fortunately  all  the  male  sex  hormones  and  also 
the  otherwise  very  difficultly  obtainable  corpus  luteum 
hormone  have  now  been  synthesized.  It  is  really 
not  exact  to  use  in  these  cases  the  term  “synthesis”, 
since  only  a chemical  transformation  of  certain 
sterols  has  been  carried  out.  In  most  cases  the 
easily  obtainable  cholesterol  is  used  as  starting 
material.  Estrogenic  substances  have  not  yet  been 
obtained  by  means  of  such  transformation.  Ap- 
parently it  is  not  easy  to  eliminate  one  of  the  two 
CHs-groups  of  the  sterol  molecule,  a task  which 
is  performed  by  Nature  without  any  difficulty.  One 
feels  convinced,  however,  that  the  chemical  geniuses 
will  solve  this  question  within  a short  time. 

TABLE  NO.  Ill* 

PHYSIOLOGIC.yL  ACTIVITY  OF  THE  SeX  HoRMONES 


1 Y (gamma)  = 0.001  mg. 
I.  Male  Sex  Hormones 


Name  of  the  hormone 

Weight  of  the  hormone  con- 
taining 1 capon  unit 

Androsterone 

200  Y 

Dehydro-Androsterone 

600  Y 

Testosterone 

30  Y 

11.  Female  Sex  Hormones 

A.  Corpus 

Luteum  Hormone 

Name  of  the  hormone 

Weight  of  the  hormone  con- 
taining 1 rabbit  unit.  (Cor- 
ner and  Allen,  Clauberg) 

Progesterone 

0.5—0.75  mg. 

B.  Estrogenic  Hormones 

Name  of  the  hormone 

Weight  of  the  hormone  con- 
taining 1 mouse  unit 

Estrone 

0.025 — 0.5  Y 1 Under  equal  con- 

Estradiol 

less  than  | ditions  of  admin- 

0.03  Y j istration  the  Es- 

1 tradiol  is  6 times 

1 as  effective  as 

1 Estrone 

Many  other  interesting  facts  could  be  told  about 
the  sex  hormones,  such  for  instance  as  the  rela- 
tionship between  estrogenic  hormones  and  substances 
producing  cancer.  Recently  the  question  was  raised 

•International  units  referring  to  certain  amounts  of 
weight  of  chemically  pure  sex  hormones  were  recently 
established  by  the  Health  Organization  of  the  League  of 
Nations: 

Estrogenic  Hormones:  0.1  gamma  either  of  the  free 
hormones  or  of  their  benzoates  are  1 International  Unit. 
The  biological  activity  of  1 International  Unit  thus  varies 
with  the  different  estrogenic  substances. 

Corpus  Luteum  Hormone:  1 milligram  of  progesterone 
is  1 International  Unit. 

Male  Sex  Hormones:  0.1  milligram  of  androsterone  is 
1 International  Unit. 

(Report  of  the  second  conference  on  the  standardiza- 
tion of  sex  hormones,  held  in  London,  July  15  to  17,  1935. 
League  of  Nations.  Quarterly  Bulletin  of  the  Health 
Organization.  Vol.  IV,  618  11935]). 
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whether  sufficient  doses  of  estrogenic  hormones, 
known  to  cause  proliferation  of  the  mucous  mem- 
brane of  the  vagina,  are  capable  of  bringing  about 
similar  effects  on  other  kinds  of  tissue,  thus  perhaps 
causing  cancer.  It  has  been  established  that  sub- 
stances which  are  chemically  related  to  the  estrogenic 
hormones  are  really  cancer  producing.^®  Even  estro- 
genic substances  themselves  are  now  said  to  be 
capable  of  producing  cancer. 

One  should  briefly  mention  the  commercial  prepa- 
rations of  the  specific  sex  hormones.  There  are  not 
yet  any  preparations  of  the  male  sex  hormones  on 
the  market  in  this  country.*  The  benzoic  acid  ester 
of  the  androsterone  is  distributed  in  Germany  un- 
der the  designation  “Proviron”  (Schering-Kahlbaum, 
Berlin).  A paper  dealing  with  the  clinical  value 
of  this  preparation  was  recently  published  by  von 
Bergmann.15  There  exist  several  brands  of  estroge- 
nic preparations.  The  “Amniotin”  of  E.  R.  Squibb 
&:  Sons  is  an  estrogenic  preparation  which  was  orig- 
inally derived  from  amniotic  fluid.  More  recently 
the  urine  of  pregnant  mares  has  served  as  an  added 
source  of  active  material.  The  preparation  is  not 
brought  to  the  ciA’stalline  state  during  manufacture. 
The  “Theelin”  of  Parke,  Davis  & Co.  is  the 
ciA'stalline  estrone,  which  was  first  isolated  by  Doisy 
and  Butenandt.  It  is  obtained  from  the  urine  of 
pregnancy.  The  “Theelol”  of  Parke,  Davis  & Co. 
is  the  crystalline  estriol,  or  the  hydrate  of  the 
estrone:  It  is  likewise  obtained  from  the  urine  of 
pregnancy.  “Progynon-B”  of  the  Schering-Corpo- 
ration  represents  the  benzoic  acid  ester  of  estradiol 
(dihydro-follicular  hormone).  Estradiol  can  easily 
be  obtained  from  estrone  by  means  of  a hydrogena- 
tion; thus  the  keto  group  is  transformed  into  a 
secondar}-  alcohol  group.  A benzoylation  of  the 
phenolic  OH-group  yields  the  “Prog\-non-B.” 


Until  recently  satisfactory  commercial  products  of 
the  corpus  luteum  hormone  were  not  available.  The 


•Addition,  being  made  while  reading  the  proof  (Au- 
gust, 1936)  : Very  recently  commercial  preparations  were 
put  on  the  market  by  the  Schering  Corporation  (Bloom- 
field, N.  J.)  and  the  Ciba  (New  York,  N.  Y.) 


only  preparation  w’hich  apparently  meets  the  require- 
ments is  the  “Proluton”  of  the  Schering-Corpora- 
tion. 
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ANENCEPHALUS— EXHIBIT  OF  FOUR  FOETI— WITH 
CASE  REPORTS. 


William  K.  Lloyd,  M.  D., 

Christiansburg,  Va. 


I wish  to  state  that  this  is  not  intended  as  a re- 
search work  on  anencephalus,  nor  even  a real  paper 
on  the  subject,  but  simply  a report  of  four  cases 
presenting  a variety  of  signs  and  symptoms.  The 
chief  object  in  reporting  these  cases  is  that  I believe 
there  really  is  a practical  significance,  which  fact 
I will  attempt  to  demonstrate. 

Before  the  days  of  pre-natal  care  anencephalus 
meant  nothing,  to  the  medical  profession  except  as 
an  item  of  scientific  interest.  The  condition,  while 
rare,  is  one  of  the  commonest  of  all  foetal  abnor- 
malities. 

In  a series  of  325  cases  of  monstrosities  studied 
by  Ballantyne,^  this  abnormality  was  present  to  the 
e.xtent  of  14  per  cent. 

It  is  rather  remarkable  to  note  that  there  is  an 
almost  constant  presence  of  hydramnios  associated 
with  this  and  other  types  of  foetal  monstrosities. 
In  a rather  extensive  review  of  the  literature,  I 
failed  to  find  any  explanation  of  this  occurrence, 
except  a theoretical  one.  Schmidt^  believes  that 
a lessened  absorption  is  a most  important  factor.  I 
have  no  e.xplanation,  theoretical  or  otherwise,  to 
make.  All  authors  state  its  frequent  occurrence.  In 
all  four  cases  here  exhibited  this  condition  was 
notably  present. 

The  first  successfully  diagnosed  case  of  anen- 
cephalus before  birth  was  in  1916  by  Case.® 

Of  the  four  cases  here  presented,  in  only  one  in- 
stance were  roentgenograms  made,  and  these  pic- 
tures were  made  solely  for  the  purpose  of  diagnosing 
pregnancy.  However,  the  one  picture  here  exhibited 
demonstrates  this  foetal  abnormality.  If  the  hor- 
mone test  for  pregnancy,  now  widely  used,  had 
at  this  time  been  in  vogue,  there  would  have  been 
no  need  for  roentgenographic  study  of  this  patient 
in  regard  to  positive  diagnosis  of  pregnancy.  But 
as  the  film  shows,  there  should  be  a much  greater 
use  of  roentgenology  wherever  anencephalus  is  sus- 
pected. 

Report  of  Cases 

Case  1. — This  case  was  seen  first  by  me  during 
labor.  There  had  been  no  pre-natal  care  of  any 


kind.  On  examination,  I made  a provisional  diag- 
nosis of  a face  presentation.  The  woman  was  so 
obese  that  abdominal  palpatation  yielded  no  definite 
information.  Cervical  dilatation  was  found  to  be 
approximately  three  fingers.  The  membranes  were 


Fig.  1. — Anterior  and  lateral  views  of  Case  No.  1.  (Duration 
of  pregnancy:  thirty-seven  weeks.)  Face  presentation. 
Spontaneous  delivery. 

ruptured  artificially  and  about  two  and  one-fourth 
gallons  of  fluid  poured  from  the  Kelly-pad  into 
the  basin.  The  patient  had  not  felt  foetal  move- 
ment for  three  days. 

Case  2.- — -The  woman  who  was  delivered  of  this 
specimen  was  twenty-one  years  of  age  and  a multi- 
para. She  had  given  birth  to  one  normal  child 
wdiich  was  two  and  one-half  years  old  at  the  date  of 
this  delivery.  I had  not  seen  the  patient  before 
the  onset  of  labor.  Clinically,  she  was  having  ex- 
cruciating and  very  frequent  pains  with  apparently 
no  progress  toward  spontaneous  delivery.  On  bi- 
manual examination  I felt  what  I thought  to  be  a 
frank  breech  presentation,  this  provisional  diag- 
nosis later  proving  correct.  The  membranes  had 
not  ruptured  and  on  account  of  the  huge  size  of 
the  abdomen  and  inability  to  properly  feel  foetal 
parts  with  my  abdominal  hand,  I ruptured  the  mem- 
branes and  found  a condition  of  extreme  hydram- 
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nios.  Under  chloroform  anesthesia  the  foetus  was 
extracted  by  the  typical  maneuver.  Although  this 
was  my  only  case  of  breech  presentation  of  anen- 
cephalus,  several  authors  have  found  this  condition 
present  and,  while  they  give  no  particular  reason,  I 
believe  it  would  often  occur  because  of  the  lack 
of  a natural  head  to  normally  present  itself. 


Fig.  2. — Case  No.  2.  Full-term  child.  Frank  breech  presenta- 
tion. Delivery  by  extraction. 

The  specimen  you  see  here  exhibited  has  been 
purposely  placed  in  this  position  in  the  jar  so  as  to 
show  its  actual  presentation. 

In  this  instance  the  patient  had  felt  movements 
up  to  within  twenty  minutes  of  delivery.  From  the 
history  of  the  case  as  to  menstrual  cycles,  the  time 
patient  first  felt  movements,  and  the  size  of  the 
foetus,  I consider  this  to  have  been  a full-term  child. 

It  is  rather  a remarkable  coincidence,  I think, 
that,  as  rarely  as  this  condition  is  found,  these  two 
cases  occurred  within  one  month  of  practice. 

Case  3. — The  case  now  under  consideration  was 
not  mine  personally,  but  through  the  courtesy  of 
Dr.  T.  H.  Clarke  and  Altamont  Hospital,  I am  in- 
cluding it  in  this  report,  especially  for  the  reason 
that  I wish  to  show  the  importance  of  roentgeno- 
graphic  study  in  cases  of  suspected  anencephalus. 

Pre-natal  care  had  begun  about  one  week  pre- 
vious to  delivery.  At  that  time  the  chief  complaint 
was  inability  to  feel  foetal  movements.  It  was  de- 
termined from  the  menstrual  history  and  other  fac- 
tors that  the  patient  had  been  pregnant  for  approxi- 
mately thirty-three  weeks. 


On  December  3,  1932,  roentgenograms  were  made 
to  determine  absolute  presence  of  pregnancy.  At 
this  time  the  woman  was  an  outside  patient.  On 
December  8th  she  was  admitted  to  the  hospital  com- 
plaining of  pains  resembling  those  of  labor. 


Fig.  3. — Case  No.  3.  Length  of  pregnancy  approximately  thirty 
weeks.  Spontaneous  delivery. 

She  had  a spontaneous  delivery  the  same  day, 
Dr.  Clarke  attending  her.  Hydramnios  was  found 
to  be  present. 

The  roentgenogram  exhibited  here,  while  made 
for  other  reasons,  shows  the  presence  of  this  foetal 
abnormality.  The  mother  of  this  foetus  was  later 


Fig.  4. — Roentgenogram  of  Case  No.  3.  Note  absence  of 
calvarium  shadow. 

under  my  care  and,  Avhile  she  and  her  husband  ap- 
parently greatly  desired  a child,  fear  was  expressed 
that  “it  might  be  like  the  other  one.”  I believe 
that  we  should  spare  the  parents,  if  possible,  from 
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knowing  that  such  a birth  had  occurred  because,  in 
my  review  of  the  literature,  a recurrence  has  never 
been  reported. 

Case  4. — The  mother  in  this  case  had  had  five 
normal  births  before  delivering  this  monster.  I saw 
the  patient  at  home,  in  hard  labor,  on  November 


Fig.  5. — Case  No.  4.  Two  views  of  twin  pregnancy.  (One 
normal  foetus,  one  anencephalic.)  Length  of  pregnancy 
approximately  twenty-one  weeks.  Spontaneous  delivery  of 
the  normal  foetus ; anencephalic  monster  delivered  by  ver- 
sion and  extraction. 

21,  1933,  two  hours  before  admission  to  hospital. 
I advised  hospitalization  because  of  the  inability  to 
palpate  a definite  foetal  part  either  abdominally  or 
vaginally.  There  was  an  abnormal  amount  of  show, 
enough  to  suspect  placenta  previa,  and  even  a Caesa- 
rean section  was  contemplated,  but  later  abandoned. 


Manual  dilatation  of  cervix  was  performed  and  the 
normal  foetus  you  see  here  (about  five  months)  was 
delivered.  This  child  lived  one  hour  and  fifty 
minutes.  On  rupture  of  the  membranes  extreme 
hydramnios  was  found  to  be  present,  and  on  this 
sign  alone  a provisional  diagnosis  of  foetal  mon- 
strosity was  made. 

With  the  expulsion  of  the  placenta  another  mass 
in  utero  was  felt,  and  the  anencephalic  monster 
shown  here  was  delivered  by  version  and  extraction. 
This  is  the  only  case  I can  find  on  record  of  mul- 
tiple pregnancy  with  this  condition  present. 

Summary 

In  summarizing  this  report,  I wish  to  stress  three 
points : 

1.  The  patient  bearing  an  anencephalic  monster, 
particularly  if  she  be  a primipara,  should,  if  possi- 
ble, be  kept  in  ignorance  of  the  fact. 

2.  Whenever  hydramnios  is  found  clinically,  a 
foetal  monstrosity  should  be  suspected  and  so  diag- 
nosed until  proven  otherwise. 

3.  With  proper  pre-natal  care,  anencephalus 
should  and  can  be  diagnosed  about  the  fourth  or 
fifth  month  of  pregnancy.  If  found  present,  preg- 
nancy should  be  interrupted  and  the  mother  spared 
the  torture  of  continuing  a vainless  expectancy  of 
normal  child-birth.  Constantly  improving  technique 
of  roentgenography  has  and  will  aid  greatly  toward 
attaining  this  goal. 
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OPTIC  RETROBULBAR  NEURITIS  OF  NASAL  ORIGIN.* 


Clifton  M.  Miller,  M.  D., 
Richmond,  Va. 


Occasionally  it  seems  wise,  in  the  language  of  the 
road,  to  stop,  look,  and  listen.  This  is  for  the  pur- 
pose of  reviewing  our  knowledge,  seeing  whether  we 
are  making  the  best  use  of  what  we  know'  and  are 
not  forgetting  to  put  our  knowledge  into  use. 

In  a recent  article  by  James  A.  Fisher  on  the 

*Read  before  the  Virginia  Society  of  Otolaryngology 
and  Ophthalmology  at  its  annual  meeting  in  Richmond, 
May  2,  1936. 


subject  of  retrobulbar  neuritis  as  a result  of  sinus 
infection,  he  gives  a review  of  literature,  quoting 
a number  of  authors  who  have  written  on  the  sub- 
ject, many  of  them  entirely  against  the  use  of  sur- 
gery in  this  form  of  infection  of  the  optic  nerve, 
holding  that  they  have  seen  no  definite  connection 
between  the  two. 

My  own  ideas  are  totally  at  variance  with  these. 
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and  my  experience  has  borne  me  out  that  operation 
is  indicated  where  there  is  definite  crowding  of  the 
middle  turbinate  against  the  septum  in  cases  of 
unilateral  retrobulbar  neuritis.  A brief  glance  at 
the  anatomy  of  this  region  will  reveal  the  intimate 
relationship  of  the  optic  nerve  to  the  posterior 
ethmoid  cells  and  sphenoidal  sinus  as  it  passes 
from  the  cranial  cavity  into  the  orbit.  There  is  a 
great  variation  in  the  relationship  of  these  cavities 
to  the  optic  nerve,  and  also  decided  differences  in 
the  size  of  the  optic  foramen  in  different  skulls. 
S}Tnptomatology  of  retrobulbar  neuritis  of  nasal 
origin  may  var}’  slightly,  but  in  general  would  be 
ver}’  much  as  follows: 

A sudden  loss  of  vision  to  greater  or  less  extent 
from  slight  blurring  to  complete  loss  of  the  possi- 
bility of  seeing  anything  except  moving  objects. 
When  it  begins  with  slight  blurring,  the  vision  is 
liable  to  get  progressively  worse  until  the  condi- 
tion causing  it  is  relieved.  Examination  of  these 
eyes  usually  reveals  a perfectly  normal  fundus. 
The  field  of  vision  shows  narrowing  for  red  and 
enlargement  of  the  blind  spot.  Examination  of  the 
nose  shows  narrowing  of  the  nasal  fossa  high  up 
with  crowding  of  the  middle  turbinate  against  the 
septum  on  this  side,  resulting  in  deficient  aeration 
and  drainage  of  the  ethmoid  region,  therefore  venous 
engorgement  and  hyperplasia.  X-ray  examination 
of  the  nose  usually  gives  no  definite  picture,  for 
in  my  own  experience,  pus  in  these  cases  is  more 
often  absent  than  present.  The  sjTnptomatology 
of  these  eyes  is  of  exactly  the  same  character  as 
that  of  toxic  amblyopia,  such  as  comes  from  al- 
cohol, tobacco,  quinine,  etc.,  but,  in  the  cases  of 
this  latter  type,  the  condition  is  always  bilateral, 
while  in  those  due  to  ethmoid  conditions,  the  trou- 
ble is  unilateral  or,  if  it  is  bilateral,  the  length  of 
time  between  the  eyes  being  involved  is  usually 
marked,  while  in  toxic  amblyopia  from  drugs,  the 
loss  of  vision  in  the  two  eyes  is  simultaneous. 

In  discussions  of  this  character  of  blindness,  I 
heard  Dr.  Ross  Skillern  say  that  when  he  met  with 
a case  of  this  kind,  with  nasal  s>Tnptoms  such  as 
I have  described,  he  operated  for  drainage  of  the 
ethmoid  region  first,  and  discussed  it  afterwards. 
This  is  my  own  opinion.  This  type  of  blindness 
has  some  elements  of  toxemia,  but  also  in  my  own 
opinion,  pressure  is  to  a certain  degree  a causative 
factor,  for,  with  the  exception  of  h)'peremia  and 
hyperplasia  of  the  nasal  mucosa  in  the  ethmoid 


region,  there  is  no  definite  pathological  condition 
and  no  departure  from  the  usual  bacteriological 
flora  of  the  nose.  So  many  cases  in  my  hands  have 
responded  to  this  form  of  operative  treatment,  that 
it  would  be  useless  for  me  to  think  of  approaching 
them  from  any  other  viewpoint,  unless  definite  proof 
against  it  was  shown. 

That  pressure  exercises  its  influence  was  proven 
to  me  by  a case  which  came  under  my  care  where 
an  attempt  had  been  made  to  irrigate  the  antrum 
through  the  natural  opening.  The  fluid  did  not 
enter  the  antrum,  but  entered  the  ethmoid  cells  and 
was  almost  immediately  followed  by  reduction  of 
vision  down  to  20/50.  The  vision  returned  in 
forty-eight  hours  when  the  fluid  drained  out,  but 
this  one  case  proved  to  me  what  pressure  of  mod- 
erate amount  in  the  ethmoid  region  could  do  to 
an  optic  nerve. 

\Miile  it  seems  to  me  advisable  to  operate  prompt- 
ly on  these  cases  when  definite  loss  of  vision  has 
been  observed,  still  they  are  not  hopeless  when  the 
condition  has  existed  for  a long  time.  There  re- 
cently came  under  my  obseiA'ation  a lady,  aged  forty- 
eight,  who  had  for  six  months  been  complaining  of 
loss  of  vision  in  her  right  eye.  She  had  been  in 
the  hands  of  a competent  ophthalmologist,  but  he, 
apparently,  had  not  recognized  the  cause  of  her 
lowered  vision.  Her  vision  was  20/100  in  this  eye. 
She  had  interference  with  breathing  high  up  on  the 
right,  the  middle  turbinate  was  crowded  against 
the  septum,  and  a marked  hyperplasia.  The  middle 
turbinate  was  removed,  and  the  posterior  ethmoid 
cell  uncapped.  This  was  followed  in  two  weeks’ 
-time  by  improvement  of  vision  to  20/40,  and  with 
proper  reading  glasses,  she  could  read  J.l  at  four- 
teen inches  with  perfect  comfort.  A recognition 
of  these  cases  and  the  need  for  their  relief  is  cer- 
tainly of  importance,  and  in  spite  of  all  the  litera- 
ture on  the  subject  against  operative  work,  and  the 
statement  that  these  cases  recover  in  spite  of  and 
not  because  of  the  operation,  it  is  still  my  opinion 
that  they  should  be  operated  upon.  It  is  possible 
that  where  there  is  an  absence  of  pus  and  there  is 
simply  an  engorgement  and  hyperplasia  to  deal 
with,  a careful  regulation  of  the  diet  and  bringing 
the  system  to  autonomic  level  may  so  improve  the 
aeration  and  drainage  in  this  region  that  the  vision 
would  be  restored.  But  this  is  a very  much  slower 
method  of  approach  and  one  which  may  not  restore 
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the  mucous  membrane  to  normal,  and  the  sacrifice 
of  a middle  turbinate,  which  on  account  of  its 
crowded  situation  is  not  normally  functioning,  is 
such  a small  matter  as  compared  with  the  loss  of 
vision  in  one  eye  that  the  choice  to  me  is  obvious. 
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FRACTURES  OF  THE  HIP.* 


M.  H.  Todd,  M.  D., 

Norfolk,  Va. 


Fracture  of  the  hip  occurs  in  two  forms,  and  they 
are  of  entirely  different  prognosis  as  to  union  and 
as  to  recovery  of  function. 

The  first  form  is  the  extracapsular  fracture, 
where  the  bone  is  broken  in  the  region  of  the  troch- 
anters, outside  the  attachment  of  the  capsule  of  the 
hip-joint  (Fig.  1).  Here  there  are  large  masses  of 


Fig.  1. — Extracapsular  fracture  of  the  hip. 

muscle  attached  all  around  the  break,  with  abundant 
blood-supply  everywhere;  so  that,  no  matter  how 
severe  the  fracture  appears,  it  will  practically  al- 
ways heal  at  once  by  solid  bone.  In  fact,  the  worse 
it  is  comminuted,  the  better  it  will  heal. 

Treatment  of  this  fracture  may  be  condensed  into 
one  word — traction,  simple  traction  wdth  weight 
and  pulley,  with  a little  flat  pillow  under  the  tro- 
chanter to  keep  it  from  dropping  down  and  out, 
the  foot  of  the  bed  elevated  a little,  so  that  the 
weight  will  not  pull  the  patient  down  in  bed.  The 
whole  leg  should  be  a little  abducted,  not  to  the 
point  of  discomfort.  A back-rest  may  be  used  at 
once  if  you  like.  Care  should  be  taken  that  the  bed- 
clothes do  not  maintain  foot-drop. 

More  recently,  if  you  wish,  the  Roger  Anderson 
“well-leg”  splint  may  be  applied,  as  this  permits  the 

*Read  at  the  sixty-six  annual  meeting  of  the  Medical 
Society  of  Virginia  in  Norfolk,  October  15-17,  1935. 


patient  to  be  up  in  a chair  quite  soon.^  This  splint 
is  not  quite  as  simple  as  it  looks,  but  it  works  well. 

It  generally  takes  about  ten  to  twelve  weeks  for 
union  to  be  solid  enough  to  allow  dispensing  with 
traction.  The  patient  can  then  be  up  and  about, 
on  crutches,  but  should  not  bear  any  actual  weight 
for  another  month,  and  full  weight  not  until  the 
X-ray  shows  solid  union — a matter  generally  of  six 
months  at  the  least  from  the  time  of  injur}’. 

Please  note  that  these  are  not  cases  in  which  you 
best  use  the  Whitman  cast  as  a rule;  this  may  only 
hold  position  very  imperfectly  in  such  fractures, 
and  may  allow  an  entirely  unnecessary  shortening  to 
take  place. 

The  general  care  of  the  patient  and  good  nurs- 
ing are,  of  course,  of  prime  importance;  you  are  all 
familiar  with  this. 

The  second  form  of  broken  hip  is  the  fracture 
through  the  small  part  of  the  neck  of  the  femur 
proper  (Fig.  2).  This  is  an  entirely  different  prob- 


Fig.  2. — Intracapsular  fracture  of  the  hip. 

lem  from  the  simple  one  noted  above.  It  is,  to 
quote  recent  authority,  the  unsolved  fracture.^  Rec- 
ords of  large  numbers  of  cases,  treated  by  experts, 
show  a percentage  of  bony  union  of  not  over  65  per 
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cent  as  a rule,  and  in  a report  just  published,  only 
53  per  cent.^  When  not  treated  by  experts,  the  re- 
sults are  still  less  brilliant.  This  is  very  discourag- 
ing, for  without  bony  union  there  is  generally  a good 
deal  of  permanent  crippling. 

The  reason  for  this  poor  outlook  is  twofold: 
First,  it  is  difficult  to  be  sure  of  really  good  reduc- 
tion; and,  second,  the  blood-supply  here  is  ver}- 
scanty — so  poor  that  the  head  of  the  femur  quite 
often  becomes  actually  necrotic,  though  without  in- 
fection, and  its  slow  replacement  with  new  bone  must 
accompany  bony  healing  of  the  fracture.'^  ® 

.\s  to  reduction,  most  broken  bones  will  eventu- 
ally give  satisfactory  results  if  corner-on  position 
of  the  fragments  is  attained;  but  this  fracture  de- 
mands a quite  exact  position,  with  the  whole  extent 
of  the  raw  areas  accurately  approximated;  other- 
wise, enough  union  to  bear  the  body  weight  may 
never  be  built  up. 

From  their  ver}’  nature,  hip  fractures  are  inevit- 
ably difficulty  to  treat.  The  broken  bones  are  in- 
accessible to  direct  palpation,  and  can  only  be  con- 
trolled by  indirect  manipulation  at  a distance. 

Furthermore,  the  X-ray  appearances  may  be  ver}’ 
deceiving,  since  tlie  shadow  is  easily  distorted  by 
any  rotation  of  either  fragment.  The  stereoscopic 
view  is  of  help,  and  so  is  the  newly  developed 
lateral  view,  when  it  can  be  made  clear  enough  to 
distinguish  some  of  the  details;  but  it  is  an  expert’s 
task  to  state  flatly  the  precise  relations  that  the 
broken  ends  of  the  bone  bear  to  one  another. 

These  lateral  X-rays,  and  the  findings  at  open 
operation,  have  shown  that  we  have  been  deceiving 
ourselves  from  time  to  time  as  regards  the  accuracy 
of  our  reduction.®  And  end-to-side  union,  while 
quite  all  right  for  the  intestine,  is  not  all  right  for 
the  neck  of  the  femur. 

Let  me  turn  now  to  the  other  cause  for  poor  re- 
sults in  this  fracture — namely,  poor  circulation.  It 
is  in  this  connection  that  I wish  to  call  your  atten- 
tion to  the  fact  that  there  is  one  type  of  fracture  of 
the  femoral  neck  in  which  bony  union  does  regu- 
larly occur — namely,  the  impacted  fracture.  The 
broken  surfaces  are  not  only  in  contact,  but  inti- 
mately blended  into  one  another,  and  adequate 
blood-supply  is  carried  across  the  line  of  fracture 
at  once.  This  accidental  impaction  cannot  always 
be  allowed  to  remain,  because  of  poor  position;  but 
when  it  does  remain,  bony  union  seldom  fails. 

There  is  a simple  method  of  producing  such  im- 


paction artificially;  and  when  this  is  done,  the  same 
favorable  chance  of  healing  is  apparently  present, 
as  when  impaction  has  been  caused  by  the  injur}^ 
itself.  The  method  is  that  of  Cotton,  of  Boston, 
and  was  described  some  years  ago,  though  for  some 
reason  it  has  not  yet  been  generally  adopted.” 

In  brief,  the  patient  is  treated  as  in  the  stand' 
ard  Whitman  method,  with  the  essential  addition 
that  after  correct  reduction  is  attained,  the  neck  of 
the  femur  is  deliberately  driven  in  toward  the  head, 
and  the  fracture  impacted  into  itself  by  striking  a 
few  solid  blows  over  the  trochanter  with  a heavy 
mallet,  using  felt  padding  to  protect  the  skin.  Then 
the  usual  \\'hitman  abduction  cast  is  put  on. 

This  procedure  is  simple  and  entirely  logical, 
though  for  some  reason  it  has  been  little  used.  I 
am  convinced  that  failure  to  use  it  is  definitely  re- 
sponsible for  a portion  of  the  bad  results  that  are 
being  reported. 

Correct  reduction  of  this  fracture  is  so  essential 
that,  if  the  bone  cannot  be  gotten  quite  exactly  and 
definitely  into  position  by  manipulation  after  the 
^^’hitman  method  or  its  modifications — for  instance, 
that  of  Leadbetter,  of  Washington, — it  seems  to  me 
that  it  is  entirely  justified,  if  not  demanded,  to  as- 
sure such  correct  reduction  by  open  operation,  as  de- 
scribed by  Boszan®  and  others. 

A number  of  authorities  have  recently  revived 
internal  fixation  by  means  of  pins,  multiple  wires, 
or  pegs;®'^®’^^  these  appliances  have  been  put  in  some- 
times by  open  operation,  sometimes  subcutaneously. 
The  procedures  require  a considerable  degree  of 
exactness  in  their  application. 

For  some  reason,  while  I am  distinctly  in  favor 
of  using  open  fixation  in  other  fractures,  I would 
still  prefer  to  avoid  metal  pins  and  so  on  in  frac- 
tures of  the  neck  of  the  femur.  I am  not  at  all 
sure  that  I am  logical  in  this  preference,  but  there 
it  is — the  personal  equation; — and  I am  so  im- 
pressed by  the  certainty  of  healing  of  impacted  frac- 
tures in  general  that  if  I were  to  use  wire  or  pin 
fixation,  I should  still  add  the  procedure  of  arti- 
ficial impaction. 

Simple  traction,  either  with  weight  and  pulley, 
or  with  the  Anderson  splint,  does  not  usually  solve 
the  problem  here,  and  in  general  it  is  probably  a 
waste  of  time  to  tiy-  it. 

Do  not  forget  that  union  in  these  fractures  is 
exceedingly  slow — a matter  of  a year  or  so.  There- 
fore, the  cast  must  not  be  discarded  too  soon;  and 
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when  it  is  discarded,  it  is  wisest  to  apply  a well- 
fitting Thomas  caliper  brace,  permitting  the  weight 
to  be  borne  on  the  tuberosity  of  the  ischium.  And 
for  many  months,  crutches  are,  of  course,  the  pa- 
tient’s best  friend. 

The  process  of  healing  is  to  be  carefully  watched 
by  the  X-ray  for  a very  long  time;  for  even  after 
apparently  solid  union,  the  head  of  the  bone  may 
still  disintegrate  under  active  weight-bearing,  as  the 
researches  of  Themister  point  out. 

To  recapitulate,  extracapsular  hip  fractures  unite 
by  bone;  treatment  is  simple  in  principle  and  suc- 
cessful ; it  is  summarized  in  one  procedure — traction. 
Intracapsular  hip  fractures  are  without  doubt  the 
most  difficult  fractures  in  the  whole  body  to  treat 
successfully.  They  unite  by  bone  in  only  50  per 
cent;  there  is  as  yet  no  general  agreement  as  to  the 
best  treatment.  Results  can  be  improved,  I am  con- 
vinced, by  the  Cotton  artificial  impaction.  Correct 
position  is  so  absolutely  essential  that  open  opera- 
tion is,  I believe,  entirely  justified  if  need  be. 

It  is  possible,  I think,  to  treat  extracapsular  hip 


fractures  in  the  home  if  circumstances  require  it, 
though  I certainly  do  not  advise  it;  but  the  frac- 
ture of  the  femoral  neck,  within  the  capsule  of  the 
hip-joint,  can  only  be  handled  in  the  hospital  if 
any  reasonable  chance  of  union  is  to  be  assured. 

These  two  types  of  fracture,  occurring  within  two 
inches  of  each  other,  are  as  wide  apart  as  the  poles 
in  their  prognosis,  and  in  the  difficulty  of  their 
treatment. 

References 

1.  Anderson:  Am.  J.  Srgry.,  October,  1932. 

2.  Kellogg  Speed;  S'.  G.  and  O.,  February  15,  1935. 

3.  J.  Spencer  Speed:  J.  A.  M.  A.,  June  8,  1935. 

4.  Phemister:  S.  G.  and  O.,  September,  1934. 

5.  Santos:  Arch.  Srgry.,  September,  1930. 

6.  Cotton:  J.  B.  and  J.  Srgry.,  January,  1934. 

7.  Cotton;  Dislocations  and  Joint  Fractures,  Saunders, 

1924. 

8.  Boszan:  J.  B.  and  J.  Srgry.,  January,  1934. 

9.  Smith-Peterson  ct  al.:  Arch.  Srgry.,  November,  1931. 

10.  Telan  and  Ranschoff : J.  B.  and  J.  Srgry.,  July,  1935. 

11.  Gaenslen:  J.  B.  and  J.  Srgry.,  July,  1935. 

712  Botetourt  Street. 


NON-UNION  OF  FRACTURES  OF  THE  HUMERUS.* 


Donald  Mackenzie  Faulkner,  M.  D., 

Richmond,  Va. 


It  is  unpleasant,  but  instructive  to  report  one’s 
failures.  I believe  that  we  ought  to  report  failures 
as  well  as  successes  in  our  practice  and  that  often 
we  may  learn  more  from  one  poor  result  than  from 
fifty  good  ones. 

With  this  in  mind,  I shall  discuss,  with  slides 
from  X-rays,  five  cases  of  persistent  non-union  of 
fracture  of  the  shaft  of  the  humerus  and  one  case 
of  long  delayed  union,  but  with  a final  excellent 
result.  These  cases  have  been  chosen  from  a fairly 
extensive  experience  in  fractures  of  the  humerus 
because  they  were  failures  in  treatment.  They  rep- 
resent, fortunately,  only  a verj'^  small  percentage 
of  the  total  number  of  humerus  fractures  which  we 
have  treated. 

Of  the  five  cases  of  non-union,  all  were  in  the 
middle  third  of  the  humerus.  (I  cannot  recall  see- 
ing a case  of  non-union  elsewhere  in  the  humerus.) 

♦Read  at  the  sixty-sixth  annual  meeting  of  the  Med- 
ical Society  of  Virginia  in  Norfolk,  October  15-17,  1935, 
’with  lantern  slides. 


Three  were  simple  transverse  fractures.  Two  were 
compound  and  badly  comminuted.  Four  of  the 
five  were  caused  by  severe  trauma,— one  in  a train 
wreck,  the  other  three  in  automobile  accidents. 
Three  were  complicated  by  other  injuries,  which  af- 
fected the  treatment  and  were  probably  a factor  in 
the  non-union.  Only  one  was  in  a young  man, 
while  two  of  the  patients  were  in  the  sixties  and  the 
other  two  were  forty-six  and  fifty-four  years  old,  re- 
spectively. 

Three  of  the  cases  had  bone  graft  operations,  one 
of  these  being  operated  on  three  times,  but  non- 
union occurred  even  after  operation.  Two  of  the 
cases  showed  a musculo-spiral  paralysis  which  later 
cleared  up. 

While  we  have  treated  a large  number  of  cases  of 
fractures  of  the  shaft  of  the  humerus  with  excellent 
results,  the  occurrence  of  five  cases  of  persistent  non- 
union is  discouraging.  The  experience  of  other 
clinics  is  somewhat  similar.  Sever^  reports  three 
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cases  of  non-union  in  his  practice.  H.  Rogers, ^ in 
a report  of  end  results  in  forty-two  cases  from  the 
^Massachusetts  General  Hospital,  had  five  cases  of 
non-union  in  which  twelve  operations  were  neces- 
sar}'  to  obtain  union.  SmMh,^  in  a series  of  sixty- 
nine  cases,  reports  only  one  case  of  non-union,  but 
all  patients  were  treated  in  the  hospital  and  eleven 
of  them  were  operated  upon  and  a Sherman  steel 
plate  and  screws  applied  as  the  primary'  treatment. 

Non-union  is  certainly  more  frequent  in  the  mid- 
dle third  of  the  shaft  of  the  humerus  than  in  any 
other  bone.  I believe  this  is  due  to  several  factors. 
Primarily,  the  difficulty  is  in  obtaining  perfect  re- 
duction and  adequate  immobilization  of  the  frag- 
ments. This  is  shown  in  some  of  our  cases.  Prob- 
ably also  the  primary  injury'  interferes  with  the 
blood  supply  to  the  bone,  as  this  is  the  region  of 
the  nutrient  artery.  In  two  of  our  cases  the  com- 
pound injury  and  the  comminution  of  the  bone  were 
probably  factors.  Too  much  traction,  with  separa- 
tion of  the  fragment  ends  during  the  period  of  early 
repair,  as  in  two  of  our  cases,  may'  occur  merely 
from  the  weight  of  the  arm,  and  tends  to  cause  non- 
union. Lack  of  callus  formation  may  be  a consti- 
tutional factor,  but  it  cannot  be  predicted,  nor  can 
it  be  explained.  In  all  of  these  cases,  the  Wasser- 
mann  was  negative  and  the  general  condition  of  the 
patients,  except  in  one,  was  good.  In  the  case  of 
delayed  union  there  was  no  discernible  cause  for 
the  delay  except  inability  to  form  callus  in  the  usual 
length  of  time.  Sever^  says  “I  believe  that  there 
must  be  some  intrinsic  cause  for  non-union  in  frac- 
tures of  the  humerus  that  is  not  wholly  understood.” 
I agree  with  him. 

Case  Reports 

A. — Miss  H.  age  sixty-five  y’ears.  Knocked 
down  by'  automobile  December  12,  1930.  Com- 
pound, badly  comminuted  fracture  at  junction  of 
upper  and  middle  thirds.  Debridement  on  admis- 
sion. One  fragment  %x^x34  inch  lost.  Closure 
and  abduction  splint.  After  reduction  X-ray  showed 
anterior  displacement  of  lower  main  fragment.  No 
infection. 

Position  was  improved,  but  slight  outward  and 
anterior  displacement  of  lower  fragment  persisted. 
Union  did  not  occur. 

May  13,  1931.  Massive  bone  graft  operation 
done.  Kangaroo  tendon  around  bone  to  hold  graft. 
An  attempt  was  made  to  fix  graft  to  bone  with  bone 


pegs,  but  fragments  were  so  soft  that  pegs  would 
not  hold.  Uneventful  convalescence. 

X-ray  June  10th  showed  some  outward  angula- 
tion and  the  graft  did  not  appear  in  contact  with 
bone  at  its  extremities.  Some  callus  formed,  but 
not  enough  for  union.  X-ray  January  18,  1932, 
showed  beginning  absorption  of  graft.  Union  did 
not  occur.  Reasons:  (1)  The  extensive  injury  with 
loss  of  bone;  after  graft,  callus  did  not  form.  (2) 
Insufficient  contact  of  graft  and  age  of  patient. 

* * * 

B.  — -J.  T.  T.,  age  forty-six  years,  railroad  engi- 
neer. Admitted  November  24,  1932,  after  railroad  ac- 
cident. Concussion  of  brain;  fracture  of  coccyx  and 
sacrum;  transverse  fracture  through  middle  third  of 
left  humerus,  simple.  This  latter  was  reduced  un- 
der fluoroscope  three  days  later  and  an  abduction 
splint  applied.  X-ray  showed  satisfactory  reduc- 
tion. One  month  later  (December  22nd)  X-ray 
showed  good  position  and  a good  deal  of  callus. 
Discharged  from  hospital  January  11,  1933.  Com- 
plication— musculo-spiral  injury.  Wore  the  abduc- 
tion splint  about  eight  weeks,  then  coaptation  splints 
and  sling.  iMusculo-spiral  paralysis  cleared  up  un- 
der appropriate  treatment. 

Union  did  not  occur  and  February  6,  1934,  he 
was  re-admitted  for  bone-graft.  After  making  a 
bivalved  spica,  the  arm  was  operated  upon.  Bone 
ends  were  freshened  and  a sliding,  inlay  graft  was 
used  from  upper  fragment  and  held  in  place  by 
silver  wires.  Post-operative  position  was  not  per- 
fect, but  the  contact  of  graft  was  considered  suffi- 
cient. On  July  7,  1934,  there  seemed  to  be  fair 
union.  On  .\ugust  20th,  graft  showed  a fracture. 
Result — failure. 

He  has  refused  another  operation  and  is  back  at 
work  as  a hostler.  Reason  for  non-union:  Frag- 
ments showed  slight  separation  and  a sliding  graft 
used.  ^lassive  bone  graft  should  have  been  used. 

C.  — R.  S.,  age  twenty-five  years.  Transverse 
fracture  in  middle  third  of  left  humerus  November 
20,  1932.  Closed  reduction  and  no  trouble  until 
April  23,  1933,  when  he  fell  and  broke  it  at  same 
level.  Operated  on  the  next  day  by  another  sur- 
geon and  a bone  peg  from  tibia  was  used,  inserted 
into  medullary  canal  of  each  fragment.  Thomas 
splint  applied.  Both  fractures  transverse  through 
middle  of  humerus.  One-half  inch  gap  between 
fragments.  Union  did  not  occur.  Had  musculo- 
spiral  paralysis  which  cleared  up. 
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At  operation  November  4,  1933,  peg  was  found 
adherent  to  upper  fragment  with  excessive  scar 
tissue  around  the  area.  Three-inch  long,  thick  graft 
from  tibia  used,  placed  in  groove  in  fragments  and 
held  by  kangaroo  tendon.  Post-operative  X-ray 
showed  poor  position  of  graft.  Ten  days  later  the 
incision  was  re-opened  and  graft  wired  in  position. 
X-ray  showed  better  position,  but  not  perfect. 

X-ray  three  months  later  showed  definite  callus 
formation  and  what  appeared  to  be  union.  Clin- 
ically union  was  present.  Six  weeks  later  he  picked 
up  a suit  case  and  pain  occurred.  X-ray  (April 
2nd)  showed  fracture  through  middle  of  graft. 

Union  did  not  occur.  Later  another  surgeon  op- 
erated with  non-union  resulting.  The  patient  also 
had  the  misfortune  after  this  to  fracture  the  tibia 
from  which  the  graft  was  taken.  Reason:  Opera- 
tion not  perfect,  but  union  occurred.  Probably 
longer  protection  would  have  caused  firm  union. 
Bone  graft  should  have  been  more  massive. 

D.  — J.  \V.  N.,  age  fifty-two  years.  Compound, 
comminuted  fracture  through  middle  of  left  hu- 
merus. Multiple  fractures  of  left  ribs  June  6,  1931. 

Debridement  on  admission  and  Jones  humerus 
splint,  as  abduction  splint  could  not  be  used  be- 
cause of  injury  to  chest. 

X-ray  showed  end  to  end  apposition,  but  outward 
angulation.  No  infection.  Uneventful  convales- 
cence. 

June  16th. — Under  fluoroscope  there  was  found  a 
slight  gap  between  fragments  from  too  much  trac- 
tion. This  was  corrected  by  lessening  the  traction 
and  coaptation  splints  were  added  to  Jones  splint. 

July  20th. — X-ray  showed  50  per  cent  apposition 
of  fragments  and  good  callus. 

A large  amount  of  callus  formed,  but  not  between 
fragments  or  on  outer  side.  After  six  weeks  internal 
right-angle  splint  was  used. 

Callus  continued  to  form,  but  union  did  not  get 
solid. 

November  9,  1931. — Clinically  non-union.  Bone 
graft  advised  but  patient  did  not  return  for  it.  Rea- 
sons: Too  much  traction  in  stage  of  early  repair. 
Imperfect  apposition. 

E.  — W.  J.  C.,  age  forty-nine  years.  Simple  com- 
minuted fracture  about  middle  of  left  humerus,  from 
automobile  accident  June  9,  1934. 

Same  day,  under  sodium  amytal,  abduction  splint 
applied  and  perfect  position  of  fragments  obtained. 

Very  slow  formation  of  callus.  Splint  kept  on  for 


twelve  weeks,  then  right  angle  internal  splint.  Later 
coaptation  splints  and  sling.  Not  until  January  4, 
1935,  was  there  sufficient  clinical  and  X-ray  evi- 
dence of  union  to  remove  splints.  On  May  20, 
1935,  after  physiotherapy  in  another  city,  solid  union 
with  excellent  function.  Under  treatment  nearly 
twelve  months.  Reasons:  None,  except  slow  for- 
mation of  callus. 

F. — Rev.  J.  S.,  age  sixty  plus.  Transverse  frac- 
ture of  middle  third  of  left  humerus.  Complica- 
tions: Fractured  skull,  multiple  fractures  of  left 
ribs  with  pneumothorax — myocardial  degeneration. 

Jones  splint  and  distraction  of  fragments.  When 
traction  w’as  completely  released,  there  was  still 
some  distraction.  Open  reduction  was  advised 
against  by  his  physician  because  of  cardio-vascular 
disease.  Better  position  was  obtained  ten  days  later, 
but  the  case  went  on  to  non-union.  Because  of 
severe  cardiovascular  disease,  no  bone  graft  was  at- 
tempted. Reason  for  non-union:  Because  of  com- 
plications, reduction  was  not  possible  early.  Also 
muscle  between  fragments. 

Summary 

Five  cases  of  non-union  and  one  case  of  delayed 
union  of  the  middle  third  of  the  shaft  of  the 
humerus  are  reported. 

In  two  of  these  cases,  non-union  was  due  to  im- 
perfect early  reduction.  Both  were  treated  by  the 
Jones  humerus  splint  which  allowed  the  fragments 
to  be  pulled  apart. 

In  the  three  cases  which  were  bone  grafted,  a mis- 
take was  made  in  one  by  using  a sliding  graft  from 
bone  which,  because  of  non-use,  was  probably  not 
active  in  bone  forming  elements.  In  another,  the 
graft  could  not  be  firmly  fixed  in  place  because  the 
fractured  bone  was  too  soft  to  hold  bone  pegs.  In 
the  third,  adequate  fixation  was  not  maintained  suf- 
ficiently long  for  solid  union,  and  the  graft  was 
not  massive  enough. 

In  the  case  of  delayed  union,  no  explanation  is 
offered,  other  than  slow  callus  formation. 

Conclusions 

Fracture  of  the  shaft  of  the  humerus  in  the  mid- 
dle third  is  a serious  problem. 

In  transverse  fractures,  if  good  position  and  con- 
tact of  the  fragments  is  not  obtained  in  the  first  two 
or  three  days  and  is  not  held  by  whatever  splint  is 
used,  it  is  best  to  operate  and  hold  perfect  contact 
by  means  of  a Sherman  plate  and  screws  with  also 
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an  external  splint  or  plaster  cast.  (In  badly  com- 
minuted fractures,  as  were  two  of  ours,  this,  of 
course,  cannot  be  done.)  If  a splint  be  used,  a 
modified  Osgood-Penhallow  splint  is  best.  A trac- 
tion splint  should  not  be  used.  A plaster  shoulder 
spica  has  been  efficient  in  many  cases. 

If  non-union  occurs,  the  best  operation  is  a mas- 
sive bone  graft  taken  from  the  patient’s  tibia  and 
fixed  to  the  freshened  fragments  by  bone  pegs  made 
from  the  tibia,  as  advocated  by  Campbell  or  by 
beef  bone  screws,  as  advised  by  Henderson.^  Even 
with  this  operation,  some  failures  will  result. 
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Medical  Arts  Building. 

Discussion*  of  P.\pers  by  Drs.  Todd  and  Faulkner 

Dr.  M.  H.  Todd,  Norfolk:  May  I discuss  Dr.  Faulk- 
ner’s paper  and  call  attention  to  the  same  thing  that  Dr. 
\Iauck  just  mentioned.  The  real  difficulty  in  treating 
fractures  of  the  upper  arm  is  that  casts  and  splints  do 
not  hold  the  bone  firmly  enough ; in  fact,  even  traction  in 
bed  is  not  as  steady  as  desirable. 

The  other  thing  I wish  to  mention  is  that  it  is  the 
square  break,  or  more  particularly  the  break  with  curved 
ends,  that  is  apt  to  result  in  non-union.  In  such  cases,, 
if  good  fixation  cannot  be  attained  by  closed  methods, 
much  time  and  uncertainty  will  be  saved  by  open  fixa- 
tion with  a steel  plate. 

Sherman  told  me  some  years  ago  that  he  had  never 
had  a non-union  where  his  plate  was  used;  and  I have 
seen  large  series  of  fracture  patients  at  his  clinic,  with 
the  most  perfect  results  imaginable.  I cannot  myself 
claim  a similar  perfection,  but  my  experience  with  open 
fixation  has,  none  the  less,  been  exceedingly  satisfactory. 

Dr.  C.  H.  Peterson,  Roanoke:  I think  that  the  in- 
tracapsular  fracture  of  the  femur  is  best  fixed  by  use  of 
the  flanged  stainless  steel  pin.  This  operation  was  de- 
vised by  Dr.  Heyward  Wescott,  of  Roanoke,  who  has 
used  it  for  the  past  five  or  six  years.  I am  sorry  that 
Dr.  Wescott  could  not  be  present  to  take  part  in  this 
discussion.  I was  associated  with  Dr.  Wescott  in  the 
experimental  work  and  am  interested  in  it  chiefly  from 

‘Other  discussions  not  corrected  and  returned. 


the  anatomical  and  roentgenological  standpoint.  The 
technic  of  measuring  the  two  angles  of  the  femoral  neck 
and  inserting  the  pin  have  been  described  in  several 
articles  and  time  does  not  permit  a full  discussion  of  the 
method.  The  patient  is  operated  upon  as  soon  as  he  has 
recovered  from  the  shock  of  the  injury,  preferably  within 
twenty-four  hours.  X-ray  films  are  made  before  and 
during  the  operation  and  the  Smith-Petersen  nail  is 
driven  directly  through  the  femoral  neck  after  the  frag- 
ments have  been  reduced.  Only  a small  incision  is  neces- 
sary and  a light  general  anesthesia  used.  The  patient 
is  given  a back  rest,  wheel  chair  and  crutches  as  soon 
as  he  has  recovered  from  the  anesthetic.  No  external 
fixation  is  used. 

This  operation  by  Dr.  Wescott  eliminates  (1)  opera- 
tion into  the  joint,  (2)  exposing  the  fractured  surfaces, 
and  (3)  fixation  in  plaster  following  reduction.  As 
Dr.  Todd  mentioned,  impaction  is  important  and  this 
is  done  in  the  course  of  the  operation.  Good  union  is 
obtained  in  a much  larger  percentage  of  cases  than  by 
any  other  known  method. 

Dr.  Todd  (closing  his  discussion)  : I am  very  much 
obliged  to  Dr.  Vann,  in  calling  attention  to  a very  im- 
portant thing  that  I had  not  mentioned,  more  or  less 
from  over-sight.  The  matter  of  rotation  is  exceedingly 
important  and  must  by  no  means  be  neglected.  Curiously 
enough,  in  fractures  of  the  shaft  of  the  femur,  put  up  in 
the  usual  traction  splintage,  the  lower  fragment  is  apt 
to  be  held  in  relative  inward  rotation,  the  foot  being 
fixed  vertically.  (I  did  not  know  this  until  I encountered 
a fracture  of  both  femurs:  I treated  him  in  the  usual 
manner,  and  when  he  began  to  walk,  I noticed  that  he 
was  pigeon-toed.)  By  contrast,  it  is  outward  rotation 
of  the  lower  fragment  that  is  to  be  guarded  against,  in 
hip  fractures. 

Dr.  Vann  spoke  of  one  other  thing  that  I wish  to 
emphasize  strongly:  whenever  any  elderly  person  com- 
plains of  pain  in  the  hip  after  a fall,  he  very  probably 
has  a broken  hip,  and  is  to  be  treated  with  great  care 
even  if  the  X-ray  is  negative.  I have  been  misled  by  a 
negative  X-ray  and  have  caused  a patient  to  try  to  walk, 
when  a fracture  was  none  the  less  present — a second 
film  then  showing  definite  deformity. 

The  purpose  of  my  paper,  in  summary,  was  to  bring 
out  the  importance  of  differentiating  between  the  two  en- 
tirely different  kinds  of  hip  fractures.  One  variety  is 
relatively  easily  treated  and  unites  by  bone;  the  other 
variety  is  most  difficult  to  treat,  and  even  in  the  hands 
of  experts  may  give  poor  results. 

Dr.  Faulkner,  closing  his  discussion:  May  I just 
speak  a word  on  Dr.  Todd’s  paper.  I enjoyed  it  and  I 
think  the  work  excellent.  The  Russell  traction  has 
worked  with  us  quite  well.  I can’t  say  that  I am  en- 
thusiastic about  open  operation  in  intracapsular  fracture 
on  the  hip.  I believe  it  is  too  much  to  put  on  them, 
particularly  on  the  old  patients. 

I want  to  thank  Dr.  Mauck  and  Dr.  Todd.  I don’t 
agree  with  Dr.  Mauck  saying  that  a fracture  of  the 
humerus  should  not  be  perfectly  reduced.  I believe  that: 
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you  can  get  more  union  by  perfectly  reducing  them.  If 
you  can  get  them  impacted  and  then  hold  them  with  a 
Sherman  plate  and  screw,  I think  that  it  is  safer  than 
any  other  way. 

If  you  have  a transverse  fracture,  of  which  Dr.  Todd 
speaks,  that  is  virtually  the  best  form  of  treatment  if 
everything  else  is  safe  for  open  operation. 

In  the  oblique  fracture  or  compound  fracture,  I think 


what  Dr.  Mauck  says  is  right  and  I believe  that  you  get 
a better  union  than  if  they  are  perfectly  reduced. 

I thank  them  both  for  their  discussion,  and  there  is 
one  other  thing  Dr.  Mauck  said  about  massive  grafts. 
I agree  with  him.  In  only  one  of  these  cases  was  a 
truly  massive  graft  used.  In  another  the  graft,  while 
broad  and  of  full  thickness,  was  not  long  enough  to  be 
termed  massive.  The  massive  graft  should  always  be 
used. 


CONGENITAL  ABSENCE  OF  RIGHT  FALLOPIAN  TUBE 

AND  OVARY.* 


W.  Preston  Burton,  M.  D., 
and 

William  J.  Ellis,  M.  D., 
Covington,  Va. 


In  view  of  the  comparative  infrequency  of  re- 
ports in  the  literature  of  congenital  absence  of  a 
fallopian  tube  and  ovary,  we  feel  that  the  following 
case  report  will  be  of  interest. 

Mrs.  E.  A.,  white,  age  23,  married,  housewife. 
Patient  had  married  in  1929  at  the  age  of  17 
and  had  lived  with  her  husband  for  only  one  year. 
Her  second  marriage  took  place  one  year  ago.  The 
family  history  is  entirely  negative. 

In  1930,  the  patient  had  a probably  induced 
abortion  at  about  the  second  month  of  gestation. 
In  1933,  she  menstruated  more  freely  than  normal, 
passed  clots,  and  was  told  that  she  was  anemic. 
This  condition  cleared  up  spontaneously  in  about 
six  months,  and  she  has  been  well  since  except  for 
abnormal  nervousness. 

Menstruation  began  at  13,  twenty-eight-day  cycle, 
always  regular,  lasting  from  five  to  six  days,  with  a 
great  deal  of  pain,  most  marked  in  the  left  pelvis, 
during  the  first  two  days. 

The  patient  was  seen  by  us  on  October  4,  1935. 
She  had  menstruated  on  August  17th,  this  period 
being  entirely  normal.  Had  had  no  symptoms  of 
an  early  pregnancy,  but  complained  of  nervousness. 
Two  weeks  previously  she  had  an  attack  of  lower 
left  abdominal  pain,  sharp,  stabbing  in  character, 
and  lasting  for  only  a short  time.  Since  that  time, 
this  pain  has  recurred  several  times,  and  for  two 
days  previous  to  examination  she  had  had  almost 
no  relief.  Pain  was  still  intermittent,  located  in 

*Read  before  the  Alleghany-Bath  County  Medical  So- 
ciety, April  23,  1936. 


left  pelvis,  and  not  referred.  The  pains  had  been 
lancinating  and  close  together.  On  the  morning 
of  examination,  she  noticed  a spot  of  bright  red 
blood.  There  had  been  no  bleeding  prior  to  or  since 
that  time. 

Examination. — Patient  was  a well-developed  fe- 
male, well-nourished,  but  very  nervous,  weeping  fre- 
quently with  no  apparent  provocation.  Head  nega- 
tive, heart  and  lungs  negative,  abdomen  flat,  nega- 
tive to  palpation  except  for  marked  tenderness  and 
spasm  of  the  rectus  muscle  on  the  left  side  just  above 
the  pubis.  Pulse  80;  temperature  99.6;  B.  P. 
112/70. 

Pelvic  examination:  Pelvic  floor  normal;  no 
vaginal  bleeding,  cervix  normal,  uterus  normal  in 
size,  shape,  and  position;  freely  movable  but  pain- 
ful, the  pain  being  referred  to  the  left  side.  Right 
p>elvis  negative.  In  left  pelvis  there  was  a mass, 
size  of  an  orange,  smooth  in  contour,  firm,  and 
acutely  tender.  The  mass  had  the  contour  and  con- 
sistency of  a cyst.  The  examining  finger  was 
found  to  be  covered  with  blood  when  withdrawn. 

Laboratory:  Urine — sp.  gr.  1024;  albumin  slight 
trace;  W.  B.  C.  2 to  3;  R.  B.  C.  innumerable. 
Blood — W.  B.  C.  9,600;  differential — P.  M.  N.  81 
per  cent;  R.  B.  C.  3,100,000;  Hb.  82  per  cent; 
Wassermann  negative. 

Diagnostic  possibilities  (l)ovarian  cyst;  (2)hy- 
drosalpynx;  (3)one  of  these  complicated  by  a tubal 
pregnancy. 

Laparotomy  was  done  with  the  following  findings : 

The  left  ovary,  size  of  a small  grape-fruit.  The 
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ovary  and  tube  were  attached  to  several  loops  of 
the  small  bowel  and  sigmoid.  The  tube  and  ovary 
were  dissected  free  and  removed. 

On  the  right  side  no  ovary  or  tube  could  be 
found.  There  was  a bud-like  projection  the  diam- 
eter of  a normal  tube  about  I/2  cm.  long  at  the 
right  cornu  of  the  uterus.  Diligent  search  failed 
to  reveal  even  a rudiment  of  the  ovaiy’  on  this  side 
which  we  realized  might  be  abnormally  placed. 

The  left  ovarj-  measured  6^x4i/2  cm.  with  a 
large  hemorrhagic  cyst.  On  section  of  the  ovary, 
masses  of  primordial,  developing  follicles,  corpora 
albicantia,  and  organizing  corpora  lutea  were  found. 

The  appendix  was  chronically  diseased. 

Later,  pyelograms  were  made  which  revealed  that 
the  kidneys  were  both  present  and  normal.  This 
is  interesting  because  of  the  reported  frequency  of 
concurrent  anomalies  of  the  kidney  and  the  female 
genital  anomalies.  It  will  be  recalled  that  the  uterus 
and  vaginal  canal  are  formed  by  the  union  and 
fusion  from  below  upward  of  middle  and  lower 
two-thirds  of  the  ^lullerian  ducts.  The  fallopian 
tubes  are  formed  from  the  upper  third  of  these  two 
ducts.  The  ovaries  originate  from  the  genital  ridge 
which  lies  in  the  wall  of  the  coelomic  cavity,  and 
the  kidneys  have  almost  the  same  origin  as  the 
ovaries. 

Six  months  have  elapsed  and  the  patient  has 
had  no  sign  of  menstruation.  There  are  definite 
menopausal  symptoms,  which,  fortunately  for  her, 
are  being  well  controlled  by  the  use  of  follicular 
hormone. 
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We  herewith  append  previous  reports  of  like 
cases. 

In  1919,  Dr.  B.  O.  Robertson,  reported  in  the 
Southern  Medical  Journal  the  case  of  a patient,  33 
years  of  age,  with  congenital  absence  of  the  uterus, 
both  tubes,  and  the  right  ovary. 

H.  R.  Leland,  Minneapolis,  reporting  in  Minne- 
sota Medical  Journal,  Februar}',  1929,  calls  atten- 
tion to  a case  of  unilateral  absence  of  the  fallopian 
tube  and  ovary,  and  mentions  a report  by  Eismayer 
of  ten  cases  of  unilateral  absence  of  the  fallopian 
tube  and  one  bilateral,  stating  further  that  in  this 
series  one-half  of  the  cases  presented  an  absence  of 
the  corresponding  kidney. 

J.  Herbert  Sanders,  of  Hong  Kong,  reported  in 
the  British  Medical  Journal,  June  22,  1928,  a case 
of  congenital  absence  of  one  fallopian  tube  and  cor- 
responding ovary. 

R.  E.  Xowland,  of  Sydney,  Australia,  reported 
in  1929  a case  of  unilateral  absence  of  fallopian 
tube  and  ovaiy. 

Nicholas  M.  Sanctis  and  J.  S.  Diasio  report  a 
similar  case  in  the  American  Journal  of  Obstetrics 
and  Gynecology. 

In  1930,  Helen  W.  Spencer  reported  a case  of 
absence  of  the  tube  which  she  had  demonstrated  by 
tubal  insufflation. 

H.  Hauser,  in  1911,  reported  a case  of  unilateral 
defect  of  the  ovary  with  a corresponding  rudimen- 
tary tube  and  a unilateral  rudimentary  ovary  with 
a corresponding  normal  tube. 
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THE  SOCIAL  SIGNIFICANCE  OF  SYPHILIS.* 


EnNION  S.  WlLLL\iIS,  M.  D., 

Assistant  Medical  Director,  Life  Insurance  Company  of  Virginia, 
Richmond,  Va. 


There  are  many  phases  to  be  considered  in  esti- 
mating the  extent  of  the  problem  of  syphilis.  I shall 
attempt  to  discuss  them  from  three  angles: 

First:  The  frequency  of  its  occurrence. 

Second:  The  seriousness  of  the  disease.  The 
extent  to  which  it  disables  and  kills. 

Third:  The  social  implications.  The  extent  to 

‘Read  before  the  Division  on  Public  Health  and  Med- 
ical Care  of  the  Virginia  Conference  of  Social  Work,  at 
Roanoke,  March  19,  1936. 


which  one  case  endangers  and  burdens  the  lives  of 
other  individuals. 

1.  The  Frequency  of  the  Disease. 

Many  surveys  have  been  made  in  an  attempt  to 
determine  the  extent  to  which  the  general  population 
is  infected  with  syphilis. 

There  are  two  main  methods  used.  One  is  to  study 
the  returns  from  questionnaires  sent  to  physicians 
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and  clinics  treating  cases.  This  estimates  the  num- 
ber of  cases  which  receive  treatment.  The  other 
method  involves  the  performance  of  serological  tests, 
such  as  the  Wassermann,  on  a group  of  unselected 
individuals  with  the  determination  of  the  percent- 
age of  positive  reactions.  The  outstanding  studies 
of  the  first  type  are  the  one-day  surveys  made  by  the 
United  States  Public  Health  Service. 

According  to  the  observations  of  the  study  re- 
ported in  May,  1935,^  there  are  constantly  under 
treatment  4.3  cases  of  syphilis  per  1,000  population 
in  the  United  States.  This  has  been  termed  the  prev- 
alence of  the  disease.  The  number  of  new  infec- 
tions occurring  yearly  was  termed  the  incidence  of 
the  disease.  This  was  found  to  be  4 per  1,000  popu- 
lation. From  these  figures  it  was  estimated  that 
there  are  at  any  one  time  643,000  cases  of  syphilis 
under  treatment  in  the  United  States  and  each  year 
518,000  new  cases  occur. 

This  study  further  showed  that  the  prevalence  in 
the  colored  population  is  about  three  to  five  times 
as  high  as  in  the  white  pxjpulation  and  that  the 
figures  for  the  communities  studied  in  the  State  of 
Virginia  were  comparable  to  those  of  the  countr}- 
as  a whole.  It  must  be  kept  in  mind  that  these 
figures  refer  to  cases  under  treatment.  There  are 
many  victims  who  do  not  apply  for  medical  treat- 
ment, who  receive  unorthodox  care,  or  who  do  not 
even  known  they  have  contracted  the  disease.  The 
figures,  therefore,  refer  to  a minimum  estimate  of 
the  prevalence  of  the  disease,  and  the  comparison 
of  communities  by  these  figures  probably  compares 
the  extent  to  which  the  cases  of  syphilis  are  under 
medical  treatment.  That  is,  a community  that 
makes  a definite  effort  to  bring  cases  under  treat- 
ment would  have  a high  rate.  This  is  especially 
suggested  by  the  high  figures  of  the  prevalence  in 
Charlottesville  where  the  intensive  work  reported  by 
Smith  and  Brumfield^  in  tracing  down  the  sources 
of  infection  has  attracted  international  recognition. 

Comparing  this  survey  reported  in  1935  with 
previous  surveys  we  find  no  evidence  that  syphilis 
is  declining.  On  the  contrary  it  appears  that  there 
has  been  an  increase  in  the  number  of  cases  apply- 
ing for  treatment. 

The  second  method  of  estimating  the  extent  of 
the  disease  is  the  performance  of  routine  Wasser- 
mann reactions  on  a group  of  unselected  individuals. 
It  is  quite  difficult  to  obtain  a series  of  Wassermann 
reactions  on  a group  of  persons  who  would  represent 


a cross  section  of  the  general  population  because  of 
the  tremendous  influence  played  by  the  age,  color, 
sex,  and  social  status  of  the  individuals  of  the  group 
on  the  incidence  of  syphilis.  However,  to  give  you 
an  idea  of  the  results  of  these  studies  I will  quote 
a few  of  the  precentages  of  positive  serological  re- 
actions in  some  of  the  groups  studied: 

.2  per  cent  of  5,000  college  students.® 

.33  per  cent  of  1,000  professional  students.'* 
2.06  per  cent  of  3,000  routine  dental  patients.^ 
2.09  per  cent  of  11,000  Life  Extension  Insti- 
tute examinations.® 

2.64  per  cent  of  10,000  private  hospital  ad- 
missions in  Richmond.'^ 

Guldberg  found  that  5.8  per  cent  of  over  8,000 
autopsies  showed  evidences  of  infection.® 

There  have  been  several  excellent  serological 
studies  made  of  the  Negro  population.  The  prev- 
alence as  determined  by  positive  Wassermann  re- 
actions varied  from  about  10  per  cent  in  Albemarle 
County,  Virginia,  to  almost  40  per  cent  in  Macon 
County,  Alabama.®  It  is  interesting  to  note  the 
percentages  of  positive  Wassermanns  in  different  age 
groups.  In  a combined  curve  the  prevalence  reaches 
a peak  in  the  group  from  thirty  to  thirty-four  years 
of  age  and  declines  sharply  over  forty  years  of  age. 
It  is  also  noteworthy  that  about  one  in  four  colored 
women  in  the  child-bearing  period  has  a positive 
Wassermann. 

Usilton*  estimated  the  number  of  cases  remaining 
as  a potential  treatment  problem  from  the  standpoint 
of  syphilis  at  different  ages  by  a statistical  study 
based  on  the  annual  incidence  rate  of  early  syphilis 
corrected  by  subtracting  the  number  of  cases  believed 
to  receive  adequate  treatment  and  those  believed  to 
undergo  a spontaneous  cure.  In  this  way  she  esti- 
mated a cumulative  age  curve  showing  the  number 
of  persons  with  syphilis  who  should  be  under  med- 
ical care.  The  number  increased  with  age,  reach- 
ing 2 per  cent  at  age  twenty,  5 per  cent  at  age  thirty, 
and  7 per  cent  at  age  forty.  If  this  estimation  is 
correct,  the  number  of  syphilitics  in  the  United 
States  who  should  be  under  medical  care  would 
number  in  millions. 

In  Virginia  the  State  Epidemiologist  estimates 
that  there  are  125,000  cases  who  should  be  under 
treatment.*® 

2.  Prognosis. 

Next  I should  like  to  discuss  the  extent  to  which 
syphilis  disables  or  kills  the  individual.  What 
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happens  to  an  individual  who  is  infected?  How 
serious  a thing  is  it? 

The  disease  runs  an  interesting  and  complicated 
course — quite  different  from  that  of  an  acute  infec- 
tious disease  such  as  pneumonia.  A brief  summar)- 
of  the  course  of  the  disease  is  as  follows 

Infection  usually  takes  place  by  direct  contact 
with  a recently  infected  person.  On  an  average  of 
three  weeks  after  the  first  infection  there  usually  de- 
velops a small  lesion  at  the  site  of  contact — ^but 
during  this  time  the  organisms  are  spreading  over 
the  whole  body. 

After  an  average  inters'al  of  six  weeks  follow- 
ing the  appearance  of  the  initial  lesion  there  may 
appear  a secondan,’  outbreak  which  involves  mainly 
the  skin,  mucous  membranes,  eyes,  and  nervous  sys- 
tem. These  early  lesions  are  highly  infectious  and 
the  disease  is  usually  transmitted  b}’  contact  while 
these  exist. 

These  manifestations  heal  and  the  disease  tends 
to  become  quiescent.  This  stage  we  term  “latent 
syphilis.’’  Practically  the  only  sign  of  the  dis- 
ease is  the  presence  of  a positive  serological  reaction. 

This  quiescent  stage  may  last  from  a few  months 
to  a lifetime,  but  it  averages  about  seven  years. 
It  is  after  this  stage  that  the  disease  reaches  the 
serious  stage,  the  stage  which  disables  and  kills  its 
victims,  by  affecting  mainly  the  heart,  brain,  and 
spinal  cord. 

You  will  want  to  know,  at  once,  how  many  in- 
fected individuals  develop  these  serious  impairments 
without  treatment  and  to  what  extent  treatment  will 
prevent  them. 

From  an  interesting  study  made  in  Norway^^  it 
has  been  estimated  that  of  100  persons  contracting - 
s}philis  and  remaining  untreated — twenty-three  will 
develop  a late  lesion  which  will  incapacitate  or  kill, 
twelve  will  develop  a more  or  less  harmless  late 
lesion  and  the  remaining  sixty-four  wall  pass  through 
life  unharmed  as  far  as  they  themselves  are  con- 
cerned. 

Adequate  treatment  alters  this  outcome  markedly. 
Its  effect  may  be  summarized  by  saying  that  dur- 
ing the  early  stage  the  patient  has  a 90  to  100  per 
cent  chance  of  being  cured  but  that  after  the  serious 
late  manifestations  have  developed  very  little  can 
be  accomplished  except  symptomatically. 

-Another  indication  of  the  seriousness  of  the  dis- 
ease is  the  e.xperience  the  Life  Insurance  Companies 
have  had  in  insuring  lives  of  persons  with  s}’philis. 


A study  of  27,500  lives  in  1913  showed  the  mortality 
was  about  1.8  times  the  predicted,^^  while  a study 
of  about  100,000  lives  in  1929  showed  a mortality 
about  1.4  times  the  predicted.^'*  The  persons  in- 
sured were  all  submitted  to  medical  selection  and 
were  supposedly  the  most  favorable  applicants  with 
the  history  of  syphilis  being  the  only  impairment 
present. 

The  mortality  rate  obtained  from  compilation  of 
death  certificates  is  probably  misleading  because  of 
the  hesitancy  in  reporting  a death  as  due  to  s}q)hilis. 
The  death  rate  as  reported  by  the  Bureau  of  Census 
was  11.6  per  100,000  population  in  1900.  It  rose 
to  19.8  in  1917  and  has  been  declining  steadily  since 
that  time,  reaching  13.7  in  1932.^“ 

\\'hen  we  consider  white  and  colored  rates  sep- 
arately, we  find  that  while  there  is  occurring  a def- 
inite decline  in  the  death  rate  for  whites  there  is  ap- 
parently a rise  in  the  rate  for  colored  persons.^® 

In  Virginia  the  death  rate  from  s}’philis  is  usually 
around  20  per  100,000  population.  In  1934  it 
was  19.1.  Taking  the  white  and  colored  separately, 
we  find  that  the  white  rate  was  8.4  while  the  colored 
was  49.1. 

3.  Social  Implications. 

In  the  preceding  description  I have  reviewed  the 
course  of  the  disease  in  order  to  emphasize  certain 
social  aspects  of  s^-philis. 

You  will  notice  that  the  contagious  period  occurs 
early  in  the  course  of  the  disease.  It  is  during  this 
early  stage  that  treatment  must  be  given  in  an  at- 
tempt to  prevent  its  spread.  It  is  the  social  duty 
of  the  individual  during  the  infectious  period  to  re- 
ceive treatment  and  to  take  precautions  necessar}-  to 
prevent  giving  the  disease  to  some  one  else.  It  is 
also  the  social  duty  of  society  in  general  to  pro- 
vide facilities  whereby  the  individual  may  receive 
this  necessar)-  treatment,  and  to  impress  upon  the  in- 
dividual the  necessity  for  treatment  and  for  con- 
tinuing the  treatment  until  an  adequate  amount  has 
been  administered. 

Syphilis  spreads  chiefly  in  a series  of  small  out- 
bursts, the  disease  being  passed  on  while  it  is  in  the 
early  infectious  stage.  These  outbursts,  or  epi- 
demics, can  be  traced  just  as  epidemics  of  t)phoid 
fever  are  traced.  Besides  providing  facilities  for 
treatment  of  these  early  cases  it  is  also  necessary 
that  the  sources  of  their  infection  and  their  contacts 
be  traced  rapidly,  so  that  these  other  persons  also 
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may  be  treated  as  early  as  possible  in  the  course 
of  the  disease. 

During  the  early  stages  of  syphilis,  therefore,  the 
medical  social  worker  may  be  of  great  assistance  in : 

1.  Impressing  upon  the  patient  the  necessity  for 
treatment. 

2.  Follow-up  of  the  patient  until  adequate  treat- 
ment is  given. 

3.  Finding  contacts  and  sources  of  infection. 

Special  note  should  be  made  of  the  importance  of 

treating  women  infected  with  syphilis  during  preg- 
nancy. The  treatment  of  these  cases  should  have 
great  appeal  not  only  because  of  the  tremendous 
handicap  to  the  child  who  enters  life  with  this  in- 
fection but  also  because  of  the  excellent  results  which 
may  be  obtained  if  sufficient  treatment  is  given  dur- 
ing pregnancy. 

The  prevalence  of  syphilis  in  prenatal  patients 
as  determined  by  the  percentage  of  positive  Wasser- 
manns  has  been  found  to  vary  from  2.5  to  19  per 
cent,  depending  on  the  race  and  social  status  of  the 
group. 

Studies  have  shown  that,  if  no  treatment  is  given, 
about  50  per  cent  of  the  children  will  show  evi- 
dence of  congenital  syphilis.  If  treatment  is  begun 
early  enough  during  pregnancy  and  if  sufficient 
treatment  is  given  there  will  be  almost  no  cases  of 
congenital  syphilis  in  the  offspring.^®  If  less  than 
sufficient  treatment  is  administered  the  results  will 
be  roughly  proportional  to  the  amount  given. 

In  spite  of  the  existence  of  this  knowledge,  about 
2 per  cent  of  children  born  today  reveal  evidence  of 
congenital  syphilis. 

In  addition  to  this,  syphilis  plays  a large  role  in 
the  causation  of  abortions  and  stillbirths.  There 
are  over  2,400  stillbirths  in  Virginia  yearly.^®  It 
is  thought  that  syphilis  is  probably  the  largest  single 
cause  of  fetal  mortality.^^ 

It  is  imperative,  therefore,  that  women  during 
pregnancy  should  have  a blood  test  made  and,  if 
this  is  positive,  they  should  receive  treatment  re- 
gardless of  previous  treatments  received  or  of  the 
lack  of  clinical  evidence  of  activity  of  the  disease. 

During  the  later  period  of  the  course  of  the  dis- 
ease the  emphasis  from  a social  viewpoint  changes. 
Here  syphilis  damages  society  by  disabling  and  kill- 
ing persons  who  should  be  at  the  height  of  their 
responsibility  and  production.  From  8 to  12  per 
cent  of  the  inmates  of  insane  hospitals  are  insane 
because  of  syphilis.^^'^®  There  are  many  other  dis- 


abled individuals  with  heart  disease  and  blindness 
caused  by  this  disease.  One  authority  estimated  that 
the  institutional  care  of  cases  of  insanity  due  to 
syphilis  costs  $467,000,000  a year.^*  If  we  should 
add  to  this  the  cost  of  all  syphilitic  treatments  and 
the  loss  of  income  due  to  disability  and  shortened 
span  of  life,  we  should  really  have  a tremendous 
figure. 

It  was  found  in  a limited  group  that  the  average 
age  at  infection  was  about  twenty-nine  years  and 
that  the  average  age  at  death  was  45.8  years.^ 
The  statistics  compiled  by  the  Census  Bureau  show 
that  the  highest  number  of  deaths  from  syphilis 
falls  in  the  age  group  from  forty-five  to  fifty-four 
years. This  is  evidence  that  the  disease  prema- 
turely kills  its  victim  at  a time  when  his  family 
responsibility  is  great,  when  his  children  are  in  the 
formative  years  and  need  the  security  afforded  by 
healthy  parents  and  a stable  home  life. 

The  effects  of  public  health  endeavors  in  the 
past  have  not  tended  to  allow  old  persons  to  live 
longer  but  have  definitely  allowed  more  people  to 
live  to  old  age.  From  the  standpoint  of  social  secu- 
rity this  trend,  which  enables  the  family  unit  to 
remain  intact  until  the  children  are  self-supporting, 
is  of  utmost  importance. 

The  reduction  in  the  death  rate  in  recent  years 
has  been  due  almost  entirely  to  reduction  in  deaths 
caused  by  infectious  diseases  and  to  improved  infant 
mortality.  Attempts  to  defer  the  age  at  death  from 
the  degenerative  diseases  have  been  discouraging. 

If  we  take  this  lesson  from  the  past  and  con- 
tinue to  exert  major  effort  in  attacking  disease  which 
disables  and  kills  prematurely  and  concerning  the 
prevention  of  which  we  have  known  weapons,  we 
find  that  the  problem  of  syphilis  offers  a promising 
field,  possibly  the  most  promising  field  for  further 
removing  the  burden  of  disease  as  an  economic  and 
social  menace. 
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PRACTICAL  MEASURES  FOR  DETECTING  CASES  OF  SYPHILIS.* 


E.  E.  B.arksdale,  M.  D., 

Danville,  Va. 


S}Thilis  is  a disease  to  which  all  subdivisions  of 
the  human  race  are  susceptible.  It  is  supposed  to 
have  been  brought  to  Europe  in  the  latter  part  of 
the  15th  centur}\  Today  there  is  probably  no  race 
on  the  face  of  the  earth  in  which  it  is  not  prevalent. 
It  is  only  in  the  last  few'  decades  that  adequate 
methods  for  detection  and  treatment  have  been  dis- 
covered. 

The  purpose  of  this  paper  is  to  briefly  discuss  the 
practical  measures  that  are  today  of  value  in  the 
control  of  syphilis.  It  is  a specific  infection  that 
is  caused  by  the  organism  known  as  the  Treponema 
pallidum.  It  is  contracted  from  the  discharges  of 
lesions  or  sores  of  the  skin  and  mucous  membranes, 
or  from  articles  that  have  been  freshly  soiled  by 
these  discharges. 

Its  mode  of  transmission  is  either  direct  or  in- 
direct. Direct  includes  sexual  intercourse  and  other 
forms  of  personal  contact  with  the  discharges  con- 
taining the  organism.  It  is  also  the  one  in  which 
the  germ  is  transmitted  before  childbirth,  through 
the  placenta  and  results  in  a congenital  syphilitic 
child.  The  indirect  method  is  that  one  in  w'hich 
the  organism  is  transmitted  from  one  individual  to 
another  by  means  of  some  intermediary  host  as  a 
towel  or  drinking  utensil. 

The  importance  of  syphilis  as  a cause  of  death 
is  underestimated  in  this  countrj’.  The  main  rea- 
son for  this  is  the  fact  that  many  doctors  are  very 

*Read  before  the  Division  on  Public  Health  and  Med- 
ical Care  of  the  Virginia  Conference  of  Social  Work  at 
Roanoke,  March  19,  1936. 


reluctant  to  write  such  a name  on  the  death  cer- 
tificate for  fear  of  embarrassing  the  family.  It  is 
generally  considered  that  syphilis  ranks  above  both 
pneumonia  and  tuberculosis  as  a cause  of  death. 
When  one  studies  the  statistics  in  regard  to  the  prev- 
alence of  the  disease  in  this  countrj'  it  is  easy  to 
see  that  the  efforts  for  its  control  are  not  wasted. 
The  U.  S.  Public  Health  Service  estimates  that 
518,000  new'  cases  of  early  s}'philis  seek  treatment 
annually.  recent  survey  made  in  six  counties  of 
various  Southern  States  showed  that  a little  over 
20  per  cent  of  the  Negroes  were  infected.  It  varied 
in  different  localities. 

The  diagnosis  of  early  syphilis  is  largely  a lab- 
oratory procedure.  This  is  true  because  of  the 
high  degree  of  accuracy  of  the  methods  that  are 
available.  .4.ny  state  or  community  which  hopes  to 
successfully  control  the  spread  of  this  disease  must 
provide  facilities  for  a quick  and  accurate  diag- 
nosis in  those  people  who  are  unable  to  secure  a 
private  physician.  It  is  also  necessary  that  the 
physician  who  is  unable  to  do  this  properly  have 
some  place  to  which  he  can  go  for  a consultation. 
The  dark  field  examination  in  which  some  of  the 
discharge  from  the  lesion  is  examined  under  a spe- 
cial microscope  is  the  procedure  of  choice  in  the 
first  stage  of  the  disease.  Because  of  the  expense 
and  experience  required  in  its  use  this  is  not  prac- 
tical for  all  physicians.  The  Public  Health  De- 
partment of  New  York  State  is  now  one  of  the  few' 
which  provides  laboratories  to  which  any  doctor 
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can  collect  the  serum  from  the  syphilitic  lesion  and 
mail  it  in  for  dark  field  study.  A laboratory  must 
also  be  available  so  that  a Wassermann  and  other 
serological  tests  can  be  made,  both  for  diagnosis 
and  as  a guide  in  treatment. 

If  the  practicing  physician  employed  the  Wasser- 
mann and  other  serological  examinations  along  with 
his  routine  medical  studies,  a larger  number  of 
undiagnosed  cases  could  be  brought  under  treat- 
ment. There  are  facilities  in  this  State  to  have  these 
tests  made  free  of  charge.  The  public  at  large 
should  also  be  educated  to  the  fact  that  it  is  de- 
sirable for  everyone  to  have  routine  Wassermanns 
made.  It  is  also  possible  to  make  these  tests  for 
syphilis  on  certain  groups  of  individuals. 

It  follows  within  reason  that  for  every  case  of 
syphilis  there  is  at  least  one  other  somewhere  from 
whom  the  infection  has  been  contracted,  and  possi- 
bly more  to  whom  it  has  been  passed  on. 

It  is  possible  to  obtain  the  names  and  addresses 
of  the  exposed  sexual  partners  from  the  infected  in- 
dividual. One’s  ability  to  do  this  does  not  require 
any  special  degree  of  training,  but  can  be  done 
by  any  medical  man  with  the  understanding  that 
the  information  is  confidential.  Once  the  name  and 
address  of  the  exposed  contact  has  been  obtained  it 
is  possible  either  by  letter  or  by  message  through 
the  patient  himself,  or  by  letter  to  the  contact’s 
physician,  to  have  an  examination  made  and  treat- 
ment started  if  necessar}'. 

It  is  also  often  necessary'  to  search  for  an  in- 
dividual’s contacts  other  than  those  that  are  sexual. 
All  members  of  any  household  must  have  fairly  per- 
sonal contact  with  other  members.  A contagious 
syphilitic  parent  should  certainly  have  the  children 
examined  because  syphilis  can  be  acquired  other 
than  through  sexual  intercourse.  As  often  hap- 
pens, either  one  or  the  other  of  the  marital  partners 
may  have  acquired  the  disease  previous  to  marriage 
and  passed  it  on  to  the  other  since.  It  is  also  ob- 
vious that  a follow-up  of  either  parent  should  be 
made  for  congenital  syphilis  among  the  children. 

Any  methods  for  prevention  must  be  directed  at 
that  stage  when  the  disease  is  the  most  contagious. 
This  is  generally  considered  to  be  within  the  first 
two  years  of  the  infection.  It  is  during  this  time 
that  both  the  primary  and  secondary  stages  occur. 
This  is  also  the  time  to  immediately  start  treatment. 
Adequate  treatment  is  the  chief  weapon  in  prevent- 
ing the  spread  of  syphilis.  It  is  fortunate  that  there 


is  a drug  available  which  will  render  a patient  non- 
contagious  quicker  than  in  any  other  communicable 
disease.  In  a comparatively  short  time  after  the 
commencement  of  treatment  with  intravenous  ar- 
sphenamine  (606)  the  patient  is  no  longer  infec- 
tious. It  is,  however,  necessary  to  give  adequate 
continuous  treatment  if  a cure  is  to  be  hoped  for. 
Unless  this  is  done  it  is  possible  that  a relapse 
might  occur  which  is  also  a contagious  stage.  One 
of  the  first  prerequisites  in  the  attempt  to  bring 
about  the  most  desirable  result  is  the  patient’s  co- 
operation. If  the  doctors,  nurses  and  social  work- 
ers who  come  in  contact  with  syphilitic  individuals 
lead  them  to  believe  that  they  are  immoral  or  social 
outcasts  this  cannot  be  hoped  for.  These  people  are 
sick  just  as  are  those  with  tuberculosis,  typhoid 
fever,  cancer,  or  any  other  disease,  and  should  be 
respected  accordingly. 

There  is  probably  no  parallel  in  all  medicine 
where  such  satisfactory  preventive  and  therapeutic 
medicine  can  be  practiced  with  such  little  effort  as 
in  treating  the  syphilitic  pTegnant  woman.  If  treat- 
ment is  started  early  enough  in  pregnancy  a non- 
syphilitic child  can  be  practically  assured.  Also 
while  the  disease  is  being  prevented  in  the  offspring, 
progress  towards  a cure  is  being  made  in  the  mother. 

Any  child  born  of  a syphilitic  mother  must  have 
early  and  proper  examinations  in  regard  to  either 
proving  or  disproving  the  presence  of  congenital 
syphilis.  It  is  generally  believed  that  if  the  diag- 
nosis is  made  under  .six  months  of  age  the  child 
will  have  an  85  per  cent  chance  of  both  a serological 
and  clinical  cure  if  as  many  as  fifty  treatments  are 
given  before  the  child  is  two  years  old.  However, 
it  still  remains  that  the  best  cure  of  congenital 
syphilis  is  proper  prenatal  care  of  the  pregnant 
woman.  If  this  is  done  the  diagnosis  can  be  made 
soon  enough  in  the  mother  to  prevent  it  in  the  off- 
spring. 

The  practical  medical  methods  that  are  avail- 
able for  detecting  cases  of  syphilis  are  often  hin- 
dered and  indeed  sometimes  prevented  because  of 
the  ignorance  of  the  public  at  large  The  facts 
needed  for  the  eradication  of  this  disease  are  known. 
It  can  be  prevented.  There  are  means  to  accurately 
diagnose  it  in  its  early  stages,  and  there  is  a drug 
which  can  cure  it.  As  Stokes  says,  the  only  thing 
that  remains  is  the  education  of  the  public. 

Masonic  Temple. 
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SYPHILIS  AND  GONORRHEA  AS  A MAJOR  PUBLIC  HEALTH 

PROBLEM.* 


R.  A.  VONDERLEHR,  M.  D., 

Assistant  Surgeon  General,  U.  S.  Public  Health  Service, 
Washington,  D.  C. 


^^'hile  syphilis  and  gonorrhea  have  been  known 
to  the  medical  profession  for  many  years,  their  im- 
portance to  public  health  has  been  appreciated  only 
in  the  past  two  decades  since  this  important  move- 
ment has  gained  impetus.  Early  sporadic  attempts 
were  made  to  control  the  dissemination  of  these 
diseases.  Many  of  the  early  measures  were  di- 
rected chiefly  toward  the  abolition  of  prostitution 
and  general  improvement  in  public  morals.  In  the 
15th  century,  for  instance,  the  town  council  of  one 
of  the  cities  of  Scotland  decreed  that  all  such  per- 
sons desist  from  their  vice  and  work  for  their 
support  lest  they  be  branded  and  banished  from 
the  town. 

At  the  present  time  commercialized  prostitution 
has  been  legally  abolished  in  all  English  speaking 
countries.  On  the  other  hand,  attainment  of  the 
ideal  of  suppression  of  clandestine  prostitution  and 
promiscuity  through  legal  means  has  failed.  Pres- 
ent measures  for  the  prevention  of  syphilis  and  gon- 
orrhea, therefore,  pertain  chiefly  to  the  practical  ap- 
plication of  the  modem  scientific  principles  of  pub- 
lic health.  The  insidious  character  of  these  dis- 
eases, their  widespread  prevalence,  and  the  rela- 
tively high  cost  of  a program  aimed  at  their  control 
have  unjustifiably  led  to  a pessimistic  feeling  among 
health  officers  with  the  result  that  comprehensive 
programs  have  not  been  adopted  in  most  areas. 
Health  officers  have  clung  to  the  belief,  so  deeply 
ingrained,  that  more  progress  could  be  made  in 
public  health  by  applying  the  limited  available  per- 
sonnel and  the  restricted  funds  to  the  control  of  the 
more  acute  communicable  diseases.  The  marked 
success  which  has  been  attained  during  the  last  few 
decades  in  the  control  of  the  acute  communicable 
diseases  has  eliminated  many  of  them  as  serious 
problems.  The  time  has  arrived,  therefore-  when 
health  organizations  will  devote  more  of  their  re- 
sources to  the  control  of  syphilis  and  gonorrhea. 

•Read  before  the  Division  on  Public  Health  and  Med- 
ical Care  of  the  Virginia  Conference  of  Social  Work  at 
Roanoke,  March  19,  1936. 


Prev.alen'ce 

Morbidity  and  mortality  reports  are  as  unreliable 
an  indication  of  the  prevalence  of  syphilis  and  gon- 
orrhea as  of  any  of  the  communicable  diseases. 
This  fact  has  been  known  for  many  years.  A large 
number  of  studies  have  been  made  of  the  prevalence 
and  incidence  of  syphilis.  Many  of  these  were 
confined  to  selected  population  groups  and  few  have 
yielded  information  which  is  generally  considered 
to  be  reliable. 

In  1928  the  health  authorities  in  Germany  de- 
scribed a method  of  establishing  the  prevalence  of 
s}-philis  and  gonorrhea  by  utilizing  surveys  of 
sources  of  treatment.  A few  years  later  the  Public 
Health  Service  began  a series  of  surveys  of  sources 
of  treatment  for  syphilis  and  gonorrhea  in  this  coun- 
tr}-.  T7p  to  the  present  time  surveys  have  been  com- 
pleted in  forty-nine  representative  communities 
throughout  the  E’nited  States  in  cooperation  with 
State  and  local  health  departments  and  the  Amer- 
ican Social  Hygiene  Association.  Twenty-nine  mil- 
lion of  the  Nation’s  population  or  approximately 
one-fourth  of  the  citizens  of  the  country  live  in 
these  sur\-eyed  areas. 

In  conducting  the  surveys,  sources  of  treatment 
were  requested  to  report  the  number  of  cases  of 
SA'philis  and  gonorrhea  seeking  medical  care  during 
a given  period.  Further  data  pertaining  to  the 
chronicity  of  the  infections  and  the  duration  of  the 
treatment-observation  periods  were  likewise  re- 
quested. Practically  100  per  cent  of  the  question- 
naires submitted  to  the  sources  of  treatment  during 
these  surveys  were  returned. 

-\s  a result  of  this  work  it  has  been  possible  to 
establish  the  prevalence  rate  for  cases  of  syphilis 
under  treatment  at  any  one  time  throughout  the 
United  States  at  5.2  per  1,000  for  the  male  popula- 
tion and  3.4  per  1,000  for  the  female  population. 
For  gonorrhea  the  rate  is  4.9  per  1,000  male  popu- 
lation and  1.8  per  1,000  female  population.  The 
total  prevalence  rate  of  syphilis  and  gonorrhea  for 
both  sexes  is  7.7  per  1,000  population.  In  thirty- 
eight  communities  additional  data  were  available 
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with  regard  to  the  race  of  the  patients.  The  rate 
for  Negroes  infected  with  syphilis  was  8.4  per  1,000 
Negro  population  and  for  gonorrhea  3.4  per  1,000 
Negro  population.  The  rates  in  the  thirty-eight 
communities  for  the  white  population  were  4.5  per 
1,000  population  for  syphilis  and  4.0  per  1,000 
population  for  gonorrhea. 

The  annual  incidence  of  syphilis  and  gonorrhea 
for  the  entire  country  has  been  estimated  from 
these  surveys.  Considering  only  the  early  cases  of 
syphilis  and  the  acute  cases  of  gonorrhea,  it  has 
been  computed  that  518,000  new  cases  of  syphilis 
and  1,037,000  new'  cases  of  acute  gonorrhea  an- 
nually seek  treatment  in  the  United  States.  The 
total  number  of  new  venereal  infections  each  year 
exceeds  one  and  one-half  million  cases. 

A consideration  of  the  prevalence  of  syphilis  and 
gonorrhea  in  the  State  of  Virginia  should  be  of 
interest.  Eight  years  ago  a survey  of  all  sources 
of  treatment  in  eighteen  counties  was  made  by  the 
Public  Health  Service  in  cooperation  with  the  State 
Health  Department  and  the  local  medical  profes- 
sion. The  data  which  were  accumulated  permit 
the  prevalence  of  syphilis  and  gonorrhea  to  be  estab- 
lished for  the  whole  State.  The  evidence  indicates 
that  10,200  cases  of  syphilis  and  8,000  cases  of 
gonorrhea  are  constantly  under  treatment  in  the 
State  of  Virginia.  Data  were  not  accumulated  dur- 
ing this  survey  which  permit  a reliable  estimate  of 
incidence. 

It  has  already  been  noted  that  morbidity  reports 
submitted  by  health  departments  are  generally  re- 
garded as  incomplete  evidence  of  the  incidence  of 
syphilis  and  gonorrhea.  Reports  which  were  sub- 
mitted to  the  Public  Health  Service  by  the  Vir- 
ginia State  Health  Department  in  1928  included 
only  2,004  new  cases  of  syphilis  and  gonorrhea.  In 
the  calendar  year  1935,  however,  8,396  cases  of 
these  two  diseases  were  reported.  It  is  improbable 
that  these  figures  portray  an  actual  increase.  Rather 
they  seem  to  suggest  an  increased  interest  among 
physicians  engaged  in  private  practice.  In  the  year 
1928  only  11  per  cent  of  the  morbidity  reports  re- 
ceived by  the  State  Health  Department  were  from 
physicians,  whereas  in  1935  private  physicians  re- 
ported 74  per  cent  of  the  cases.  This  represents  an 
increase  of  almost  3,000  per  cent  in  the  number  of 
reports  submitted  by  physicians  during  the  seven- 
year  period.  Such  an  increase  would  not  have  been 
shown  had  the  physicians  of  the  State  not  been  in- 


terested in  the  venereal  disease  problem.  It  is  be- 
lieved that  those  primarily  responsible  for  the  de- 
velopment of  a more  comprehensive  program  di- 
rected against  syphilis  and  gonorrhea  in  the  State 
of  Virginia  would  do  well  to  consider  this  evidence 
thoroughly  in  planning  the  future  health  program 
for  the  State. 

A comparison  of  the  rates  for  syphilis  and  gonor- 
rhea with  those  of  other  common  communicable  dis- 
eases is  of  great  interest.  In  the  year  1935,  202 
new  cases  of  syphilis  and  141  new  cases  of  gonor- 
rhea w’ere  reported  to  the  Virginia  State  Health 
Department  per  100,000  population.  Rates  per 
100,000  population  for  other  communicable  dis- 
eases are  not  available  for  1935,  but  those  for  1934 
are  presented  below; 


Communicable  Rates  per  100,000 

Diseases  population 

Scarlet  fever  1 124 

Tuberculosis,  pulmonary 159 

Diphtheria  81 

Typhoid  and  paratyphoid 32 

Poliomyelitis  3 

Smallpox  1 


It  is  to  be  noted  that  syphilis  occurs  50  per  cent 
more  frequently  than  does  scarlet  fever  and  almost 
seven  times  as  often  as  typhoid  and  paratyphoid 
fevers  combined.  Syphilis  occurs  30  per  cent  more 
frequently  than  tuberculosis.  In  view'  of  this  con- 
sider the  expenditures  by  the  State  Health  Depart- 
ment for  the  control  of  these  two  diseases  in  com- 
parison with  the  relative  effectiveness  of  present- 
day  treatment  from  a public  health  standpoint.  .A.n 
allocation  of  funds  on  the  basis  of  the  prevalence  of 
communicable  diseases  may  not  be  a method  which 
is  entirely  justifiable,  yet  adequate  provision  for  a 
comprehensive  program  to  control  syphilis  is  a basic 
principle  in  the  organization  of  every  efficient  health 
department. 

The  Application  of  Control  Measures 

Anyone  unfamiliar  w’ith  the  technical  significance 
of  these  high  prevalence  and  incidence  rates  can  ap- 
preciate the  vast  importance  of  these  tw’o  diseases 
to  the  social  and  economic  welfare  of  the  Nation. 
Despite  the  manifest  seriousness  of  the  problem- 
due  importance  has  not  been  given  to  the  control 
of  the  venereal  diseases  by  health  departments  gen- 
erally. Neglect  of  the  problem  is  due  particular!}- 
to  the  failure  of  the  civil  population  to  demand 
the  institution  of  a comprehensive  program. 

The  time  is  now  rapidly  approaching  when  health 
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departments  will  not  be  permitted  by  an  aroused 
public  longer  to  neglect  the  control  of  sj-philis  and 
gonorrhea.  Under  the  authority  of  the  recently 
enacted  Federal  Social  Security  legislation  funds 
are  available  to  State  and  local  health  departments 
which  may  be  applied  to  the  control  of  these  dis- 
eases. Appreciating  the  opportunity  which  is  of- 
fered as  the  result  of  this  new  legislation,  the  Sur- 
geon General  appointed  an  Advisor}-  Committee  to 
recommend  a venereal  disease  control  program  for 
application  in  State  and  local  health  departments. 
In  formulating  its  recommendations  the  Advisor}- 
Committee  described  plans  for  control  work  which 
were  not  only  far-reaching  and  complete  but  were 
purposely  of  a general  character.  The  recommen- 
dation of  general  measures  only  was  necessar}-  in 
order  that  the  program  might  be  adaptable  to  the 
var}-ing  conditions  in  the  several  states. 

In  the  general  administration  of  the  venereal  dis- 
ease control  program  the  Advisory-  Committee  recom- 
mended that  such  work  should  be  integrated  or  per- 
formed in  close  liaison  with  the  communicable  dis- 
ease division  of  the  health  department.  At  the 
same  time  it  was  felt  that  venereal  disease  control 
work  should  be  conducted  either  under  a separate 
division  or  subdivision  with  a high  degree  of  au- 
tonomy. The  direction  of  the  program  by  a full- 
time venereal  disease  control  officer  was  considered 
necessary  and  no  exception  to  this  rule  should  be 
permitted  in  the  health  department  of  any  state  or 
large  city.  A third  important  problem  in  the  ad- 
ministration of  the  program  was  that  of  the  provi- 
sion of  adequate  funds.  Two  fundamental  princi- 
ples should  be  observed  in  determining  the  propor- 
tion of  funds  to  be  allocated  to  venereal  disease 
control  activities.  First,  there  should  be  a carefully 
drawn  State  program  to  secure  for  the  public  ade- 
quate protection  against  the  spread  of  disease  by  in- 
fected individuals,  and  for  the  individual  patient 
adequate  treatment,  skilled  medical  care,  and  maxi- 
mum privacy.  Second,  the  allocation  of  funds 
should  be  considered  on  the  basis  of  the  relative 
prevalence  of  the  venereal  diseases  in  proportion  to 
all  communicable  diseases  in  the  State’s  morbidity 
rates.  For  the  entire  United  States  the  venereal  dis- 
eases represent  approximately  20  per  cent  of  all 
communicable  diseases  reported.  Few  health  de- 
partments have  followed  in  the  past  a policy  of  fi- 
nancing venereal  disease  control  activities  based 
upon  either  of  these  two  principles. 


Adequate  Treatment  Facilities 

In  the  present  state  of  our  knowledge  the  control 
of  the  venereal  diseases  is  primarily  dependent  upon 
the  correct  clinical  management  of  early  cases.  No 
health  program  for  the  control  of  s}'philis  and  gon- 
orrhea can  succeed  unless  the  newly  infected  cases 
be  given  proper  care.  Appreciating  this  point,  the 
Advisory  Committee  made  recommendations  for  the 
development  of  treatment  facilities  in  both  urban 
and  rural  communities. 

The  establishment  of  new  clinics  or  other  insti- 
tutions for  treatment  of  syphilis  and  gonorrhea 
would  not  be  justified  in  many  parts  of  the  coun- 
tr}-  because  excellent  private  facilities  already  exist. 
Private  institutions  have  been  handicapped  fre- 
quently by  inadequate  financial  support,  and  the 
reference  of  large  numbers  of  patients  for  admis- 
sion who  constitute  grave  hazards  to  the  public 
health.  For  this  reason,  it  was  recommended  that 
existing  clinics  and  other  sources  of  treatment,  if 
they  are  able  to  conform  with  minimum  standards 
of  efficiency  be  subsidized  by  health  departments  in 
their  respective  areas.  Polyclinics  seem  preferable 
to  isolated  clinics  because  in  such  clinics  the  reason 
for  the  patient’s  admission  is  unknown,  because 
there  are  specialists  in  other  lines  of  work  for  con- 
sultation, and  also  because  in-patient  treatment  is 
available  in  most  polyclinics  if  this  becomes  neces- 
saiy-. 

In  rural  areas  it  was  recommended  that  ade- 
quate treatment  be  achieved  by  extending  subven- 
lionar}-  assistance  to  properly  qualified  local  phy- 
sicians or  by  the  provision  of  treatment  to  indigent 
patients  by  county  health  officers  themselves,  pro- 
vided these  officers  have  had  proper  training  in  the 
clinical  management  of  such  cases. 

The  principle  of  free  distribution  of  antisyphilitic 
drugs  to  all  sources  of  treatment  regardless  of  the 
patient’s  ability  to  pay  was  approved.  Where  finan- 
cial conditions  permit  the  recommendation  was  made 
that  not  only  should  routine  diagnostic  laborator}- 
ser\-ices.  be  made  generally  available,  but  that  at 
least  one  approved  venereal  disease  diagnostic  and 
treatment  center  be  made  available  in  each  state. 
In  such  centers  roentgenologic  and  special  labora- 
tory facilities  should  be  provided  for  indigent  citi- 
zens or  those  who  because  of  limited  financial  means 
could  not  meet  the  regular  fees  of  specialists  for 
such  services.  In  addition  to  this  ambulatory’  con- 
sultant sers’ice,  the  diagnostic  and  treatment  center 
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should  also  provide  for  the  hospitalization  of  in- 
digent patients  whose  illness  requires  in-patient 
care. 

What  Treatment  Accomplishes 

The  practical  accomplishments  of  treatment  in 
the  public  health  control  of  syphilis  can  best  be 
showm  by  citing  certain  findings  of  the  cooperative 
clinical  group  of  the  Public  Health  Service.  If 
therapy  is  started  during  the  first  year  of  the  syphi- 
litic infection  and  continued  until  adequate,  the  pa- 
tient may  expect  results  equivalent  to  cure  in  three 
out  of  four  cases.  As  here  used,  the  term  adequate 
treatment  means  the  administration  by  the  con- 
tinuous alternating  method  of  at  least  thirty-two 
doses  each  of  one  of  the  arsphenamines  and  of  one 
of  the  bismuth  preparations  over  a period  of  ap- 
proximately eighteen  months.  The  real  opportunity 
for  the  prevention  of  the  transmission  of  syphilis 
also  exists  in  the  treatment  of  early  cases.  The  co- 
operative clinical  studies  have  shown  that  when 
adequate  treatment  is  given  communicable  forms  of 
relapse  are  prevented  in  practically  all  cases.  As 
is  well  known,  the  administration  of  antisyphilitic 
treatment  terminates  immediately  the  course  of  com- 
municable lesions  which  were  present  before  treat- 
ment was  started. 

The  physician  has  an  opportunity  to  prevent  the 
transmission  of  syphilis  from  the  pregnant  woman 
to  her  unborn  child  which  almost  equals  the  pre- 
vention of  the  transmission  of  the  acquired  infection 
in  the  early  stage  of  this  disease.  It  has  been  dem- 
onstrated that  if  treatment  is  started  before  the  fifth 
month  of  pregnancy,  is  continued  until  the  end  of 
term,  and  consists  of  a minimum  of  ten  doses  of 
one  of  the  arsphenamines  and  accompanying  heavy 
metal,  the  transmission  of  the  disease  to  the  fetus 
can  be  prevented  in  nine  out  of  ten  cases. 

From  the  public  health  standpoint,  therefore,  the 
golden  opportunity  for  the  prevention  of  the  trans- 
mission of  syphilis  exists  during  the  early  stage  of 
the  disease  and  during  pregnancy. 

Unfortunately,  present  knowledge  of  the  clinical 
management  of  gonorrhea  does  not  permit  the  stand- 
ardization of  therapeutic  procedure.  It  is  well 
known,  however,  that  most  properly  managed  cases 
of  gonorrhea  run,  on  an  average,  a course  which  is 
relatively  benign  and  that  recovery  results  within 
two  to  three  months.  The  need  for  insistence  upon 
the  application  of  treatment  for  gonorrhea  by  phy- 


sicians who  are  thoroughly  experienced  in  this  line 
of  work  is  also  well  known.  The  treatment  of  cases 
by  improperly  trained  physicians  is  not  only  useless 
but  may  be  productive  of  considerable  harm  both 
from  the  standpoint  of  the  public  health  and  the 
individual. 

The  Application  or  Epidemiologic  Procedure 

The  application  of  fundamental  principles  to  the 
study  of  the  transmission  of  syphilis  has  only  been 
made  in  recent  years.  It  was  initiated  by  the  pioneer 
work  of  Munson  in  New  York  State.  In  later  years 
others  have  become  interested  in  the  problem  and 
the  principle  of  epidemiologic  investigation  in  ve- 
nereal disease  control  work  is  accepted  by  modern 
health  organizations.  Some  of  the  m.ost  recent  ob- 
servations indicate  that  from  a practical  standpoint 
the  danger  period  for  the  transmission  of  acquired 
syphilis  is  almost  entirely  limited  to  the  first  year 
of  the  disease.  The  great  importance  of  early 
syphilis  in  the  control  picture  may  be  appreciated 
when  it  is  realized  that  all  authorities  are  now  of 
the  opinion  that  the  first  five  years  of  the  syphilitic 
infection  constitute  the  only  period  during  which 
acquired  syphilis  is  ordinarily  transmitted. 

All  workers  in  the  venereal  disease  control  pro- 
gram should  insist  upon  detailed  epidemiologic  study 
of  every  early  case  of  syphilis  and  gonorrhea.  The 
epidemiologic  work  should  be  conducted  either  by 
the  physician  in  charge  of  the  case  or  under  the 
supervision  of  the  venereal  disease  control  officer 
by  thoroughly  experienced  medical  follow-up  work- 
ers. These  workers  should  be  charged  with  two 
duties,  each  equally  important:  First,  the  epidemi- 
ologic investigation  of  the  early  case  with  the  ob- 
ject of  bringing  such  cases  to  treatment,  and  con- 
tacts with  such  cases  to  examination  and  treatment 
if  necessary.  Second,  the  follow-up  of  patients, 
lapsed  from  treatment,  especially  those  with  in- 
fectious lesions.  In  no  other  phase  of  the  applica- 
tion of  epidemiologic  methods  is  such  tact  and  un- 
derstanding required  of  the  follow-up  worker.  Not 
only  may  the  epidemiologic  investigation  arouse  the 
distrust  and  ire  of  the  patient  but  a worker  with 
lack  of  training  or  understanding  may  cause  serious 
familial  or  social  complications.  The  medical  fol- 
low-up worker  for  such  investigations  should,  there- 
fore, be  appointed  on  the  basis  of  real  merit  and 
experience  and  not  because  of  spurious  claims  of 
ability  or  through  political  coercion. 
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The  Informative  and  Educational  Program 

This  part  of  the  venereal  disease  control  program 
should  be  prosecuted  to  the  fullest  extent  of  the 
health  department’s  capacity.  Its  importance  can- 
not be  denied.  Intelligent  application  of  modem 
communicative  methods  should  make  it  possible  to 
give  to  ever}-  citizen  concise  and  pertinent  informa- 
tion relating  to  the  prevalence  and  serious  character 
of  the  venereal  diseases.  Ever}^  citizen  should  also 
know  where  treatment  may  be  obtained,  should  he  be 
unable  to  meet  the  cost  of  adequate  medical  care. 
The  importance  of  public  support  of  the  program 
must  be  repeatedly  emphasized  by  prominent  inter- 
ested citizens  since  funds  will  only  be  made  avail- 
able by  legislators  because  of  insistent  demand. 

Medical  schools  should  be  encouraged  by  both  pri- 
vate physicians  and  health  officers  to  revise  their 
curricula  when  necessary  in  order  to  place  before 
all  students  the  fundamental  principles  of  the  con- 
trol of  syphilis  and  gonorrhea.  In  such  schools  the 
proper  management  of  early  s}'philis  and  syphilis 
in  pregnancy  should  be  particularly  emphasized. 
\\'ith  the  cooperation  of  State  boards  of  medical  ex- 
aminers the  inclusion  of  congruous  information  in 
the  medical  curriculum  can  be  made  compulsory. 
Such  boards  of  examiners  could  do  much  to  attain 
this  end  by  requiring  that  at  least  one  question 
pertinent  to  the  public  health  control  of  these  dis- 
eases be  included  in  all  examinations  on  clinical 
subjects. 

A solution  of  the  problem  cannot  be  brought  about 
without  the  assistance  of  physicians  in  private  prac- 
tice. Admitting  this  concept  to  be  a fundamental 
principle,  all  interested  health  departments  and 
voluntar}-  agencies  should  seek  the  aid  of  medical 
societies  in  inaueurating  a comprehensive  and  en- 
during plan  for  informative  work  among  private 
physicians.  The  final  goal  will  not  be  attained  until 
ever}'  physician  in  private  practice  understands  and 
supports  the  basic  points  in  the  control  program. 

The  Results  of  a Coxiprehensfve  Program 

The  critical  observer  will  ask  what  may  be  ex- 
pected from  the  adoption  of  such  a complex  pro- 


gram. Even  under  favorable  conditions  may  we 
expect  s}q)hilis  to  be  brought  under  control?  This 
question  is  best  answered  by  reference  to  certain 
articles  which  have  appeared  in  the  literature  in  re- 
cent years.  Two  years  ago  Harrison,  as  the  result 
of  the  application  of  the  venereal  disease  treatment 
scheme  in  England  and  Wales,  inaugurated  in  1916, 
reported  a material  decrease  in  the  incidence  of 
early  syphilis  in  those  two  countries.  This  worker 
also  noted  that  the  death  rate  among  infants  due  to 
congenital  syphilis  was  reduced  to  approximately 
one-third  of  the  original  figure  within  two  decades. 
The  marked  success  attained  in  the  smaller  Euro- 
pean countries,  especially  Denmark  and  Sweden,  is 
a matter  of  common  knowledge. 

It  might  be  said  that  perhaps  conditions  in  the 
countries  of  Europe  differ  from  those  in  the  United 
States  to  such  an  extent  that  while  success  can  be 
attained  in  foreign  lands  but  little  or  no  progress 
may  be  expected  in  this  country.  A recent  report  by 
Nelson  belies  such  a conclusion.  This  health  officer 
has  been  able  to  show  a decrease  in  the  incidence  of 
early  syphilis  in  the  State  of  Massachusetts  which  is 
quite  comparable  with  that  in  England  and  Wales. 
He  has  also  discov-ered  that  in  institutions  rendering 
prenatal  care  and  in  which  serologic  tests  for  syphilis 
have  long  been  routine  procedure,  the  percentage  of 
positive  and  doubtful  reports  in  pregnant  women  has 
decreased  from  9.9  during  the  period  from  1915  to 
1919  to  2.1  in  1934.  This  same  obsersTr  has  noted 
a decrease  in  the  prevalence  of  neurosyphilis  in 
Massachusetts  of  32.3  per  cent  in  1934  over  the 
year  1930. 

The  health  departments  in  the  areas  in  which 
this  progress  has  been  made  perhaps  do  not  face 
other  serious  hazards  such  as  those  in  many  less 
fortunate  states  and  countries.  This  fact,  however, 
does  not  detract  from  the  splendid  results  which 
have  been  attained  and  the  individuals  responsible 
for  success  deserve  all  possible  credit.  Their  ac- 
complishments should  serve  as  a source  of  inspira- 
tion to  other  health  departments  and  as  a stimulus 
to  the  inauguration  of  more  effective  measures  gen- 
erally in  the  Elnited  States. 
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AIR  EMBOLISM  AND  PLEURAL  SHOCK.* 


D.  L.  Anderson,  M.  D., 

Catawba  Sanatorium,  Va. 


By  air  embolism  is  meant  the  plugging  of  a vein 
or  arter}"  by  bubbles  of  air.  Beauchse  reported 
a case  in  1818  following  the  removal  of  a tumor 
from  the  neck  of  one  of  his  patients.  Since  then 
this  accident  is  not  an  infrequent  finding  in  the 
surgical  field.  Yearly  reports  reveal  tragedies  fol- 
lowing thyroidectomies,  irrigations  of  the  maxillary 
sinuses  and  empyema  cavities,  fractures  of  the  long 
bones,  infusions  and  transfusions.  Gough  reports 
a case  in  which  the  patient  died  of  air  embolism  fol- 
lowing an  apparently  normal  delivery.  Occurring 
as  often  as  it  does  in  the  above  and  other  sundr}' 
fields  by  far  the  greatest  number  of  cases  of  air 
embolism  are  seen  during  the  administration  of  air 
in  artificial  pneumothorax. 

Fortunately,  in  the  treatment  of  tuberculosis,  air 
embolism  does  not  occur  frequently,  but  it  is  the 
most  dangerous  complication  and  often  is  fatal. 
Most  authors  reporting  these  cases  claim  one  can 
expect  the  accident  in  one  to  two  thousand  refills, 
with  percentage  of  mortality  ranging  from  IS  per 
cent  to  50  per  cent.  Five  of  Reefer  and  Kohl’s 
ten  patients  died  and  two  of  Hamilton  and  Roth- 
stein’s  nine.  Luckily,  at  this  institution  we  can  re- 
port only  two  serious  cases — one  fatal — in  more 
than  36,000  refills. 

It  is  difficult  to  explain  the  anatomical  routes 
by  which  the  emboli  reach  the  cerebral  and  coro- 
nary vessels.  As  a working  hypothesis,  Hamilton 
and  Rothstein  suggest  these  cases  may  be  divided 
into  those  in  which  it  gains  entrance  into  the  pe- 
ripheral venous  system  and  those  in  which  it  en- 
ters the  pulmonary  venous  circuit. 

Perhaps  you  would  like  a review  of  the  circula- 
tory system,  in  which  the  source  of  these  traumatic 
accidents  may  occur.  You  have  before  you  a dia- 
gram of  the  thoracic  circulatory  system.  You  can 
see  that  the  intercostal  veins  drain  the  blood  from 
the  intercostal  spaces.  The  highest  intercostal  veins 
receive  the  blood  from  the  upper  four  intercostal 
spaces.  On  the  left  they  flow  into  accessory  hemi- 
azygos or  the  left  innominate  vein  and  on  the  right 

*Read  before  the  Roanoke  Academy  of  Medicine  at  a 
meeting  held  at  Catawba  Sanatorium,  Va.,  April  20, 
1936. 


the  intercostals  flow  into  the  azygos  which,  in  turn, 
empties  into  the  superior  vena  cava.  The  lower 
left  intercostal  veins  are  tributaries  of  the  hemiazy- 
gos. The  blood  continues  through  the  right  heart 
and  pulmonary  arteries  to  the  lungs.  Here  it 
divides  into  branches  running  parallel  to  the  bron- 
chial tubes  and  ends  in  a dense  network  of  small 
capillaries  in  the  walls  of  the  alveoli.  These  capil- 
laries continue  with  the  pulmonary  capillaries, 
coalesce,  and  after  communicating  with  other 
branches  finally  reach  the  left  auricle  by  the  four 
pulmonary  veins.  The  bronchial  arteries,  branches 
of  the  thoracic  aorta,  supply  the  lung  tissue  with 
nutrition.  They  accompany  the  bronchial  tubes  and 
form  a capillary  plexus  in  the  muscular  coat.  The 
plexus  communicates  with  venous  channels  which 
empty  into  the  azygos  or  hemiazygos  veins.  With 
this  picture  of  the  circulatory  system  in  mind,  what 
are  the  essential  factors  necessary  in  producing  air 
embolism? 

The  first  important  prerequisite  is  a diseased 
lung  or  pleura.  Hamilton  points  out  that  the  nor- 
mal lung  is  elastic  and  that  the  visceral  pleura  of 
the  lung  tends  to  be  forced  away  by  the  surgical 
needle,  and  the  vessels  tend  to  collapse  or  retract 
when  punctured.  But  when  a lung  is  diseased, 
whether  it  be  by  tuberculosis,  pneumonia,  abscess 
formation,  syphilis,  silicosis,  or  some  other  type  of 
infection,  the  diseased  parts  hold  the  vessels  sta- 
tionary, preventing  their  retraction  and  collapse  and 
permitting  perforation  by  the  pneumothorax  or  aspi- 
rating needle. 

Another  important  essential  concerns  the  pul- 
monary venous  pressure.  This  pressure,  on  in- 
spiration, is  less  than  atmospheric  pressure;  and 
when  a bronchus  is  partially  obstructed  by  a tuber- 
culous process,  this  negative  pressure  is  greatly  in- 
creased— especially  on  forced  inspiration.  During 
this  time  the  peripheral  venous  vessels  may  grossly 
dilate,  especially  near  the  termination  of  the  in- 
spiratory act.  If  a needle  is  introduced  into  one 
of  these  and  air  is  permitted  to  flow  from  the 
pneumothorax  apparatus,  it  w'ould  be  relatively  easy 
for  an  air  embolism  to  result. 
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Moreover,  if  small  walled-off  pockets  have 'been 
formed  between  the  layers  of  pleura  when  a lung 
is  adherent  to  the  parietal  pleura  as  a result  of 
disease  or  injury,  and  if  air  is  injected  under  pres- 
sure into  one  of  these  packets,  it  may  enter  a 
damaged  vessel.  This  is  particularly  likely  to  oc- 
cur if  the  pressure  is  greatly  increased  as  a result 
of  the  closing  of  the  glottis  during  expiration  and 
coughing. 

Brandes  quotes  a case  in  which  cerebral  em- 
bolism resulted  from  the  injection  of  bismuth  paste 
into  an  empyema  fistula.  Particles  of  the  paste 
were  removed  from  the  cerebral  vessels  at  post- 
mortem. 

I wish  to  present  for  your  consideration  this 
thought : those  of  you  who  have  given  pneumo- 
thorax realize  that,  if  a pneumothorax  needle  is  in- 
troduced into  the  • subcutaneous  tissues  of  the  chest 
and  forced  down  to  the  parietal  pleura,  but  not 
into  the  pleural  cavity,  a negative  pressure  will  be 
recorded  on  the  manometer.  Although  this  oscil- 
lation is  generally  narrow  between  the  points  of 
fluctuation,  it  is  often  most  difficult  to  distinguish 
the  position  of  the  needle  point — especially  when 
pleural  adhesions  partially  obliterate  the  pleural 
space.  If  an  intercostal  vein  is  injured  or  per- 
forated or  the  inflamed  vessels  of  the  parietal  pleura 
are  damaged,  is  it  not  possible  to  introduce  air 
by  this  route? 

Suffice  it  to  say  that  the  quantity  of  air  necessary 
to  produce  an  embolism  is  variable.  Weaver  found 
he  could  produce  the  condition  in  his  experimental 
animals  by  injecting  as  little  as  one  c.c.  of  air  into 
the  carotid  arten.’.  Norland  found  it  was  often 
necessar}’  to  inject  160  c.c.  of  more  into  the  pe- 
ripheral system  before  clinical  signs  of  embolism 
were  observed. 

.•\ir  may  reach  the  vascular  system  from  one  of 
several  sources:  (1)  It  may  be  introduced  from 
the  air  chambers  of  the  pneumothorax  apparatus. 
(2)  It  may  be  aspirated  from  the  pleural  space, 
especially  if  a positive  pressure  is  present  and  the 
pleural  vessels  have  been  traumatized.  (3)  it  may 
be  aspirated  from  the  tubing  and  needle.  (4)  As 
Dr.  Everett  Watson  suggested,  it  may  result  from 
the  aspiration  of  air  from  a small  bronchus,  the 
bevel  of  the  needle  connecting  the  vessel  and 
bronchus.  (5)  It  may  be  sucked  from  a cavity 
during  coughing  attacks,  if  the  vessels  of  the  cavity 
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are  injured  or  perforated  as  a result  of  erosion  or 
hemorrhage. 

The  clinical  sj-mptoms  depend  largely  on  the  part 
of  the  body  receiving  the  foreign  substance — the  air 
embolus.  In  most  cases  the  patient  complains  of 
giddiness,  feeling  queer,  faint,  tickling  of  the  throat, 
or  he  may  cough  up  some  frothy  blood  and  lapse 
into  coma  or  convulsions.  The  pupils  are  dilated. 
Splotching  of  the  skin  is  not  an  infrequent  finding. 
Transient  blindness,  diplopia,  nystagmus,  and  ver- 
tigo are  not  unusual.  Sudden  death  is  not  rare. 
Cyanosis,  marbling  of  the  skin,  shock,  profuse,  per- 
spiration, chills,  cardiac  irregularity,  and  respira- 
tory failure  may  complete  the  picture. 

Contrar}-  to  some  textbooks,  the  diagnosis  of  air 
embolism,  as  a complication  of  artificial  pneumo- 
thorax, is  often  a difficult  problem.  It  may  be  im- 
possible to  differentiate  the  accident  from  apoplexy 
occurring  simultaneously  with  the  pneumothorax  re- 
fill. A histor}-  of  a pre-existing  B.  P.  elevation, 
cardiac  disease,  and  previous  attacks  of  fainting 
help  in  the  differential  diagnosis.  Fainting  and 
nervousness,  especially  among  women,  are  frequent 
conditions  during  the  administration  of  pneumo- 
thorax. Spontaneous  pneumothorax,  rupture  of  an 
aortic  aneurysm,  and  puncture  of  the  cardiac  muscle 
should  be  ruled  out. 

As  for  pleural  shock,  I doubt  if  it  occurs.  A\'eaver 
claimed  small  amounts  of  air  injected  into  the 
vascular  system  of  his  experimental  dogs  gave  signs 
of  the  so-called  pleural  shock,  and  larger  doses 
showed  signs  simulating  air  embolism. 

Pathology.  If  the  patient  dies  of  the  initial  at- 
tack and  an  autopsy  is  performed  at  once,  air  may 
be  found  in  the  coronary,  retinal,  cerebral  and 
pulmonary  vessels,  and  also  in  the  capillaries  of  the 
lungs.  In  the  experimental  animals  the  right  heart 
and  pulmonary  arteries  and  its  branches  are  filled 
with  air  bubbles.  If  the  air  is  introduced  into  a 
vein,  other  than  a pulmonar>'  vein,  it  must  pass 
through  the  capillaries  of  the  lungs,  or  it  may  pass 
through  a patent  foramen  ovale  and  then  into  the 
arterial  system.  At  times  no  cause  of  death  is  found 
at  the  autopsy  table.  Electrocardiographic  tracings 
were  made  on  Durants’  patient  before  and  after  the 
coronary  air  embolism.  An  inversion  of  the  T- 
wave  and  other  signs  of  the  coronary  accident  were 
demonstrated.  After  thirteen  months  the  T-waves 
were  normal. 

If  air  enters  one  of  the  cerebral  arteries  and  is  not 
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readily  absorbed,  infarction  of  the  brain  is  in- 
evitable. Softening  and  liquefaction  follow. 

Case  Reports 

Case  1. — This  patient  is  a white  man,  age  52, 
a coal  miner  for  the  past  twenty  years,  who  was 
admitted  to  Catawba  Sanatorium,  August  21,  1935, 
with  a complaint  of  cough  and  expectoration  for  the 
past  eighteen  months. 

The  family  history  is  essentially  negative.  There 
is  no  history  of  tuberculosis. 

He  gives  a history  of  G.  C.,  age  19,  with  good 
recovery.  He  had  a severe  attack  of  influenza  in 
1918.  Fistula  in  ano  for  past  fifteen  years.  The 
patient  claims  he  enjoyed  very  good  health  until 
the  fall  of  1933,  at  which  time  he  began  losing 
weight  and  strength,  and  complained  of  a chronic 
cold  with  a persistent  cough.  He  lost  twenty-five 
pounds  during  the  fall  of  1933  and  spring  of  1934. 
Throughout  the  year  of  1934,  his  symptoms  grew 
progressively  worse  and  in  January,  1935,  he  had 
a small  hemorrhage,  followed  by  “streaks”  for 
sometime.  He  continued  working  until  July,  when 
he  had  another  hemorrhage  of  about  two  ounces. 
The  sputum  was  examined  and  reported  positive  for 
tubercle  bacilli. 

On  physical  examination  one  finds  a fairly  well- 
nourished,  alert,  and  cooperative  man  who  does 
not  appear  acutely  ill.  All  teeth  were  missing  ex- 
cept three  which  showed  evidence  of  pyorrhea.  The 
throat  was  negative.  Physical  examination  of  the 
chest  revealed  evidence  of  far  advanced,  active, 
fibro-caseous  tuberculosis,  confined  mainly  to  the 
apex  of  the  right  lung.  The  X-ray  confirmed  these 
findings.  The  laboratory  findings  on  admission  were 
as  follows:  Positive  sputum,  7,300  leucocytes,  with 
73  per  cent  P.  M.  N.’s,  17  per  cent  small  lympho- 
cytes, 4 per  cent  eosinophils,  and  6 per  cent  transi- 
tionals.  Negative  \\'assermann.  The  urine  exami- 
nation showed  30  pus  to  h.p.f. 

On  the  twelfth  of  September  artificial  pneumo- 
thorax was  begun.  The  field  of  operation  was 
prepared  in  the  usual  manner.  The  skin  and  sub- 
cutaneous tissues  and  parietal  pleura  were  infil- 
trated with  1 per  cent  solution  of  novocain.  The 
pneumothorax  needle,  a Fischer,  was  then  intro- 
duced into  the  pleural  space  with  some  difficulty, 
and  150  c.c.  of  air  given  very  slowly.  The  open 
pressure  reading  on  the  manometer  registered  ■ — 
1 -)-  2,  and  the  closing  reading  was  -|-  1 -f-  5. 


.Again,  on  the  sixteenth,  we  gave  the  patient  150  c.c. 
of  air.  This  time,  as  previously,  the  patient  com- 
plained of  a little  pain  during  and  after  the  injec- 
tion of  air.  Fluoroscopic  examination  showed  very 
little  evidence  of  collapse,  and  it  was  thought  wise 
to  perform  a phrenicotomy  on  the  right  side,  which 
was  done  on  the  seventeenth  of  September.  The 
phrenic  nerve  was  found  in  the  usual  position  and 
crushed  with  a hemostat.  No  accessory  nerve  was 
found.  Fluoroscopic  examination  a few  days  later 
showed  elevation  and  immobility  of  the  diaphragm. 
Due  to  the  infiltration  in  the  middle  third,  we  at- 
tempted to  continue  his  pneumothorax.  One  hun- 
dred c.c.  of  gas  was  given  on  the  twenty-third  and 
225  c.c.  on  the  twenty-sixth  of  September.  The 
final  reading  on  the  last  date  was  — 2-1-0.  On 
the  thirtieth,  the  patient  claimed  he  was  feeling 
unusually  well.  There  was  less  cough  and  expecto- 
ration. He  was  placed  on  the  operating  table  for 
pneumothorax.  For  some  reason  the  pleural  space 
was  hard  to  find  and  two  or  three  attempts  were 
made  before  a reading  of  0 -)-  2 was  recorded.  The 
nurse  was  instructed  to  open  and  clo.se  the  circuit. 
We  make  a habit  of  talking  to  the  patient  while 
he  is  getting  a refill,  so  that  any  accident  may  be 
detected,  especially  one  who  has  an  unsatisfactory 
collapse.  The  circuit  was  opened,  and  before  25 
c.c.  of  air  could  be  introduced  the  patient  suddenly 
ceased  talking  and  collapsed.  The  needle  was  im- 
mediately withdrawn.  No  blood  was  seen  on  the 
needle..  The  head  was  lowered  and  1 c.c.  of  adren- 
alin and  1^2  grs.  of  caffein  sodium  benzoate  were 
given  by  hypodermic.  The  respiration  was  very 
slow  and  shallow;  the  heart  was  distant  and  irregu- 
lar; lips  and  fingers  became  cyanotic  and  the  skin 
cold  and  clammy.  Splotching  of  the  body,  espe- 
cially the  right  side,  was  a prominent  feature.  B.  P. 
after  about  ten  minutes  from  the  time  the  accident 
occurred  was  85/60.  The  left  leg  and  arm  were 
flaccid  but  there  was  some  movement  of  the  right 
arm  ahd  leg.  After  one  hour  the  following  signs 
appeared:  The  patient  responded  to  questions  but 
answered  in  mono,syllables.  He  was  in  no  pain,  no 
deviation  of  the  tongue  from  the  midline;  left  side 
of  face  partially  paralyzed  and  free  of  pain  when 
stuck  with  pin;  knee  jerk  hyperactive  on  left.  Three 
hours  later  pulse  strong,  respiration  slow  but  regu- 
lar; circulation  greatly  improved;  only  slight  cyano- 
sis. As  the  evening  approached  he  became  uncon- 
scious and  there  was  severe  jerking  of  the  head  and 
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upper  left  arm.  B.  P.  at  9 P.  M.  was  120/90. 
Five  hundred  c.c.’s  of  normal  saline  were  given  by 
rectum,  and  at  10:15  P.  M.  3 grains  of  amytal 
were  given  by  rectum.  The  patient  was  restless, 
so  at  11:30  P.  M.  1/6  of  morphine  sulphate  and 
1/150  of  atropine  sulphate  were  given.  After  lower- 
ing the  foot  of  bed,  the  patient  became  quiet.  He 
was  treated  symptomatically.  October  2nd,  at  10:10 
A.  M.,  he  had  a chill  followed  by  shock  and  intense 
cyanosis;  relieved  by  adrenalin  and  caffein  sodium 
benzoate.  After  a short  time  he  improved  and 
complained  of  occipital  headache.  On  the  fifth 
day,  he  complained  of  severe  pain  in  his  left  chest. 
He  was  seen  by  Dr.  Spessard,  of  Roanoke,  who 
confirmed  our  diagnosis  and  suggested  treatment. 
X-ray  findings  showed  elevation  of  diaphragm  and 
a little  pneumothorax  in  right  axilla.  There  was  a 
wide  daily  fluctuation  of  his  temperature,  ranging 
from  98  at  7 A.  M.  to  102.6  at  7 P.  M.  November 
2nd,  a sedimentation  test  was  done  with  an  index 
of  twenty-seven  minutes,  which  pointed  to  a bad 
prognosis.  Definite  mental  changes.  Patient  be- 
came irrational  and  disorientated  as  to  time  and 
place.  Uncooperative.  November  21st,  he  devel- 
oped a severe  cough,  pain  in  left  chest,  with  changes 
in  breath  sounds  and  moist  rales  over  front  and 
back  of  lower  chest.  Leucocyte  count  22,500,  with 
87  per  cent  P.  ISI.  N.  Condition  became  progres- 
sively worse,  and  on  November  30th  he  expired. 

Permission  for  an  examination  of  the  brain  was 
obtained.  The  findings  were  as  follows:  Destruc- 
tion of  internal  capsule  and  liquefaction  of  the  pos- 
terior portion  of  the  cerebral  hemisphere  on  right 
side. 

Case  2. — A white  woman,  age  28,  admitted  to 
Catawba  Sanatorium,  March  19,  1928,  with  a diag- 
nosis of  far  advanced  pulmonary  tuberculosis  con- 
fined mainly  to  the  right  apex.  August  27,  1929, 
artificial  pneumothorax  was  begun  on  the  right.  The 
opening  pre.ssure  was  - — ^ 2 -j-  0.  Only  75  c.c.’s 
of  air  were  given  and  the  closing  pressure  reading 
was  — 6 + 12.  She  received  small  quantities  of 
air  bi-weekly.  On  the  twentieth  of  September  a 
refill  was  attempted  with  the  following  results:  I 
shall  read  Dr.  Garst’s  notes  taken  at  that  time: 
“Pneumothorax  discontinued,  due  to  reaction  to  op- 
eration. W’hile  on  the  table  and  just  after  the  in- 
troduction of  air  into  the  pleural  cavity,  patient  com- 
plained of  “feeling  funny',”  and  fainted.  This  was 
followed  by  a right-sided  convulsion,  splotching  of 


the  skin  on  right  side,  and  a swelling  of  the  right 
half  of  the  lips.  Vomiting  occurred  but  there  was 
no  involuntary  voiding.  Pneumothorax  discontinued. 
The  patient  was  restless  and  irrational  for  about 
sixty  hours.  During  this  time  she  was  not  con- 
scious of  her  surroundings,  nor  did  she  recognize 
her  husband  or  attendant.” 

On  the  fifth  of  October,  Dr.  Broome  reported  the 
patient  was  afraid  to  stay  alone  and  had  some 
visual  disturbances.  On  the  twenty-fourth  of  Oc- 
tober, Dr.  Garst  reported:  “The  patient  has  not 
become  perfectly  normal  but  is  improved.”  Nerv- 
ousness gradually  disappeared  and  the  patient  was 
discharged  on  October  4,  1931.  Dr.  Nicholls’  X-ray 
report  at  this  time,  compared  with  the  original  re- 
port, was  as  follows:  “When  compared  with  2-5- 
31  no  very  marked  change.  When  compared  with 
the  original  plates  there  has  been  definite  improve- 
ment in  both  lungs,  chiefly  the  upper  right.” 

On  March  31,  1933,  Dr.  Garst  received  a letter 
from  the  patient’s  last  physician,  who  wanted  to 
know  why  no  attempt  was  made  to  collapse  the  pa- 
tient’s right  lung.  It  seemed  as  though  the  history 
was  taken  by  an  assistant  who  failed  to  obtain  the 
information  of  the  cerebral  accident.  A recent  re- 
port reveals  a spreading  of  her  tuberculosis. 

Treatment 

Prophylactic.  It  is  impossible  to  tell  by  X-ray 
alone  whether  a lung  will  respond  to  collapse 
therapy.  After  artificial  pneumothorax  has  been 
decided  upon,  the  patient  is  placed  on  his  unaffected 
side  and  instructed  not  to  move  during  the  opera- 
tion. He  is  permitted  to  talk  and  smile  if  he 
chooses,  but  he  should  not  cough,  because  laughing 
or  coughing  forces  the  fluid  from  the  manometer 
if  the  needle  is  in  the  pleural  space.  After  the 
skin  is  sterilized,  1 per  cent  novocain  solution  is 
introduced  into  the  subcutaneous  tissues  and 
parietal  pleura.  Care  should  be  taken  not  to  infil- 
trate the  lung,  or  the  patient  will  cough.  An  incision 
is  made  into  the  skin  with  a sharp  scalpel,  and  a 
sharp  but  short  canula  forced  through  the  sub- 
cutaneous tissues,  which  is  followed  by  the  introduc- 
tion of  the  blunt  pneumothorax  needle  through  the 
canula  into  the  pleural  space.  Normally  the  pres- 
sure in  the  pleural  space  is  about  — 5 — 2,  but  in 
tuberculosis,  due  to  adhesions,  inelasticity  of  the 
lungs,  deformity  of  the  ribs,  or  a fixed  diaphragm, 
most  any  pressure  will  be  registered.  However,  if 
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a low  negative  pressure — 3 — 1 or  a positive  pressure 
is  found,  proceed  cautiously.  Instruct  the  nurse 
to  open  the  apparatus.  If  the  patient  does  not 
complain  of  pain,  administer  50  c.c.  of  air  very 
cautiously,  and  never  give  more  than  150  to  250 
c.c.  of  air  at  the  initial  treatment,  nor  at  subse- 
quent treatments  in  these  difficult  cases.  Some 
physicians  advise  lowering  of  the  head  during  the 
refills  with  the  idea  the  air  will  gravite  to  some 
other  part  of  the  body.  Frequent  fluoroscopic  and 
X-ray  examinations  are  essential  in  these  cases.  By 
them  one  is  able  to  locate  the  air  space,  determine 
the  elevation  of  the  diaphragm,  and  tell  whether 
the  collapse  is  lateral  or  anterior-posterior.  Don’t 
hurry.  Sometime  ago  J.  B.  Murphy  suggested  cut- 
ting down  on  the  pleura  in  every  case  in  order  to 
prevent  air  embolism.  Today  Hamilton  points  out 
the  first  treatment  should  be  given  or  supervised 
by  one  who  has  had  considerable  experience. 


Emergency  Treatment 

Should  one  suspect  all  is  not  going  well,  with- 
draw the  needle  at  once.  If  there  is  evidence  of 
shock,  lower  the  head  and  give  % c.c.  of  adrenalin 
intravenously,  followed  by  c.c.  subcutaneously. 
The  usual  methods  of  resuscitation  for  cardiac  fail- 
ure and  cerebral  accidents  are  applied:  adrenalin 
is  injected  into  the  cardiac  muscle,  artificial  respi- 
ration is  used,  and  warm  blankets  are  applied  to 
the  body.  After  the  patient  has  been  returned  to 
his  room,  special  nursing  care  should  be  provided 
for  at  least  twenty-four  hours.  Following  the  initial 
attack,  the  patient  should  be  treated  symptomatically 
until  complete  recovery. 

Summary 

1.  Air  embolism  is  the  most  dangerous  compli- 
cation of  artificial  pneumothorax. 

2.  The  treatment  is  similar  to  that  used  in  any 
ether  type  of  embolism  of  the  brain  and  heart. 


A SIMPLE  METHOD  FOR  INFANT  FEEDING— WELL  ADAPTED 
TO  THE  RURAL  DISTRICTS. 


J.  H.  Hiden,  M.  D., 
Pungoteague,  Va. 


In  discussing  infant  feeding  I am  not  posing  as 
a child  specialist,  nor  am  I ready  to  assume  a scien- 
tific air  and  go  into  any  complex  discussion  on  in- 
fant nutrition,  with  side  lights  upon  the  delicate 
structures  of  the  infant’s  nervous  system,  the  corol- 
lary influences  of  the  internal  secretions,  the  sym- 
pathetic irritations  from  the  disordered  structures 
or  organs  of  the  body  of  these  highly  sensitive  little 
ones  in  the  course  of  their  growth  and  development. 
Nor  am  I ready  to  go  into  an  analysis  of  the  vita- 
mins with  hair-splitting  discussions  of  the  various 
proportions  that  should  be  used  in  any  given  case. 
I am  perfectly  contented  to  let  the  modern  baby 
specialist  busy  himself  with  all  these  scientific  ques- 
tions of  the  most  delicate  and  accurate  adjustments, 
if  not  always  to  his  patient,  at  least  to  his  own 
conception  of  the  case  in  question. 

With  this  introduction  it  seems  to  me,  as  a plain 
general  practitioner,  that  we  ought  to  find,  amidst 
all  the  complex  literature  upon  the  subject,  some 
simple,  common-sense  way  of  treating  the  great 
majority  of  babies  in  the  summer  months  that  can 


easily  be  handled  by  the  average  family  doctor,  and 
can  be  carried  out  by  the  average  mother  in  mod- 
erate financial  circumstances. 

After  reading  many  so-called  scientific  articles 
on  infant  feeding,  and  also  after  being  pitifully 
humbugged  by  the  products  of  many  of  the  com- 
mercially inspired  medical  “manufacturing  chem- 
ists” who  extol  their  scientific  achievements  in  in- 
fant feeding,  I finally  stumbled  upon  a course  that 
has  given  me  great  satisfaction.  This  came  about 
by  realizing  that  nearly  all  of  the  highly  advertised 
prepared  foods  for  infant  feeding  were  too  expen- 
sive for  continued  use  in  the  average  family  in  the 
rural  districts,  and  that  nearly  all  of  these  pre- 
pared foods  w'ere  disappointing  in  my  own  experi- 
ence. 

I then  decided  that  I would  have  to  adopt  either 
fresh  cow’s  milk  or  the  prepared  condensed  milk 
as  the  best  hope  for  the  babies  under  my  care,  ex- 
cept in  such  cases  as  were  fortunate  enough  to  have 
suitable  mother’s  milk.  In  facing  this  problem  I 
realized  that  the  cow’s  milk  w'ould  have  to  be  pas- 
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teurized,  or  boiled  and  modified,  to  make  it  suitable 
as  a food,  and  even  then,  great  care  should  be 
constantly  observed  to  keep  it  pure  and  free  from 
bacteria.  Then  again,  if  the  condensed  milk  was 
adopted,  it  also  would  have  to  be  modified  to  meet 
the  requirements  for  the  digestion  and  for  safety. 
Moreover,  the  condensed  milk  alone  was  lacking 
in  nutrition,  and  in  the  heat  of  the  summer  favored 
intestinal  disorders.  After  worrying  over  these  prob- 
lems with  some  successes  and  many  failures  to  make 
the  required  adjustments  in  infant  feeding,  it  oc- 
curred to  me  that  about  half  of  the  whole  world 
lived  almost  entirely  upon  rice  and,  that  ages  upon 
ages,  in  the  world’s  experience  had  definitely  proven 
that  rice  as  a food  was  especially  well  adapted  to 
the  people  who  lived  in  the  hot  climates  of  the  world. 
It  then  occurred  to  me  that  there  must  be  much 
more  nutrition  in  rice  than  the  average  physician 
ever  realized.  The  next  thought  naturally  fol-, 
lowed:  suppose  I select  condensed  milk,  add  to  it 
the  required  amount  of  lioiled  water  to  make  it  the 
right  strength  for  any  given  infant,  and  then  add 
to  this  one-fourth  of  its  quantity  of  boiled  rice  in 
the  form  of  a thin  gruel,  about  as  thick  as  cream. 

would  then  have  a feeding  three-fourths  modi- 
fied condensed  milk  and  one-fourth  rice  gruel.  The 
quantity  of  this  mixture  for  each  feeding  is  regu- 
lated to  suit  the  age  and  weight  of  the  infant.  \\  e 
then  have  practically  a sterile  diet,  easily  digested 
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and  highly  nutritious,  and  sufficiently  balanced  to 
meet  the  requirements  in  the  great  majority  of  cases. 
This  feeding  is  given  in  the  proper  amount  about 
every  three  hours,  more  or  less,  to  suit  the  case. 
Here,'!  simply  tell  the  mother  to  look  on  the  can  of 
the  condensed  milk,  read  the  directions  for  the 
proper  quantity  of  water  to  add  to  the  milk  for  a 
feeding  for  a child  of  her  baby's  age,  and  to  this 
feeding  add  one-fourth  its  quantity  of  rice  gruel, 
prepared  as  above-stated.  In  addition  to  this  diet  I 
allow  the  child  a little  orange  juice  two  or  three 
times  a day.  \Mien  oranges  cannot  be  secured,  a 
little  tomato  juice  may  be  substituted. 

All  this  seems  very  simple — so  much  so  that  I 
find  little  or  no  difficulty  in  getting  it  into  the 
heads  of  almost  any  of  the  mothers  or  nurses.  In- 
deed, it  is  easily  understood  and  carried  out,  very 
ine.xpensive  and,  in  my  practice  for  the  last  twenty 
years,  has  given  me  far  better  results  than  any  other 
method  of  infant  feeding  I have  ever  tried.  The 
only  objection  I see  against  it  is  that  it  might  appear 
to  some  ver}-  “scientifically  inclined”  as  void  of 
“scientific  accuracy.”  There  is  no  phraseology  of 
the  metric  system,  no  centimeters  and  calories  to 
confuse  the  poor  mothers  and  fill  them  with  awe, 
but  I feel  that  we  can  afford  to  dispense  with  these 
technical  expressions  as  long  as  the  babies  are  do- 
ing well. 
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Haggard  and  Fry — The  anatomy  of  personality. 

Hartman,  Carl  G. — Time  of  ovulation  in  women. 

Henshaw,  Henry  W. — The  book  of  birds. 

Herrmann,  G.  R. — Synopsis  of  diseases  of  the  heart  and 
arteries. 

Himes,  N.  E. — Medical  history  of  contraception. 

Laignel-La vastine  and  Molinery,  M.  R. — French  med- 
icine. 
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Presidents  and  Places  of  Meetings  of  the  Medical 

Society  of  Virginia 

President  Place  of  Meeting  Year  of  Meeting 


*Dr.  R.  S.  Payne,  Lynchburg 

*Dr.  R.  S.  Payne,  Lynchburg 

*Dr.  A.  M.  Fauntleroy,  Staunton 

*Dr.  Harvey  Black,  Blacksburg 

*Dr.  A.  G.  Tebault,  London  Bridge 

*Dr.  S.  C.  Cleaves,  Wytheville 

*Dr.  F.  D.  Cunningham,  Richmond 

*Dr.  J.  L.  Cabell,  University 

*Dr.  J.  FI.  Claiborne,  Petersburg 

*Dr.  L.  S.  Joynes,  Richmond 

*Dr.  Henry  Latham,  Lynchburg 

*Dr.  Hunter  McGuire,  Richmond 

*Dr.  G.  W.  Semple,  Hampton 

*Dr.  W.  D.  Cooper,  Morrisville 

*Dr.  J.  E.  Chancellor,  Charlottesville 

*Dr.  S.  K.  Jackson,  Norfolk 

*Dr.  Rawley  W.  Martin,  Chatham 

*Dr.  Bedford  Brown,  Alexandria ^ 

*Dr.  Benjamin  Blackford,  Lynchburg 

*Dr.  E.  W.  Row,  Orange  C.  H 

*Dr.  Oscar  Wiley,  Salem 

*Dr.  W.  W.  Parker,  Richmond 

*Dr.  H.  Grey  Latham,  Lynchburg 

*Dr.  Herbert  M.  Nash,  Norfolk 

*Dr.  Wm.  P.  McGuire,  Winchester 

*Dr.  Robt.  J.  Preston,  Abingdon 

*Dr.  Wm.  L.  Robinson,  Danville 

*Dr.  Geo.  Ben  Johnston,  Richmond 

*Dr.  Lewis  E.  Harvie,  Danville 

*Dr.  Jacob  Michaux,  Richmond 

*Dr.  Hugh  T.  Nelson,  Charlottesville 

•Dr.  J.  R.  Gildersleeve,  Tazewell 

•Dr.  R.  S.  Martin,  Stuart 

•Dr.  J.  N.  Upshur,  Richmond 

•Dr.  Joseph  A.  Gale,  Roanoke 

•Dr.  Wm.  S.  Christian,  Urbanna 

Dr.  Lomax  Gwathmey,  Norfolk ■_ 

Dr.  Paul  B.  Barringer,  Charlottesville 

•Dr.  Wm.  F.  Drewry,  Petersburg 

Dr.  Stuart  McGuire,  Richmond 

•Dr.  E.  T.  Brady,  Abingdon 

•Dr.  O.  C.  Wright,  Jarratt 

•Dr.  Hugh  M.  Taylor,  Richmond 

•Dr.  Southgate  Leigh,  Norfolk 

•Dr.  Stephen  Harnsberger,  Catlett 

•Dr.  Samuel  Lile,  Lynchburg 

Dr.  Joseph  A.  MTite,  Richmond 

Dr.  Geo.  A.  Stover,  South  Boston 

•Dr.  E.  G.  Williams,!  Richmond 

•Dr.  Paulus  A.  Irving,  Farmville 

•Dr.  Alfred  L.  Gray,  Richmond 

•Dr.  E.  C.  S.  Taliaferro,  Norfolk 

•Dr.  John  Staige  Davis,  University 

•Dr.  W.  W.  Chaffin,  Pulaski 

Dr.  Hunter  H.  McGuire,  Winchester- 

Dr.  W.  L.  Harris,  Norfolk 

Dr.  J.  Shelton  Horsley,  Richmond 

Dr.  J.  W.  Preston,  Roanoke 

Dr.  J.  Bolling  Jones,  Petersburg 

•Dr.  Charles  R.  Grandy,  Norfolk 

Dr.  J.  Allison  Hodges,  Richmond 

Dr.  1.  C.  Harrison,  Danville 

Dr.  J.  C.  Flippin,  University 

Li)r.  R.  D.  Bates,  Newtown 

Dr.  F.  H.  Smith,  Abingdon 

Dr.  P.  St.  L.  Moncure,  Norfolk • 


Richmond  lg70 

-.-^Lynchburg 1871 

Staunton  1872 

—.Norfolk  1873 

Abingdon  187+ 

Richmond  1875 

Charlottesville  1876 

Petersburg 1877 

Richmond  1878 

Alexandria  1879 

— Danville 1880 

Old  Point  Comfort 1881 

Fauquier  White  Sulphur  Springs 1882 

— Rockbridge  Alum  Springs  1883 

Rawley  Springs  188+ 

— Alleghany  Springs  1885 

— Fredericksburg 1886 

Richmond : 1887 

— Norfolk 1888 

— Roanoke  1889 

Rockbridge  Alum  Springs 1890 

Lynchburg  1891 

Alleghany  Springs  1892 

— Charlottesville  1893 

— Richmond  189+ 

— Wvthevdlle 1895 

Rockbridge  Alum  Springs 1896 

— Hot  Springs  ’ 1897 

— Virginia  Beach 1898 

— Richmond  1899 

— Charlottesville  1900 

— Lynchburg  1901 

— Newport  News  1902 

--  Roanoke  1903 

— Richmond  190+ 

— Norfolk • 1905 

— Charlottesville , 1906 

— Chase  City 1907 

— Richmond  1908 

— Roanoke  1909 

— Norfolk  1910 

— Richmond 1911 

—Norfolk  1912 

— Lynchburg 1913 

— Washington,  D.  C. 191+ 

— Richmond  1915 

— Norfolk  . 1916 

— Roanoke  1917 

— Richmond  1919 

— Petersburg 1920 

- — Lvnchburg  1921 

— Norfolk  1922 

---Roanoke  1923 

— Staunton  192+ 

— Richmond  1925 

■ — Norfolk  1926 

---Petersburg  1927 

— Danv'ille  1928 

— Charlottesville  1929 

—Norfolk  . 1930 

• — Roanoke  ■ 1931 

— Richmond  1932 

— Lynchburg  1933 

—Alexandria  193+ 

-Norfolk  1935 

• — Staunton  J. 1936 


‘Deceased.  + 

tOwing  to  influenza  epidemic  and  World  War,  meeting  was  not  held  in  1918,  and  Dr.  Williams  held  over  as  President. 
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PROGRAM 

MEDICAL  SOCIETY  OF  VIRGINIA 
Sixty-seventh  Annual  Session 

Staunton,  Virginia 
OCTOBER  13,  14  and  15,  1936 

Hotel  Stonewall  Jackson — Headquarters 


SCIENTIFIC  PROGRAM 
GENERAL  SESSION 
Tuesday,  October  13 
8:00  P.  M. 

Call  to  Order — Guv  R.  Fisher,  !M.  D.,  Chairman, 
Committee  of  Arrangements. 

Invocation — Rev.  J.  L.  Gibbs,  D.  D. 

.\ddress  of  Welcome — Hon.  Wii.  A.  Grubert, 
Mayor  of  Staunton. 

Announcements. 

Address  of  President — The  South  in  !Medicine  and 
Surgery — P.  St.  L.  Moncure,  ^I.  D.,  Nor- 
folk. 

Memorial  Hour. 

Address — W.  D.  H.vggard,  ;M.  D.,  Nashville,  Tenn. 
(Invited  guest.) 

Smoker — 10:00  P.  M. 

Wednesday,  October  14 
9:00  A.  M. 

Medical  and  Surgical  Sections 

Medical  Section — Hotel  Stonewall  Jackson 

Studies  upon  the  Persistence  of  Action  of  Digitalis 
and  Digitalis  Bodies. 

H.  B.  H.A.AG,  M.  D.,  Richmond. 

The  results  of  this  experimental  investigation  indicate 
that  the  persistence  of  effect  of  digitalis  bodies  should  be 
taken  into  account  in  calculating  their  clinical  dosage. 

Discussion  opened  by  James  P.  Baker,  M.  D., 
Richmond. 

Passive  Vascular  Exercises  in  the  Treatment  of  Pe- 
ripheral Vascular  Disease. 

WiLLLXM  B.  Porter,  M.  D.,  Richmond. 
N.  Bloom,  iSI.  D.,  Richmond. 

The  paper  will  endeavor  to  simplify  and  differentiate  the 
various  peripheral  disorders  and  will  contain  a brief  out- 
line of  the  several  methods  of  treatment,  including  the 
authors’  experience  with  the  Pavex  machine. 

Discussion  opened  by  Walter  B.  ^lartin,  M.  D., 
Norfolk. 


Adhesive  Pericarditis  with  Decompensation:  Treat- 
ment by  Evulsion  of  the  Left  Phrenic  Nerve. 

W.XLTER  B.  ^I.XRTiN,  ]M.  D.,  Norfolk. 

Three  cases  are  reported  with  severe  long-standing  decom- 
pensation, in  which  the  left  phrenic  nerve  was  resected. 
Prompt  and  complete  relief  of  sjTnptoms  of  decompensation 
was  obtained.  Diagnostic  criteria  are  reviewed,  and  an  at- 
tempt is  made  to  establish  a rational  basis  for  the  selection 
of  cases  suitable  for  this  procedure. 

Discussion  opened  by  Hugh  H.  Trout,  M.  D., 
Roanoke. 

.\ngina  Pectoris  and  Insulin. 

WiLLLXM  R.  JoRD.XN,  M.  D.,  Richmond. 

Insulin  is  too  important  in  preserving  health  to  exclude 
its  use.  Proper  dosage  is  essential.  Three  cases  of  angina 
pectoris  due  to  overdosage  are  reported. 

Discussion  opened  by  Ernest  S.  Scott,  !M.  D., 
L}-nchburg,  and  Paul  Camp,  !M.  D.,  Richmond. 

Hemihypertrophy:  Report  of  Case  Probably  Ac- 
quired and  Associated  with  a Pituitar}'  Tumor. 
Fr.ank  a.  Strickler,  M.  D.,  Radford. 

Complete  congenital  hemihypertrophy  is  a rare  condition. 
Acquired  hemihypertrophy  has  not  been  reported.  A case 
of  complete  hemihypertrophy  is  described  as  found  in  a 
large  white  man,  the  right  arm  being  one  inch  longer  and 
the  right  leg  one  and  one-half  inch  longer  than  the  left. 
Other  measurements  and  studies  to  be  included.  X-ray 
evidence  of  a pituitary  tumor  found. 

Discussion  opened  by  Hugh  H.  Trout,  M.  D., 
Roanoke. 

Treatment  of  Pulmonar}-  Tuberculosis. 

De.an  B.  Cole,  M.  D.,  Richmond. 
Walter  L.  N.alls,  M.  D.,  Riclimond. 

The  economic  problem  is  probably  the  greatest  single 
factor  influencing  the  treatment  of  pulmonary  tuberculosis. 
The  program  of  treatment  is  outlined  recommending  the 
utilization  of  modern  weapons. 

Discussion  opened  by  C.  L.  Harrell,  !M.  D.,  Nor- 
folk. 

Pneumonia:  Especially  Seventy-Seven  Diathermed 
Cases. 

J.  O.  Fitzgerald,  M.  D.,  Richmond. 

Briefly  covers  pneumonia  in  some  of  its  treatments  and 
discusses  diathermy  treatment,  placing  emphasis  on  its  use 
as  an  adjunct  in  pneumonia  treatment. 

Discussion  opened  by  B.  M.  Rosebro,  M.  D., 
Richmond. 
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Surgical  Section — Corporation  Court  Room, 
City  Hall 

Carcinoma  of  the  Sigmoid  and  Rectum:  Common 
Diagnostic  Errors  Which  Are  Readily  Avoid- 
able; Case  Reports. 

A.  Stephens  Graham,  M.  D.,  Richmond. 

Fifty  per  cent  of  a surgical  series  were  originally  in- 
correctly diagnosed  bleeding  piles  or  colitis  yet  only  two 
required  diagnostic  measures  not  available  to  every  physician. 

Discussion  opened  by  R.  DuVal  Jones,  M.  D., 
Norfolk. 

Some  Observations  in  the  Management  of  Foreign 
Bodies  in  the  Air  and  Food  Passages  {lantern 
slides) . 

E.  G.  Gill,  M.  D.,  Roanoke. 

In  every  case  of  a suspected  foreign  body,  a careful  and 
complete  history  should  be  obtained,  and  a negative  report 
should  not  be  given  until  every  diagnostic  means  has  been 
employed,  including  a complete  physical  examination,  X-ray, 
and  fluoroscopic  examination,  and  finally  in  certain  cases  a 
diagnostic  bronchoscopy.  The  longer  the  foreign  body  re- 
mains, the  more  difficult  it  is  to  remove. 

Bronchoscopic  Observation  of  Laryngo-Tracheo 
Bronchitis  in  Children  with  Obstructive  Dysp- 
nea. 

E.  T.  Gate-wood,  M.  D.,  Richmond. 

The  severe  streptococcic  type  produces  tenacious  semi-solid 
plugs  in  the  bronchi  with  atelectasis.  The  disease  is  fre- 
quently treated  as  diphtheria  or  non-opaque  foreign  body  in 
the  air  passages.  Laryngeal  obstruction  is  not  uncommon. 

Discussion  opened  by  Basil  Jones,  M.  D.,  Rich- 
mond. 

Some  Points  of  Interest  in  the  Treatment  of  Frac- 
tures of  Long  Bones  by  the  Use  of  an  Improved 
Fracture  Reducing  Frame.  {Lantern  slides.) 

Chas.  W.  Putney,  M.  D.,  Staunton. 

Certain  fundamental  principles  in  the  treatment  of  frac- 
tures are  reviewed.  A fracture  frame  is  presented  which  has 
proven  of  considerable  value  in  reducing  many  of  the  more 
difficult  fractures  and  dislocations  of  long  bones. 

Discussion  opened  by  Robt.  V.  Funsten,  M.  D., 
University  of  Virginia. 

Treatment  of  Penetrating  Wounds  of  the  Brain, 
with  and  without  Retained  Foreign  Bodies. 

C.  C.  Coleman,  M.  D.,  Richmond. 

The  purpose  of  this  paper  is  to  discuss  the  operative  treat- 
ment of  penetrating  wounds  of  the  brain,  caused  by  com- 
pound fractures  of  the  skull,  bullets  and  sharp-pointed  in- 
struments. Practically  all  cases  should  be  operated  upon. 

Surgery  of  the  Thyroid  Gland. 

J.  M.  Emmett,  M.  D.,  Clifton  Forge. 

Review  of  a group  of  operations  upon  the  thyroid  gland. 
Distinction  is  drawn  between  the  treatment  of  adenomas  of 
the  thyroid  and  acute  hyperplastic  changes.  The  results  of 
complete  thyroidectomy  for  the  treatment  of  hypertensive 
heart  disease  are  also  discussed. 

Radium  in  the  Treatment  of  Non-Malignant  Dis- 
eases of  the  Uterus. 

W.  Lowndes  Peple,  M.  D.,  Richmond. 

A workable  clinical  classification  based  on  gross  pathology. 
Intelligent  painstaking  care  in  the  selection  of  the  case  and 
in  the  application  of  the  correct  dosage.  A warning  is  given 
against  the  misuse  of  radium  for  uterine  hemorrhage. 

Discussion  opened  by  A.  P.  Jones,  M.  D.,  Roa- 
noke, and  J.  Bolling  Jones,  M.  D.,  Petersburg. 


General  Sessions 
Wednesday,  3:00  P.  M. 

Hotel  Stonewall  Jackson 

'Intestinal  Hemorrhage  and  Its  Treatment. 

Oscar  L.  Hite,  M.  D.,  Richmond. 

The  various  causes  of  intestinal  hemorrhage  are  discussed. 
Treatment,  both  medical  and  surgical,  are  considered.  The 
prognosis  based  on  direct  visualization  is  discussed. 

Discusion  opened  by  Donald  S.  Daniel,  M.  D., 
Richmond. 


Study  of  500  Cases  of  Psychoneurosis. 

David  C.  Wilson,  M.  D.,  University  of 
Virginia. 

Since  1930  over  500  cases  showing  a psychoneurotic  reac- 
tion have  been  seen  in  the  University  of  Virginia  Hospital. 
A large  majority  of  this  group  were  treated  in  the  wards 
of  the  hospital.  Since  that  time  they  have  been  followed  up 
and  their  status  determined  and  this  study  reports  the  meth- 
ods of  therapy  used,  types  of  cases  handled  and  the  results 
obtained  as  far  as  could  be  determined. 

Discussion  opened  by  Alex.  F.  Robertson,  Jr., 
Staunton. 


Address — Tuberculosis  of  the  Skin.  {Lantern 
slides. ) 

Lloyd  W.  Ketron,  M.  D.,  Baltimore,  Md. 
{Invited  guest.) 


Remarks  on  Prostatic  Obstructions  Observed  Dur- 
ing a Ten-Year  Period. 

John  H.  Neff,  M.  D.,  University  of  Virginia. 
E.  W.  Kirby,  M.  D.,  University  of  Virginia. 

Study  to  emphasize  pathological  changes  of  prostatism, 
dangers  in  delayed  recognition,  frequency  of  cancer,  safest 
methods  of  first  attention  at  home.  Surgical  results  are 
reported. 

Discussion  opened  by  W.  W.  S.  Butler,  M.  D., 
Roanoke. 

Syphilis — A Major  Social  Problem. 

R.  W.  Garnett,  M.  D.,  Danville. 

The  attitude  toward  syphilis  on  the  part  of  informed 
citizens,  of  social  minded  publicists,  of  progressive  public 
health  workers  and  of  up-to-date  practicing  physicians  has 
been  undergoing  a very  significant  evolution  in  recent  years. 
There  s now  a manifestly  increasing  willingness  to  face  this 
disease  in  the  open  and  to  deal  with  it  frankly  as  a public 
health  menace  as  well  as  a medical  problem  with  far-reach- 
ing significance  socially,  economically  and  racially.  Wide- 
spread public  health  education  and  adequate  treatment  fa- 
cilities within  the  economic  range  of  all  the  people  con- 
stitute the  major  factors  in  the  comprehensive  program  to 
which  the  medical  and  social  forces  of  our  country  must 
address  themselves. 

Discussion  opened  by  E.  E.  Barksdale,  M.  D., 
Danville,  and  D.  C.  Smith,  M.  D.,  University 
of  Virginia. 

Deficiency  Disease  the  Result  of  Interference  with 
Absorption  from  the  Gastro-Intestinal  Tract: 
Case  Reports. 

T.  Dewey  Davis,  M.  D.,  Richmond. 

Disease  the  result  of  vitamin  deprivation  has  been  thor- 
oughly established.  Castle’s  work  in  founding  a conditional 
deficiency  in  pernicious  anemia  is  accepted,  but  insufficient 
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attention  has  been  paid  to  deficiency  in  absorption  ^ from 
the  gastro-intestinal  tract. 

Discussion  opened  by  Alex.  F.  Robertson,  Jr., 
M.  D.,  Staunton. 

Wednesday,  6:30  P.  M. 

Social  Evening — Informal 
Alumni,  Fraternity  or  Special  Society  dinners 
(subscription).  Reservations  to  be  made  at 
Registration  Desk. 

10:00  P.  M. 

Reception  and  Dance 
Thursday,  October  15 
9:00  A.  M. 

Symposium  on  the  Endocrine  Diseases 
The  Endocrines  in  Medicine. 

E.  L.  .A.lex.^nder,  M.  D.,  Newport  News. 
The  Endocrines  in  Obstetrics  and  Gynecology. 

C.  J.  Andrews,  M.  D.,  Norfolk. 
The  Endocrines  in  Surgery. 

Edwin  P.  Lehm.\n,  ^I.  D.,  University  of 
Virginia. 

Discussion  opened  by  James  H.  Smith,  ^I.  D., 
Richmond. 

Rupture  of  Graafian  Follicle:  Etiology,  Pathology, 
S}Tnptoms,  Differential  Diagnosis  and  Treat- 
ment with  Study  of  Case  Reports.  {Lantern 
Slides.) 

Herbert  C.  Jones,  M.  D.,  Petersburg. 

The  writer  has  been  impressed  with  how  frequently  patho- 
logical ruptures  of  a Graafian  follicle  occur  in  the  average 
general  surgical  practice.  Several  cases  have  occurred  which 
simulated  ectopic  pregnancy,  other  cases  have  been  operated 
on  with  a diagnosis  of  acute  appendicitis  and  in  other 
cases  appendectomy  was  done  for  a chronic  appendix  with 
persistence  of  symptoms.  Several  of  these  cases  have  been 
studied  for  a period  of  a year  following  the  removal  of  the 
appendix. 

Discussion  opened  by  John  S.  Horsley,  Jr.,  M. 
D.,  Richmond. 

Stone  in  the  Urinar}-  Tract:  Present  Concepts  of 
Etiology  and  Preventive  Therapy  Against  Re- 
currence. (Lantern  slides.) 

Einwood  D.  Keyser,  M.  D.,  Roanoke. 

stone  due  to  several  different  mechanisms.  Hyperexcretion 
calculosis  and  encrustation  calculosis  defined  with  outline  of 
experimental  and  clinical  features.  Stasis  factor.  Metabolic 
factors.  Vitamin  deficiency.  Therapy  of  dissolution  and 
prevention  of  recurrence.  Advantages  and  limitations  of 
measures  in  treatment.  Illustrative  cases. 

Discussion  opened  by  Joseph  F.  Geisinger,  M.  D., 
Richmond. 

Some  Further  Observations  of  Sulphur  Metabolism 
as  a Possible  Factor  in  Arthritis. 

Thomas  Wheeldon,  M.  D.,  Richmond. 

Use  of  colloidal  sulphur  in  arthritis  offers  hope  of  benefit. 
No  serious  toxic  effects  have  been  observed.  Investigation 
of  the  sulphur  controlling  elements  is  under  way. 

Discussion  opened  by  Manfred  Call,  Sr.,  M.  D., 
Richmond. 


[September. 

Special  Order — Report  from  House  of  Delegates. 
Induction  of  President. 

Adjournment. 

Time  limit  for  papers— fifteen  minutes; 
Discussions — five  minutes. 

Papers  are  the  property  of  the  Society  and  should 
be  handed  the  reporter  immediately  after  presenta- 
tion. 


Abstracts 

Vacation  Post-Graduate  Cruise,  Seaboard 
Medical  Association  of  Virginia  and  North 
Carolina,  S.  S.  Reliance,  June  14  to  19,  1936. 
M e present  briefly  abstract  of  the  addresses  given 
by  the  eight  well-known  instructors  aboard. 

The  Relation  of  Nutritional  Deficiencies  to 
THE  Development  of  He.vrt  Failure  in 
Organic  Heart  Disease 
WiLLLAM  B.  Porter,  IM.  D.,  Richmond,  Va. 

In  this  discussion  an  attempt  was  made  to  call 
attention  to  the  factors  concerned  in  heart  failure 
and  to  note  that  heart  failure  as  such  is  not  primarily 
a problem  of  increased  work,  but  in  the  final  analy- 
sis is  a ratio  existing  between  work  and  the  phys- 
ical fitness  of  the  heart  muscle.  It  is  a general 
discussion  of  the  factors  concerned  in  heart  muscle 
physiologA’  as  it  concerns  the  various  chemical  and 
biological  substances  which  are  important  and  in 
most  instances  obligatory  for  normal  muscle  physi- 
ology. 

Beriberi  heart  disease  due  to  B1  deficiency  is  a 
definite  entity  characterized  by  varying  degrees  of 
cardiac  dilatation,  the  phenomena  of  heart  failure, 
and  is  promptly  relieved  by  adequate  diet  contain- 
ing a large  amount  of  vitamin  Bl. 

Three  cases  were  presented  in  which  the  usual 
factors  concerned  with  the  precipitation  of  heart 
failure  do  not  exist.  They  did,  however,  show  the 
signs  of  organic  disease,  particularly  insufficiency  of 
the  coronary  blood  flow.  Following  therapy  which 
consisted  largely  of  bed  rest  and  adequate  diet,  all 
clinical  phenomena  of  heart  failure  promptly  dis- 
appeared and  there  was  in  everj^  instance  a marked 
reduction  in  cardiac  size.  It  was  concluded,  there- 
fore, that  these  patients  had  organic  heart  disease 
but  that  the  heart  failure  was  precipitated  by  sub- 
clinical  degrees  of  Bl  avitaminosis  and  probably 
diets  containing  inadequate  quantities  of  complete 
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proteins.  The  age  of  the  patients  and  other  phys- 
ical data  suggest  that  varj’ing  degrees  of  coronary 
insufficiency  existed  in  these  patients. 

It  is  suggested  that  such  patients  are  peculiarly 
liable  to  the  serious  consecjuences  of  subclinical 
deficiency  diseases  for,  with  a reduction  in  the  coro- 
nary blood  flow,  it  is  obligatory  that  the  concentra- 
tion of  all  essential  elements  be  increased  lest  cell 
metabolism  suffer. 

The  Pathology  of  Appendicitis 

Hubert  A.  Royster,  M.  D.,  Raleigh,  N.  C. 

There  is  no  intelligent  understanding  of  disease 
without  knowledge  of  the  pathology.  How  well  is 
it  known  that  the  pathology  of  pneumonia  (lobar) 
is  divided  into  four  stages;  the  diagnosis  and  man- 
agement depending  on  the  appreciation  of  what 
these  stages  mean, — what  is  going  on  inside  the 
lung;  yet  the  most  frequent  of  all  acute  abdominal 
ailments,  appendicitis,  the  pathological  significance 
back  of  the  clinical  events  is  ignored  by  most  of  us 
who  are  deeply  concerned  with  the  story  of  the  at- 
tack, symptomatology,  physical  examination,  diag- 
nosis, not  keeping  a mental  picture  of  the  patholog- 
ical stages,  thus  losing  a true  conception  of  the 
malady. 

Admitting  that  there  is  a greater  difficulty  in  ac- 
quiring an  understanding  of  the  diseased  appendix 
than  of  the  diseased  lung,  there  is  a reason  for  a 
high  value  to  be  placed  on  a knowledge  of  appen- 
diceal pathology,  supplemented  by  accumulated  ex- 
perience. Where  no  chances  are  given,  no  chances 
should  be  taken. 

The  morbid  anatomy  of  appendicitis  is  consid- 
ered in  four  stages: 

(a)  Endo-appendicitis ; “Inside”  appendicitis, 
involving  the  mucous  membrane;  often  called  “ca- 
tarrhal,” a dangerous  and  misleading  term;  there 
are  cloudy  swelling,  infiltration,  ulceration,  stricture. 

(b)  Parietal  appendicitis:  Involving  the  wall 
of  the  appendix;  may  result  from  extension  from 
the  mucous  membrane  or  from  a distant  area 
through  the  blood  stream;  edema,  lymph-block,  em- 
boli, permanent  thickening  are  present. 

(c)  Peri-appendicitis : Inflammation  “around” 
the  appendix;  involvement  of  its  peritoneal  covering, 
the  first  step  outside;  the  serious  coat  is  often  the 
last  to  give  way,  holding  on  and  producing  adhe- 
sions— Nature’s  effort  toward  cure. 

(d)  Para-appendicitis:  Inflammation  going 

“beyond”  the  appendix,  extension  outside  its  bor- 


ders; perforation  with  or  without  gangrene;  diffused 
peritonitis,  exudate,  abscess  metastases  through  veins 
or  lympathics  to  other  regions. 

The  process  may  proceed  to  fulfilment  without 
passing  through  these  distinct  periods.  It  is  usual 
for  the  pathological  process  to  carry  on  regularly. 
Let  us  bear  in  mind  that  the  inflammation  liegins  in 
the  mucosa,  then  in  the  wall,  then  the  serosa,  then 
beyond  the  appendix,  invading  other  structures. 

The  conveyance  of  bacteria  to  the  wall  of  the 
vermiform  appendix  by  the  blood  stream  has  lieen 
definitely  proved  liy  the  intravenous  injection  in 
rabbits  of  streptococci  and  colon  bacilli  from  an 
infected  appendix. 

Destructive  lesions  of  the  appendix  are  more  often 
due  to  embolism  of  the  appendiceal  arter}-,  many 
times  primary  incident.  A close  examination  of  an 
appendix  will  reveal  the  clot  in  the  artery  opposite 
the  upper  level  of  the  gangrenous  field.  The  ap- 
pendix can  be  a primary  focus  or  a secondary  focus, 
as  is  unquestionably  proved  through  research  and 
clinical  study. 

Dr.  Royster,  in  response  to  a question, — “what  is 
the  physiology  of  the  appendix?”  answered  that 
from  his  frequent  observation  of  normal  appendices 
when  inspecting  the  viscera  in  abdominal  sections, 
a very  distinct  regular  peristaltic  wave  from  its  apex 
to  its  base  is  observed;  therefore,  he  is  forced  to 
conclude  that  its  physiology  is  “a  hydrostatic  agent 
which  pushes  the  contents  of  the  caecum  upward.” 
This  is  why  people  lying  in  bed  have  sluggish  bowel 
movements.  The  active  peristalsis  in  the  normal  ap- 
pendix is  a definite  function,  but  when  once  dis- 
eased, always  diseased;  a damaged  appendix  never 
recovers. 

On  questioning  a patient  with  an  acute  abdomen, 
a large  per  cent  will  answer  in  the  negative  as  to 
prior  attacks;  but  upon  close  scrutiny,  careful  ques- 
tioning of  him  and  his  family,  one  will  elicit  his- 
tory of  his  having  had  colic,  acute  indigestion, 
“spells,”  cramps,  “stomach  trouble,”  etc.,  during  a 
period  of  months  or  years  in  about  98  per  cent  of 
the  cases.  The  average  lapse  from  the  first  “colic” 
to  the  operation  table  is  two  years.  If  the  patient 
thinks  that  the  present  attack  is  his  first,  it  usually 
means  that  it  is  his  worst. 

In  view  of  the  foregoing.  Dr.  Royster  felt  justi- 
fied in  the  following  conclusions: 

In  every  case  of  appendicitis  culminating  in  an 
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acute  attack,  there  have  been  previous  pathological 
lesions.  Nature  always  gives  a warning;  we  do  not 
always  heed  the  warning;  we  treat  too  lightly  the 
patholog}’  of  the  disease.  Appendicitis  is  a con- 
tinuing process,  a going  concern;  once  appendicitis, 
always  appendicitis  until  the  assassin  is  executed. 
A patient  who  has  appendicitis  has  a chance  of  re- 
cover}’ other  than  surger}’  (ultimate  recovery)  one 
time  in  fifty,  as  proven  by  carefully  taken  statistics. 
The  attack  is  not  the  disease,  but  a knock  at  the 
door,  a call  for  help,  an  accumulation  of  pathological 
changes  in  a rudimentaiy,  non-resistant,  closed  end 
tube.  Damage  proceeds  between  as  well  as  during 
an  attack.  Appendicitis  is  merely  a s}Tnptom-com- 
plex,  evidence  of  deep  and  real  patholog}*.  ^Ye  can- 
not believe  a normal  healthy  appendix  can  perforate, 
gangrene  or  even  suppurate  in  a few  hours’  time. 
These  processes  cannot  happen  de  novo  over  night. 
Examination  of  specimens  removed  in  supposedly 
spontaneous  cases  have  all  revealed  pathological  e%'i- 
dence  of  a more  or  less  long  duration. 

The  dangers  in  appendicitis  are  two:  Procrasti- 
XATiox  and  PuRG.^xrvES.  How  can  anyone  attempt 
to  “freeze  it  out”  with  an  ice-bag,  or  assume  the 
patient  is  well  when  the  attack  has  subsided?  He 
is  really  a candidate  for  future  attacks,  these  may 
be  as  late  as  twent}*  years  afterward.  If  we  med- 
ical men  would  think  seriously  of  the  patholog}*  of 
appendicitis,  dangerous  delay  and  criminal  cathartics 
would  be  eliminated  forever;  the  cases  would  ap- 
proach the  operating  table  with  only  a mildly  mor- 
bid appendix,  whose  removal  is  simple,  as  against 
a violent  and  dangerous  field  to  be  approached. 

No  human  being  should  ever  die  of  the  disease. 
Familiarity  with  its  patholog}*  is  the  surest  ap- 
proach to  this  ideal. 

Clarexce  Porter  Joxes,  M.  D., 

Secretary. 

{To  be  continued) 


Public  Health  Statistics 

I.  C.  Riggix,  M.  D. 

State  Health  Commissioner  of  Virginia 


The  communicable  disease  report  received  at  the 
office  of  Dr.  G.  F.  ^IcGinnes,  State  Epidemiologist, 
for  the  month  of  July,  1936,  shows  the  following 
cases  compared  with  the  same  month  in  1935. 


[September, 


1936  1935 

Typhoid  and  Parap'phoid 51  125 

Diphtheria  19  37 

Scarlet  Fever  45  51 

Measles  215  211 

Meningitis 14  15 

Poliomt-elitis 3 243 

Rocky  Mountain  Spotted  Fever 12  13 

Typhus  Fever  0 2 

Undulant  Fever 1 3 

Tularaemia  3 4 

Smallpox  0 1 


Bure.\u  of  Ixdustrlvl  Hygiexe 

The  State  Department  of  Health  announces  the 
inauguration  of  a program  of  industrial  hygiene. 
On  July  1,  1936,  the  Bureau  of  Industrial  Hygiene 
was  formed.  Dr.  William  D.  Tillson  has  been  ap- 
pointed director  of  this  new  bureau. 

That  the  protection  of  the  health  of  the  industrial 
population  of  Virginia  constitutes  an  important 
problem  affecting  not  only  the  welfare  of  the  indus- 
trial employees  themselves  but  also  the  welfare  of 
the  general  population  and  the  progress  of  industiy 
in  the  State,  has  been  recognized.  In  the  past,  lim- 
ited finances  would  not  permit  an  adequate  program 
of  industrial  hygiene  but  with  Federal  funds  now 
available  through  the  Social  Security  Act  this  phase 
of  Public  Health  Ser\*ice  in  Virginia  has  been  made 
possible. 

From  1900  to  1933  the  average  number  of  wage 
earners  in  manufacturing  industries  in  Virginia  in- 
creased by  52  per  cent  as  compared  with  an  average 
increase  of  28.5  per  cent  in  the  United  States  as  a 
whole,  according  to  data  compiled  by  the  State  Plan- 
ning Board.  In  1930  Virginia  had  221,539  per- 
sons engaged  in  manufacturing,  mechanical  and 
mineral  industries.  Of  these,  about  63,000  were 
engaged  in  occupations  associated  with  specific  in- 
dustrial hazards.  The  increase  in  the  number  of 
industries  in  Virginia  w*ithin  the  past  few  years  and 
vei*}*  probable  continuation  of  this  increase  empha- 
sizes the  importance  of  a program  such  as  will  be 
fostered  by  the  Bureau  of  Industrial  Hygiene. 

Logically  the  first  activity  of  this  bureau  will  be 
a preliminar}’  survey  to  determine  the  scope  and 
nature  of  the  industrial  hygiene  problems  in  Vir- 
ginia. The  serv  ices  of  the  bureau  will  be  available 
to  industries  which  desire  information  as  to  actual 
hazards  to  which  their  employees  are  exposed,  such 
as  determinations  of  concentrations  of  dust,  fumes, 
vapors,  et  cetera,  and  the  efficiency  of  ventilation 
and  other  equipment  used  for  the  alleviation  of  such 
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hazards.  The  bureau  will  provide  a source  of  in- 
formation for  other  State  departments,  and  for  agen- 
cies or  persons  interested  in  industrial  hygiene. 

The  Bureau  of  Industrial  Hygiene  will  cooperate 
with  the  State  Department  of  Labor,  the  Virginia 
Industrial  Commission,  the  State  Medical  Society, 
the  State  Planning  Board,  and  other  organizations 
or  individuals  concerned  with  the  control  of  occu- 
pational diseases. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Fletcher  J.  Wright,  49  S.  Market  St., 
Petersburg. 

President-Elect — Mrs.  F.  D.  Wilson,  5352  Studley  Ave., 
Norfolk. 

Corresponding  Secretary — Mrs.  Meade  Edmunds,  Wal- 
nut Hill,  Petersburg. 

Recording  Secretary — Mrs.  Harold  W.  Potter,  70  33rd 
St.,  Newport  News. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Ave.,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  James  B.  Stone, 
15  Maxwell  Road,  Richmond. 


PROGRAM 

Fourteenth  Annual  Meeting 
Stonewall  Jackson  Hotel 
Staunton,  Virginia  October  13-14-15,  1936 

Every  woman  attending  the  Convention  is  cor- 
dially invited  to  attend  these  meetings. 

Tuesday,  October  13th 

Registration  5:00  to  8:00  P.  M.  at  the  Stonewall 
Jackson  Hotel. 

Every  woman  is  requested  to  register  immediately 
upon  arrival. 

8:00  P.  M. — Opening  meeting  of  the  Medical  So- 
ciety of  Virginia. 

Wednesday,  October  14th 
8:00  A.  M. — Registration  Booth  open.  Stonewall 
Jackson  Hotel. 

9 :00  to  10:00  A.  M. — Pre-Convention  Board  Meet- 
ing. Stonewall  Jackson  Hotel. 

All  County  Presidents,  Presidents-Elect  (or  Vice- 
President  where  there  is  no  President-Elect) 
and  State  Officers  and  Chairmen  are  expected 
to  attend  this  meeting. 

10:15  A.  M.  to  1:00  P.  M. — General  Annual 
Meeting — Open  to  all  women  attending  the 
Convention. 


President — ISIrs.  Fletcher  J.  Wright,  Peters- 
burg. 

Invocation — IMrs.  Robert  M.  Woodhouse,  Vir- 
ginia Beach. 

Address  of  Welcome. 

Response — Mrs.  Joseph  Bear,  Richmond. 

Report  of  Committee  on  Arrangements — Mrs. 
Franklin  M.  Hanger,  Chairman,  Staunton. 

RolTCall  of  County  Auxiliaries — Mrs.  Harold 
W.  Potter,  Newport  News. 

In  Memoriam. 

Minutes  Thirteenth  Annual  Convention — 
Recording  Secretary,  ]Mrs.  Harold  W.  Pot- 
ter, Newport  News. 

President’s  Message— Mrs.  Fletcher  J.  Wright, 
Petersburg. 

President’s  Announcements. 

Reports : 

Corresponding  Secretary — Mrs.  Meade  Edmunds, 
Petersburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 
Organization — Mrs.  Franklin  D.  Wilson,  Norfolk. 
Program  and  Health  Education — Mrs.  T.  El- 
more Jones,  Portsmouth. 

Finance — Mrs.  James  K.  Hall,  Richmond. 
Legislation — Mrs.  Thos.  W.  Murrell,  Richmond. 
Public  Relations — Mrs.  C.  J.  Devine,  Norfolk. 
Hygeia — Mrs.  Herbert  C.  Jones,  Petersburg. 
Revisions — Mrs.  Eugene  Lowenberg,  Norfolk. 
Press  and  Publicity — Mrs.  James  B.  Stone,  Rich- 
mond. 

Courtesy — Mrs.  Richard  P.  Bell,  Staunton. 
Exhibits — Mrs.  Henry  M.  Snead,  Petersburg. 
Jane  Todd  Crawford  Memorial — Mrs.  E.  L. 

Alexander,  Newport  News. 

Historian,  Archives  and  Research — 
Parliamentarian — Mrs.  M.  N.  King,  Norfolk. 

County  Presidents; 

Mrs.  Harold  W.  Potter,  Newport  News,  Auxil- 
iary to  Warwick  County  Medical  Society. 

Mrs.  A.  .G.  Shetter,  Richmond,  Auxiliary  to  Rich- 
mond Academy  of  Medicine. 

Mrs.  E.  L.  McGill,  Petersburg,  Auxiliary  to 
Petersburg  Unit  of  the  Fourth  District  Med- 
ical Society. 

Mrs.  C.  C.  Smith,  Norfolk,  Auxiliary  to  Norfolk 
Medical  Society. 

Mrs.  Hawes  Campbell,  Venter,  Auxiliary  to  Mid- 
Tidewater  Medical  Society. 

Mrs.  John  Hundley,  Jr.,  Lynchburg,  Auxiliary  to 
Lynchburg  Academy  of  Medicine. 

Mrs.  A.  M.  Sneed,  Toano,  Auxiliary  to  James 
City-New  Kent  County  Medical  Society. 

Mrs.  H.  A.  Latane,  Alexandria,  Auxiliary  to 
Alexandria  Medical  Society. 

Mrs.  R.  M.  Woodhouse,  Virginia  Beach,  Auxil- 
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iary  to  Princess  Anne  County  Medical  Society. 

Mrs.  H.  L.  Denoon,  Jr.,  Nassawadox,  Auxiliary 
to  Accomac  and  Northampton  Medical  Society. 

Delegates ; 

Woman’s  Auxiliary  to  "American  Medical  As- 
sociation; Mrs.  Fletcher  J.  Wright,  Petersburg. 

Woman’s  Auxiliary  to  Southern  Medical  Asso- 
ciation; Mrs.  Southgate  Leigh,  Norfolk. 

Unfinished  Business. 

New  Business. 

Reports: 

Committee  on  Resolutions. 

Committee  on  Credentials. 

Nominating  Committee. 

Election  of  Officers. 

1:30  P.  AI. — Auxiliary  Luncheon.  (Subscription.) 

Honoring  Airs.  Robert  E.  Fitzgerald,  President. 

Auxiliary  to  American  Aledical  Association. 

Greetings : 

Dr.  P.  St.  L.  Moncure,  President  of  the  Medical 
Society  of  Virginia. 

Dr.  Guy  R.  Fisher,  President  of  Augusta  County 
Medical  Society. 

Dr.  J.  M.  Hutcheson,  President-Elect  of  Medical 
Society  of  Virginia. 

Members  of  Advisory  Council: 

Dr.  J.  Allison  Hodges,  Richmond. 

Dr.  Fletcher  J.  Wright,  Petersburg. 

Address : 

Mrs.  Robert  E.  Fitzgerald,  Wauwatosa,  Wiscon- 
sin, President,  Auxiliary  to  American  Medical 
Association. 

Installation  of  Officers  conducted  by  Airs.  AI. 

N.  King,  of  Norfolk. 

Presentation  of  Gavel. 

Inaugural  Alessage  of  President — Airs.  Frank- 
lin D.  Wilson,  Norfolk. 

Adjournment. 

Entertainments 
Wednesday,  October  14th 
3:00  P.  AI. — Trip  over  Skyline  Drive. 


10:00  P.  AI. — Reception  and  Dance. 


Mrs.  J.  Allison  Hodges. 

News  of  the  sudden  death  of  Airs.  J.  Allison 
Hodges,  on  August  8th  in  Alontreat,  N.  C.,  where 
she  and  Dr.  Hodges  were  spending  the  summer, 
comes  as  a distinct  shock  and  brings  sorrow  to  the 
heart  of  every  member  of  the  Auxiliary.  Alarj-  Gray 
Hodges  was  one  of  the  founders  of  the  Virginia 
.Auxiliary.  In  1922  she  worked  diligently  with  Dr. 
and  Airs.  Southgate  Leigh  of  Norfolk  to  bring  about 


the  realization  of  Dr.  Leigh’s  idea  to  form  an  Auxil- 
iary in  the  State  of  Virginia.  She  was  its  first 
Chairman  of  Organization.  In  1925,  in  the  capac- 
ity of  Vice-President,  she  took  the  chair  and  pre- 
sided at  the  Annual  Aleeting  due  to  the  illness  of 
the  President.  She  served  the  Auxiliary  as  Presi- 
dent for  the  years  1931  and  1932.  Airs.  Hodges 
was  the  possessor  of  a magnetic  personality.  She 
was  a woman  of  wide  interests.  Alany  and  varied 
were  the  women’s  organizations  in  Richmond  and 
throughout  the  State  to  which  she  gave  untiringly 
of  her  time  and  efforts.  In  the  death  of  Airs. 
Hodges  the  .Auxiliary  has  lost  one  of  its  staunchest 
members.  Her  presence  and  help  will  be  missed  in 
every  phase  of  the  .Auxiliarj-’s  activities.  The  in- 
fluence of  her  work  in  the  past  will  be  a living 
memorial  to  her,  and  should  inspire  the  .Auxiliary 
to  great  achievements  in  the  future. 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharm- 
acy and  Chemistry  of  the  American  Association: 

E.  R.  Squibb  & Sons. 

Gas  Gangrene  .Antitoxin — S(|uibb. 

Tetanus-Gas  Gangrene  .Antitoxin — Squibb. 

New  and  Nonofficial  Remedies 

The  fol'owing  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  .American 
Medical  .Association  for  inclusion  in  New  and  Non- 
official Remedies: 

Hypodermic  Tablets  Metrazol  grains. — Each  tab- 

let contains  Metrazol  (New  and  Nonofficial  Remedies, 
1935,  p.  322)  sufficient  to  insure  the  administration  of 
1/4  grains  of  Metrazol  in  solution.  Bilhuber-Knoll  Cor- 
poration, Jersey  City,  N.  J. 

Compressed  Tablets  Sal-Ethyl  Carbonate  with  Phen- 
acetin. — Each  tablet  contains  sal-ethyl  carbonate  (New 
and  Nonofficial  Remedies,  1935,  p.  358)  0.23  Gm.  (3)4 
grains)  and  phenacetin  (acetophenetidin — U.S.P.)  0.1 

Gm.  (1)4  grains).  Parke,  Davis  & Co.,  Detroit. 


Book  Announcements 


New  Plans  of  Medical  Service.  Examples  of  Or- 
ganized Local  Plans  of  Providing  or  Paying  for 
Medical  Services  in  the  United  States.  The  Julius 
Rosenwald  Fund.  Chicago.  1936.  Pamphlet  of 
74  pages. 

illustrious  Contributors  to  Public  Health.  Being  the 
Names  Carved  on  the  New  Building  to  House  the 
Departments  of  Flealth,  Hospitals  and  Sanitation, 
and  the  Office  of  the  Chief  Medical  Examiner.  A 
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Souvenir  Prepared  for  the  Dedication  Exercises  on 
Tuesday,  November  26,  1935.  By  Charles  Frede- 
rick Bolduan,  M.  D.,  Department  of  Health,  City  of 
New  York.  Privately  Printed.  1936.  Octavo  of 
33  pages.  Cloth. 

The  Baby  and  Growing  Child.  Feeding  and  Health 
Care.  For  Physicians,  Mothers,  and  Nurses.  By 
LOUIS  FISCHER,  M.  D.,  Consulting  Physician  to 
the  Willard  Parker  Hospital,  New  York  City;  Con- 
sulting Physician  to  St.  Vincent’s  Hospital,  Mont- 
clair, N.  J.,  etc.  Funk  and  Wagnalls  Company. 
New  York  and  London.  1936.  12mo  of  260-xvi 
pages.  Illustrated.  Cloth.  Price,  $1.50. 

This  is  a Itook  apparently  intended  for  a mothers’ 
guide  book  in  feeding  and  general  care  of  children. 
It  is  stated  in  several  places  throughout  the  book 
that  certain  treatments  advised  are  to  be  used  only 
until  a doctor  can  be  summoned. 

The  first  section  of  the  book  on  the  General  Hy- 
giene of  the  Infant  includes  chapters  on  the  nursery, 
bathing  and  care  of  the  navel,  clothing  and  train- 
ing of  the  infant,  which  should  be  very  useful  to 
the  mother,  and  includes  the  kind  of  information 
which  physicians  sometime  do  not  take  time  or 
thought  to  impart.  However,  included  in  this  sec- 
tion are  a chapter  each  on  the  X-ray  and  blood 
transfusion,  for  which  no  justification  can  be  seen 
and  which  might  lead  to  misunderstanding  between 
the  mother  and  her  own  physicians. 

The  other  sections  of  the  book  concern  Feeding, 
ervous  Manifestations  and  Diseases  of  Various 
Sorts.  Here  and  there  is  a bit  of  knowledge  which 
should  be  useful  to  the  mother,  but  much  of  it  could 
be  misinterpreted  and  misleading  in  the  face  of  her 
limited  medical  knowledge.  Especially  deplorable 
are  the  sections  on  the  advised  treatment  for  warts 
and  worms,  the  explanation  of  cause  of  vomiting  in 
infancy  and  on  operations  in  children.  Under  the 
section  on  Diseases,  it  is  stated  that  the  Dick  test 
will  show  the  presence  or  absence  of  scarlet  fever. 

It  would  seem  that  the  reason  for  such  a book 
should  be  one  of  two — either  a substitute  for  a phy- 
sician in  rural  communities  w’here  no  doctor  or  clinic 
is  available,  or  as  an  adjunct  to  the  private  phy- 
sicians’ advice.  No  one  book  could  properl}-  serve 
both  these  purposes.  This  book  does  not  fulfill  the 
first,  as  the  advice  given  is  not  systematized  or  prac- 
tical for  the  type  of  mother  who  would  need  to  use 
it  (mothers  whose  children  are  subject  to  sinus  in- 
fections are  advised  to  take  them  to  Florida  or  Cali- 
fornia). The  second  purpose  is  served  in  a few 


sections  as  mentioned  previously,  especially  in  re- 
gards to  clothing,  bath,  and  habit  training,  but  for 
the  most  part,  is  a rather  jumbled  collection  of 
hygienic,  medical  and  laboratory  notes.  The  Chil- 
dren’s Bureau  Publications,  United  States  Depart- 
ment of  Labor,  puts  out  publications  which  serve 
this  purpose  much  more  satisfactorily. 

It  is  our  opinion  that  there  is  no  justification  for 
this  book  as  it  stands. 

Louise  Fry  Galvin,  M.  D. 

Infant  Nutrition.  A Textbook  of  Infant  Feeding  for 
Students  and  Practitioners  of  Medicine.  By  WIL- 
LIAMS McKIM  MARRIOTT,  B.  S.,  M.  D.,  Professor 
of  Pediatrics,  Washington  University  School  of 
Medicine:  Physician  in  Chief,  St.  Louis  Children’s 
Hospital.  Second  Edition.  St.  Louis.  The  C.  V. 
Mosby  Company.  1935.  Octavo  of  431  pages.  Illus- 
trated. Cloth.  Price,  $4.50. 

Chemistry  is  the  foundation  of  pediatrics.  Dr. 
Marriott,  an  outstanding  pediatric  chemist,  is  one 
of  the  pioneers  in  America  to  introduce  chemistry 
into  pediatrics.  . 

Protein  metabolism  is  treated  chemically  as  it 
should  be  and  the  protein  is  easier  to  consider  in 
infant  feeding  when  its  interlocking  effect  with  other 
items  are  e.xplained. 

Carbohydrate  metabolism  is  so  important  that 
fourteen  pages  are  given  to  the  many  kinds  of  sugars 
and  their  change  from  one  to  another,  when  such 
changes  occur.  The  carbohydrates  of  fruits  are  im- 
portant additions. 

^Mineral  and  water  metabolism  occupy  thirteen 
pages  instead  of  being  simply  mentioned.  This  is 
a great  advance  in  pediatrics. 

Digestion  in  infants  begins  with  salivary  diges- 
tion. The  acid  base  is  considered  and  the  pH  of 
digestion  given  due  consideration.  Dr.  Marriott  is 
a pioneer  in  milk  “Buffers’’  and  the  introduction 
of  lactic  acid  milk  has  been  large  due  to  him.  The 
chemistry  of  lactic  acid  milk  is  explained.  Breast 
feeding  of  normal  infants  occupies  twent}'-seven 
pages.  It  is  encouraging  to  see  so  much  emphasis 
on  breast  feeding. 

Fifty  pages  are  devoted  to  the  various  forms  of 
diarrhea.  The  miscellaneous  technic  for  intravenous 
and  intra-peritoneal  injection  are  valuable  to  prac- 
titioner and  hospital  worker. 

This  book  is  valuable  for  practitioner  and  class- 
room. 

St.  George  T.  Grinnan,  IM.  D. 
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Editorial 


Preaching  What  We  Practice. 

The  National  ^ledical  Council  on  Birth  Control 
was  organized  in  June,  1936,  for  the  purpose  of 
controlling  and  supervising  all  medical  policies  of 
the  American  Birth  Control  League,  as  well  as  initi- 
ating, encouraging  and  executing  appropriate  scien- 
tific research  in  the  medical  aspects  of  birth  control. 
Its  headquarters  are  at  515  [Madison  Avenue,  New 
York  City. 

On  the  council  are  a number  of  well-known  med- 
ical men,  William  Allen  Pusey,  William  E.  Studdi- 
ford,  Milton  C.  \\'intemitz,  Hans  Zinsser  and  J. 
Shelton  Horsley.  That  birth  control  is  approved 
by  the  medical  profession  of  Virginia  was  shown- 
in  a poll  conducted  by  the  Virginla  Medic.al 
Moxthly  a year  or  more  ago.  The  economic  fu- 
ture of  our  country  is  intimately  tied  up  with  this 
question  which  is  bound  to  assume  increasing  im- 
portance among  thinking  people.  It  is  a wise  move 
to  jilace  this  whole  movement  more  directly  under 
medical  supervision. 

Caesarean  Section  Before  Caesar. 

The  operation  of  removing  a living  child  from 
the  womb  of  its  dead  mother  was  known  to  many 
ancient  peoples  including  the  Hindus,  Hebrews  and 
Romans.  In  ancient  Rome  such  a procedure  was 
required  by  law.  In  1608  the  Senate  of  Venice 
enacted  a law  imposing  a severe  penalty  for  fail- 
ure to  carr}-  it  out.  It  was  not  until  1500  A.  D., 


however,  that  a Swiss  sow  gelder,  Jacob  Nufer  by- 
name, performed  the  first  successful  Caesarean  op- 
eration upon  a living  mother.  The  patient  was  his 
wife  and  she  later  bore  other  children.  Before  the 
century  was  over  Francis  Rousset  was  able  to  col- 
lect no  less  than  fifteen  successful  cases. 

In  a recent  issue  of  the  Canadian  Medical  .45- 
sociation  Journal,  John  and  Herbert  Couch  show 
that  Julius  Caesar  was  not  born  in  this  fashion, 
though  until  now  the  derivation  of  the  phrase  “Cae- 
sarean section”  has  been  explained  on  the  basis  of 
this  traditional  fallacy.  We  have  Pliny’s  word  for 
it  that  “The  first  ...  of  the  Caesars  [a  grandfather 
of  Julius]  was  so  named,  from  having  been  re- 
moved by  an  incision  in  his  mother’s  womb.  For 
a similar  reason,  too,  the  Caesars  were  called  by 
that  name.”  Froude,  the  historian,  tells  us  that 
Aurelia  the  mother  of  Julius  Caesar  did  not  die 
at  his  birth,  as  would  have  happened  had  her  son 
been  delivered  in  this  manner.  Caesar  often  re- 
ferred to  his  mother  and  she  lived  in  his  house 
until  she  died  in  maturity.  The  first  of  the  family, 
Se.xtus  Julius  Caesar,  lived  in  Sicily  about  a hun- 
dred years  before  the  birth  of  Julius.  It  was,  there- 
fore, this  Sextus,  and  not  Julius,  who  was  delivered 
by  incision  into  the  womb  of  his  dead  mother, — 
from  which  it  appears  that  a famous  Roman  family 
was  named  after  the  operation  and  not  the  opera- 
tion after  the  family. 
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It  Was  Tried  on  Nero. 

A recent  news  story  in  the  New  York  Times,  com- 
menting on  the  increasing  attention  being  paid  in 
medical  circles  to  the  therapeutic  possibilities  of 
snake  venom  and  on  the  extraordinary  potency  of 
the  Russian  viper’s  venom  in  particular,  a million- 
million-millionths  part  of  which  is  effective  as  a 
coagulant,  reminds  us  that  the  facility  of  snake 
poison  to  arrest  hemorrhage  is  not  a modem  dis- 
covery since  it  was  known  and  tried  in  the  ancient 
world.  It  directs  attention  to  the  fact  that  a Roman 
emperor,  “the  profligate  and  cruel  Nero”  to  be  exact, 
somewhere  about  the  year  A.  D.  60  experienced  an 
alarming  hemorrhage  which  the  court  physician 
successfully  arrested  by  the  application  of  viper 
toxin. 

Serum-Negative-Cerebrospinal-Fluid-Positive 

Wassermanns. 

A positive  cerebrospinal  Wassermann  in  the  pres- 
ence of  a negative  serum  Wassermann  has  been,  of 
course,  long  recognized  as  an  important  clinical 
fact  in  neurosyphilis.  As  far  back  as  1910  Noguchi 
reported  as  high  as  13  per  cent  of  his  cases  of  gen- 
eral paralysis  giving  these  contradictory  findings. 

Only  recently  have  satisfactory  explanations  of 
this  situation  been  forthcoming.  In  a recent  Public 
Health  Service  Publication  there  is  abstracted  a 
report  of  Otto  S.  Bier’s  article  on  The  mechanism 
of  the  Wassermann  reaction  positive  in  the  spinal 
fluid  and  negative  in  the  blood  serum;  part  played 
by  the  fourth  complement  of  the  alexin  in  this 
phenomenon.  After  carefully  studying  the  various 
components  of  complement  which  might  be  re- 
sponsible for  negativizing  an  otherwise  positive  se- 
rum, Bier  concluded  that  it  was  the  so-called  fourth 
component  of  complement  (serum  yeast)  which  was 
at  fault.  “It  will  require  study  of  a large  number 
of  sera  to  show  whether  this  inhibition  is  specific, 
whether  it  only  represents  an  accentuated  action  of 
the  anti-complementary  capacity  which  the  ammonia 
produces  in-  the  serum  ,or  whether  it  is  a result  of  a 
condition  of  lability  of  the  serum  proteins.” 

By  the  addition  of  this  fourth  component  to  cere- 
brospinal fluid  otherwise  showing  a four  plus  Was- 
sermann reaction,  negative  results  were  gotten.  It 
is  suggested  that  “It  is  possible  that  by  using  1 c.c. 
serum  and  inactivating  it  first  with  ammonia  to 
avoid  the  disturbing  action  of  the  fourth  component, 
reactions  as  intense  as  those  in  the  spinal  fluid  may 
be  obtained.”  The  author  feels  that  these  theories 


do  not  exclude  the  possibility  of  the  “local  forma- 
tion of  reagins  in  the  subarachnoid  spaces.” 

A Contribution  to  History. 

Percy  Gatling  Hamlin,  M.  D.,  M.  C.,  is  a Vir- 
ginian. His  recent  book  The  Making  of  a Soldier, 
in  which  he  has  gathered  and  edited  the  letters  of 
an  important  Confederate  commander,  R.  S.  Ewell, 
is  entertaining  reading.  The  Virginia  Medical 
^Monthly  congratulates  Dr.  Hamlin  upon  this  thor- 
oughly worthwhile  piece  of  work. 

Ewell’s  letters,  like  most  personal  correspondence 
dashed  off  in  unguarded  moments,  is  often  deeply 
revealing.  Not  only  does  this  published  correspond- 
ence throw  light  upon  the  character  of  Ewell,  but  it 
affords  an  uncensored  commentary  upon  the  times. 
And  Ewell  lived  through  some  of  the  most  interest- 
ing times  in  our  national  life. 

The  majority  of  these  collected  letters  are  written 
to  his  brother,  Ben,  and  to  his  niece,  Lizzie.  The 
series  begins  at  West  Point,  disclosing  a young  pros- 
pective officer  of  the  United  States  Army  troubled 
about  his  orthography,  concerned  over  which  branch 
of  the  service  to  enter,  and  firmly  resolved  to  re- 
main a bachelor  all  his  life. 

Bearing  successively  the  postmarks  of  most  of  the 
frontier  military  forts,  the  letters  continued  to  record 
graphically  the  life  of  an  officer  of  the  United  States 
Dragoons.  They  tell  of  chasing  Indians,  of  the 
hardships  of  military  life,  of  speculations  in  gold 
mines.  They  breathe  the  hope  of  their  writer’s  one 
day  making  enough  money  to  retire  from  the  army. 
These  letters  are  interspersed  with  all  sorts  of  ad- 
vice to  Lizzie, — including  full  directions  on  how  to 
lose  weight.  The  Mexican  War  interrupted  this 
period  of  his  life  and  the  few  letters  written  during 
the  brief  campaign  below  the  Rio  Grande  throw  im- 
portant light  upon  some  of  the  principal  actors  in 
that  drama. 

The  later  letters,  those  written  as  Confederate 
general,  are  on  the  whole  disappointing.  Perhaps 
it  is  too  much  to  expect  interesting  detail  in  the  per- 
sonal correspondence  of  a busy  commanding  officer. 
In  spite  of  occupying  an  important  position  under 
Jackson — whom,  by  the  way,  he  did  not  seem  to 
understand — he  called  him  “an  enthusiastic  fanatic.” 
In  several  of  the  letters  we  sense  his  admiration  for 
Early.  To  him  he  writes:  “Your  claims  to  the 
Division  are  fully  equal  if  not  superior  to  mine.” 
Highly  successful  in  his  early  military  operations. 
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be  lived  to  see  himself  censured  and  ultimately,  re- 
moved from  active  command  of  his  corps.  His  cor- 
respondence reflects  his  chagrin  at  this  unhappy 
termination  of  his  military  career.  Ill  health  and 
wounds  appear  to  have  been  largely  contributory. 
.■\.t  first  it  was  worry  and  indigestion,  then  malaria 
and  the  loss  of  a leg.  Finally  boils  and  neuralgia 
capped  the  climax. 

The  last  period  of  Ewell’s  life,  that  of  a Ten- 
nessee farmer,  is  reflected  in  letters  full  of  the  diffi- 
culties of  post  helium  agriculture  in  the  South. 
They  tell  of  wasted  farms,  lazy  darkies,  cotton  that 
would  not  come  up  and  corn  that  could  not  resist  the 
cut  worm. 


If  an  estimate  of  Ewell  is  to  be  based  ujx)n  these 
letters  one  arrives  at  the  conclusion  that  they  reveal 
a man  who  had  experienced  a full  and  interesting 
life.  They  are  straightforward  and  never  over- 
serious.  Some  of  them  are  delightful,  with  a pleas- 
ing vein  of  banter.  On  the  other  hand  they  are 
utterly  devoid  of  emotion  or  of  the  philosophical  ap- 
proach to,  or  solution  of  life,  although  they  were 
written  in  circumstances  highly  provocative  of  these 
characteristics.  In  spite  of  all  that  has  been  said 
concerning  the  eccentricity  of  Ewell,  very  little  of 
this  appears  in  his  correspondence.  He  is  here  re- 
vealed as  General  Taylor  who  knew  him  well  put  it ; 
“Virginia  never  bred  a truer  gentleman,  a braver 
soldier,  nor  an  odder,  more  lovalfle  fellow.” 


President's  Message 


A Call  to  Our  Staunton  Meeting. 

Less  than  six  weeks  remain  before  our  annual 
meeting  in  Staunton.  So  far  everything  is  moving 
alone  smoothly. 

Our  local  Committee  on  .Arrangements  informs  me 
jflans  are  in  the  shaping  for  ample  space  for  scien- 
tific and  commercial  exhibits;  that  we  will  have 
good  hotel  accommodations;  that  the  citizens  of 
Staunton — the  commercial  organizations — are  co- 
operating with  the  committee  to  give  us  everything 
in  the  way  of  entertainment  we  could  desire. 

The  Chairman  of  the  Committee  on  Scientific  Ex- 
hibits advises  that  we  will  have  an  interesting  dis- 
play. 

The  Program  Committee  announces  that  the  sym- 
posium will  be  most  instructive;  and  the  papers 
submitted  are  strong  and  interesting. 

Xow,  it  is  up  to  us  to  make  the  meeting  a suc- 
cess,— first,  by  attending,  and  enthusiastically  en- 
tering into  the  whole  spirit  of  the  occasion. 

There  is  a move  to  make  the  several  alumni  asso- 


ciations a feature  of  the  meeting.  Come  and  meet 
your  old  classmates,  and  talk  about  the  old  college 
days,  and  new  problems.  There  is  no  way  you  can 
serve  your  alma  mater  better  than  by  meeting  fel- 
low alumni,  and  discussing  college  matters — and  I 
always  believed  the  voice  of  the  alumni  should  be 
Icuder,  and  should  be  heard;  and  given  credence 
by  the  faculties;  board  of  visitors  and  trustees  of 
the  various  colleges. 

.As  to  the  Woman’s  .Auxiliary,  come  and  bring 
your  wife,  and  your  daughter.  Don't  send  her,  and 
you  stay  at  home.  The  more  women  we  have  at 
these  meetings,  the  more  dignity  we  add  to  the  oc- 
casion; the  better  papers  we  have,  the  greater  suc- 
cess we  will  make  of  the  whole  meeting. 

^^'e  are  going  to  meet  in,  not  a large  city,  but  a 
beautiful  one — full  of  historic  interest,  the  birth- 
place of  one  of  our  greatest  presidents.  Let’s  go. 

Sincerely  yours, 

P.  St.  L.  Moxcure, 
President,  Medical  Society  of  Virginia. 


Proceedings  of  Societies 


The  Northern  Neck  Medical  Association 
Held  an  excellent  meeting  at  ^^'arsaw,  A’a.,  on 
May  28th.  In  addition  to  a number  of  visitors,  the 
following  members  were  in  attendance:  Dr.  Lee  S. 
Liggan,  president;  Dr.  E.  T.  Ames,  secretary,  and 


Drs.  W.  X.  Chinn,  R.  E.  Booker,  G.  H.  Steuart,  J. 
M.  Holloway,  E.  R.  Aloorman,  J.  H.  Hare,  H.  L. 
Segar,  M.  C.  Oldham,  G.  B.  Harrison,  A.  S.  Lilly, 
C.  T.  Pierce,  Samuel  Downing,  E.  F.  Gouldman, 
C.  A'.  Griffith,  A.  H.  Deekens,  and  L.  E.  Cockrell. 
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Tlie  program  included  papers  by  Dr.  J.  H.  Hare 
of  Warsaw,  Dr.  C.  Y.  Griffith  of  IMount  Holly,  Drs. 
Carrington  Y'illiams,  E.  L.  Kellum,  A.  I.  Dodson, 
Donald  Daniel  of  Richmond,  and  a lecture  on  Can- 
cer and  the  showing  of  the  Canti  film  by  Dr.  J. 
Shelton  Horsley,  also  of  Richmond.  At  this  meet- 
ing, delegates  were  also  elected  to  the  State  meeting 
to  be  held  in  Staunton. 

The  next  meeting  of  this  society  will  be  held  at 
iMontross  on  October  22nd. 

Augusta  County  Medical  Association. 

The  annual  meeting  of  this  Association  was  held 
at  Stonewall  Jackson  Tavern,  just  outside  of  Staun- 
ton, Va.,  on  August  5th.  Dr.  William  B.  Porter  of 
Richmond,  professor  of  IMedicine  at  the  IMedical 
College  of  Virginia,  was  the  invited  guest  and  pre- 
sented an  interesting  paper  at  this  time.  Dr.  J.  C. 
Neale,  the  new  Augusta  County  health  officer,  and 
Dr.  Boyd  H.  Payne,  both  of  Staunton,  were  elected 
to  membership.  Delegates  were  elected  to  the  meet- 
ing of  the  State  Society  to  be  held  in  October  and 
the  following  officers  were  named  for  the  coming 
year:  President,  Dr.  Guy  R.  Fisher,  Staunton;  vice- 
presidents,  Dr.  Glenn  C.  Campbell  and  Dr.  Charles 
W.  Rodgers,  both  of  Staunton,  and  Dr.  Hugh  Bailey 
of  Brownsburg;  secretary.  Dr.  Alex.  F.  Robertson, 
Jr.,  and  treasurer.  Dr.  T.  M.  Parkins,*  both  of 

*Dr.  Parkins  died  on  August  10th  as  the  result  of  an 
automobile  accident  on  his  way  home  from  the  meeting. 


Staunton  and  re-elected.  The  Society  had  its  an- 
nual banquet  following  the  meeting. 

Fourth  District  Medical  Society. 

The  regular  meeting  of  this  Society  was  held  in 
Emporia,  Va.,  on  August  18th,  with  Dr.  Frank 
iMallory  of  Lawrenceville  presiding  in  the  absence 
of  the  president,  Dr.  T G.  Hardy,  Farmville.  Dr. 
Frank  S.  Johns,  Richmond,  was  the  invited  guest 
for  the  afternoon  program,  and  the  following  mem- 
bers also  presented  jiapers:  Dr.  J.  B.  Kiser,  Em- 
poria; Dr.  C.  E.  Martin,  Emporia;  Dr.  E.  T. 
Terrell,  Williamsburg;  Dr.  J.  B.  Jones,  Petersburg; 
Dr.  R.  L.  Raiford,  Franklin;  and  Dr.  H.  C.  Jones, 
Petersburg. 

The  evening  program  was  a Testimonial  Dinner 
to  Dr.  E.  M.  Parker,  Emporia.  The  speakers  were 
Dr.  J.  Morrison  Hutcheson,  Richmond;  Dr.  G.  M. 
Naff  and  Dr.  C.  E.  iMartin,  Emporia;  and  Dr. 
R.  L.  Raiford,  Franklin. 

The  next  regular  meeting  of  this  Society  will  be 
held  in  Chase  City  on  November  10th. 

Prince  Edward  County  Medical  Society. 

At  a recent  meeting  of  this  Society,  delegate  and 
alternate  were  elected  to  the  Staunton  meeting  of 
the  State  Society  and  Dr.  H.  B.  Holsinger,  Farm- 
ville, was  elected  president,  succeeding  Dr.  Thos. 
G.  Hardy.  I)r.  Joseph  H.  Smith,  Farmville,  was 
re-elected  secretary-treasurer. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Field  Clinician  Working  in  Virginia. 

For  four  weeks  beginning  July  20th  the  Field 
Clinician  of  this  department.  Dr.  L.  L.  Shamburger, 
has  pursued  work  in  the  city  of  Suffolk,  and  in 
Nansemond  and  Isle  of  Wight  Counties.  During  this 
time  all  doctors  in  the  area  have  been  visited  at 
least  once.  In  most  cases  several  visits  have  been 
made  and  at  the  request  of  doctors  consultations 
have  been  held  some  of  which  resulted  in  diagnosis 
and  therapy.  While  most  of  the  cases  involved 
were  obstetrical  a considerable  number  were  gyneco- 
logical. Reports  received  during  the  course  of  Dr. 


Shamburger’s  work  in  this  area  indicate  that  there 
is  considerable  interest  among  the  doctors  in  the 
venture  and  that  it  has  been  highly  worth  while.  A 
final  report  has  not  been  received  at  the  writing  of 
this  item. 

At  the  request  of  the  Halifax  Medical  Society  and 
with  the  support  of  the  doctors  in  Greenesville  and 
Brunswick  Counties  a joint  post-graduate  course  in 
obstetrics  and  gynecology  has  been  arranged  for 
these  counties  for  a period  of  five  weeks  beginning 
August  17th.  Dr.  Shamburger  will  spend  two  days 
each  week  at  South  Boston  (Mondays  and  Tues- 
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days),  Lawrenceville  (Wednesdays  and  Thursdays), 
and  Emporia  (Fridays  and  Saturdays).  In  the 
afternoon  of  the  first  day  in  each  place  a clinic  will 
be  held  for  which  all  doctors  in  the  counties  are 
invited  to  enroll.  The  remainder  of  the  time  will 
be  spent  in  individual  or  small  group  conferences 
by  arrangement  with  doctors  requesting  such  serv- 
ices. 

Dr.  Shamburger  has  accepted  invitations  to  ap- 
pear on  the  program  of  the  Clinch  Valley  Medical 
Society  on  September  19th  and  on  that  of  the  South- 
western Virginia  Medical  Society  on  September  26th. 

Following  the  five-weeks’  course  in  Halifax, 
Brunswick  and  Greenesville  Counties  the  Field  Cli- 
nician will  be  available  in  other  sections  of  the  State 
upon  request  of  local  societies.  Where  local  so- 


cieties take  the  initiative,  perfect  an  organization 
and  make  all  arrangements  for  courses  of  lectures, 
clinics,  and  conferences  no  fees  will  be  charged.  If, 
however,  a local  society  prefers  that  the  Executive 
Agency  of  the  Department,  The  Extension  Division, 
send  a representative  to  the  county  to  interview  doc- 
tors and  make  arrangements,  this  will  be  done  but 
it  will  be  necessary  in  this  case  to  charge  a small 
fee  to  those  who  enroH  in  order  to  cover  the  addi- 
tional expenses  of  organization. 

Societies  wishing  to  avail  themselves  of  the  serv- 
ices of  the  Field  Clinician  for  individual  programs 
or  extended  courses  should  address  their  requests  to 
the  Executive  Secretary  of  the  Department,  IMr. 
George  B.  Zehmer,  University  Station,  Charlottes- 
ville, Virginia. 


News  Notes 


Invitation  to  Staunton  Meeting. 

The  Augusta  County  ^Medical  Association,  through 
Dr.  Guy  R.  Fisher,  its  president  and  chairman  of 
the  Local  Committee  of  Arrangements  for  our  Staun- 
ton meeting,  extends  a most  cordial  invitation  to 
the  members  of  the  Medical  Society  of  Virginia  to 
attention  our  sixty-seventh  annual  meeting  in  that 
city  on  October  13th,  14th  and  15th.  The  local 
society  is  interested  in  doing  ever}’thing  possible  for 
the  comfort  and  pleasure  of  the  doctors  and  the 
ladies  accompanying  them. 

Our  preliminary  program  appears  in  this  issue  of 
the  Monthly.  Be  sure  to  look  it  over  and  be  ready 
to  discuss  the  papers  in  which  you  are  especially 
interested.  Many  advances  have  been  made  in  the 
treatment  of  the  Endocrine  Diseases  in  the  past  few 
years  and  so  this  was  selected  as  the  subject  for 
general  discussion.  Dr.  William  D.  Haggard,  a 
past-president  of  the  American  Medical  Association, 
will  be  the  guest  speaker  at  the  first  general  session, 
and  Dr.  Lloyd  W.  Ketron,  associate  professor  of 
dermatology  at  Johns  Hopkins  University,  the  other 
guest,  will  address  the  Society  on  Wednesday  after- 
noon. Ample  space  has  been  provided  for  scien- 
tific as  well  as  commercial  exhibits. 

So  that  this  may  not  be  “all  work  and  no  play,” 
the  Program  Committee  decided  not  to  have  a scien- 
tific session  on  ^^’ednesday  evening  but  to  turn  this 


into  an  informal  social  evening  for  alumni,  frater- 
nity and  special  society  dinners.  This  will  be  a 
subscription  affair.  In  addition  to  this,  the  Local 
Committee  has  arranged  to  have  a “smoker”  after 
the  Tuesday  evening  session  and  a dance  on  Wed- 
ne.sday  evening.  Other  entertainment  has  also  been 
arranged  for  the  ladies  and  the  doctors  are  urged 
to  bring  their  “better  halves”  along. 

The  business  sessions — Council  and  House  of 
Delegates — will  start  the  ball  rolling  on  Tuesday 
and  members  of  these  bodies  are  urged  to  be  on 
hand  as  the  business  affairs  are  quite  as  important 
as  the  scientific  and  social. 

Don’t  forget  the  dates — October  13th,  14th  and 
15th.  Mark  them  on  your  calendar  and  make  hotel 
reservations  at  once.  Names  of  hotels  with  rates 
appeared  in  the  April  issue  of  the  IMonthly. 

Changes  Among  Health  Officers. 

Dr.  J.  B.  Porterfield,  recently  health  officer  of 
Montgomery  County  Health  District,  with  headquar- 
ters at  Christiansburg,  Va.,  has  been  appointed  head 
of  the  Peninsula  Health  Service,  covering  the  coun- 
ties of  James  City,  Warwick  and  Elizabeth  City, 
with  offices  in  Williamsburg,  Va.  He  succeeds  Dr. 
George  E.  Waters  who  resigned  to  enter  private  prac- 
tice. 

Dr.  Sheldon  D.  Carey,  class  of  ’35,  University  of 
Virginia  Department  of  Medicine,  who  has  been 
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assisting  Dr.  R.  G.  Beachley  as  deputy  director  of 
Rural  Health  in  the  State  Health  Department  at 
Abingdon,  has  been  appointed  to  succeed  Dr.  Porter- 
field. 

New  Commitment  Papers  for  State  Hos- 
pitals. 

New  commitment  papers  for  the  insane,  inebriate 
and  dmg  addicts  have  been  sent  out  to  Virginia’s 
State  Hospitals.  These  papers  will  protect  the  inti- 
mate details  of  the  patient’s  life  from  curiosity  seek- 
ers and  gossipers,  as  only  one  copy  will  be  made 
and  this  will  be  available  only  to  medical  authorities. 
The  bare  legal  procedure  is  kept  in  the  clerk’s  offices 
now  and  the  more  intimate  report  is  sent  to  the  hos- 
pital. 

Married. 

Dr.  Samuel  Weinstein  and  IMiss  Hollis  Hayward 
Young,  both  of  Richmond,  Va.,  August  2nd. 

Dr.  William  Hume  Hoskins,  class  of  ’31,  Med- 
ical College  of  Virginia,  now  of  Venice,  Fla.,  and 
Miss  Elizabeth  Braxton  Henry  Watson,  Richmond, 
Va.,  August  22nd. 

Dr.  A.  Lafayette  Stratford  and  Miss  Cary  Valen- 
tine Cutchins,  both  of  Richmond,  Va.,  August  7th. 

Dr.  Joseph  A.  Robinson,  Bluefield,  W.  Va.,  and 
Miss  Elizabeth  Arnold  White,  Tazewell,  Va.,  Au- 
gust 1st.  Dr.  Robinson  is  an  alumnus  of  the  !Med- 
ical  College  of  Virginia,  class  of  ’33. 

Dr.  Munford  Radford  Yates,  Lynchburg,  Va.,  and 
IMiss  Frances  Jones,  daughter  of  Dr.  and  Mrs.  J. 
Bolling  Jones  of  Petersburg,  Va.,  August  15th.  Dr. 
Yates  is  a member  of  the  medical  class  of  ’32  of 
the  University  of  Virginia. 

Dr.  Archibald  Perrin  Hudgins,  an  alumnus  of  the 
University  of  Virginia,  now  located  in  Charleston, 
W.  Va.,  and  Miss  ISIarie  Hardy  Linville,  Linville, 
N.  C.,  June  6th. 

Dr.  William  Angle  Young,  of  the  class  of  ’36, 
Medical  College  of  Virginia,  and  Miss  Margaret 
Maie  Owens  of  Richmond,  August  15th.  Dr.  Young 
is  now  interning  at  the  Retreat  for  the  Sick  Hospital 
in  Richmond,  Va. 

Dr.  Warren  F.  Draper, 

Formerly  State  Health  Commissioner  of  Virginia, 
has  been  promoted  and  commissioned  as  Medical 
Director  in  the  Regular  Corps  of  the  U.  S.  Public 
Health  Service.  This  was  effective  July  23rd. 


Dr.  Hugh  L.  C.  Wilkerson, 

Class  of  ’33,  Medical  College  of  Virginia,  as- 
sistant surgeon  in  the  U.  S.  Public  Health  Service, 
Reserve,  is  now  stationed  on  the  U.  S.  Coast  Guard 
Cutter  “Unalga”  at  San  Juan,  Puerto  Rico. 

New  Ward  Planned  for  Crippled  Children’s 

Hospital. 

Plans  have  been  drawn  for  a $45,000  ward  for 
the  care  of  crippled  children  afflicted  with  pulmon- 
ary and  joint  tuberculosis,  to  be  added  to  the  Crip- 
pled Children’s  Hospital  in  Richmond,  Va.  It  is 
understood  that  an  appeal  will  be  made  to  the  citi- 
zents  of  Richmqnd  and  the  State  to  secure  the 
amount  needed  in  addition  to  that  in  hand  so  that 
this  ward  may  be  constructed  at  an  early  date.  If 
the  ward  is  built,  it  is  stated  that  it  will  be  known 
as  the  “William  Tate  Graham  Ward,”  in  recogni- 
tion of  the  services  of  Dr.  Graham,  one  of  the 
founders  w’ho  has  given  lavishly  of  his  time  without 
compensation. 

The  American  Board  of  Internal  Medicine 

(Inc.). 

The  American  Board  of  Internal  IMedicine,  in- 
corporated February  28,  1936,  completed  its  organ- 
ization on  June  15,  1936.  Dr.  Walter  L.  Bierring, 
Des  Moines,  was  chosen  Chairman,  and  Dr.  O.  H. 
Perry  Pepper,  Philadelphia,  Secretary-Treasurer. 

The  organization  of  the  board  is  the  result  of 
effective  effort  on  the  part  of  the  American  College 
of  Physicians  in  conjunction  with  the  Section  on 
Practice  of  IMedicine  of  the  American  Medical  As- 
sociation and  these  two  organizations  are  represented 
in  the  membership  of  the  board  on  a five  to  four 
ratio,  respectively 

The  purpose  of  the  board  will  be  the  certification 
of  specialists  in  the  field  of  internal  medicine,  and 
the  establishment  of  qualifications  with  the  required 
examination  procedure  for  such  certification. 

While  the  board  is  at  present  chiefly  concerned 
with  the  qualification  and  procedure  for  certifica- 
tion in  the  general  field  of  internal  medicine,  it  is 
intended  to  inaugurate  immediately  after  July  1, 
1937,  similar  qualification  and  procedure  for  addi- 
tional certification  in  certain  of  the  more  restricted 
and  specialized  branches  of  internal  medicine,  as 
gastroenterology,  cardiology,  metabolic  diseases,  tu- 
berculosis, allergic  diseases,  et  cetera.  Such  special 
certification  will  be  considered  only  for  candidates 
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who  have  passed  at  least  the  vTitten  examination,  re- 
quired for  certification  in  general  internal  medicine. 
The  operation  of  such  a plan  will  require  the  active 
participation  and  cooperation  of  recognized  repre- 
sentatives from  each  of  such  special  fields  of  med- 
icine. 

The  first  written  examination  will  be  held  in 
December,  1936,  and  candidates  successful  in  this 
written  test  will  be  eligible  for  the  first  practical 
or  clinical  examination  which  will  be  conducted  by 
members  of  the  board  near  .the  time  for  the  annual 
session  of  the  American  College  of  Physicians  at 
St.  Louis  in  April,  1937. 

The  fee  for  examination  is  forty  dollars  which 
must  accompany  the  application  and  an  additional 
fee  of  ten  dollars  is  required  when  the  certificate 
is  issued. 

Application  blanks  and  further  information  can 
be  obtained  by  addressing  the  office  of  the  chairman, 
Walter  L.  Bierring,  M.  D.;  406  Sixth  Avenue,  Des 
Moines,  Iowa,  L . S.  A. 

Lectures  at  Jefferson  Medical  College. 

Sir  David  Wilkie,  Professor  of  Surgery,  Faculty 
of  Medicine,  University  of  Edinburgh,  will  give  a 
series  of  twenty-five  lectures  at  the  Jefferson  Med- 
ical College  of  Philadelphia  during  next  November 
and  December. 

The  Southside  Virginia  Medical  Association 

Is  holding  its  regular  quarterly  meeting  at 
Burkeville,  Va.,  on  Tuesday,  September  Sth  and  an 
interesting  program  has  been  planned  as  usual.  Dr. 
L.  S.  Early,  Petersburg,  is  president,  and  Dr.  R.  L. 
Raiford,  Franklin,  secretary-treasurer. 

Dr.  S.  T.  Ryang, 

Class  of  '35,  Medical  College  of  Virginia,  who 
later  served  a rotating  internship  at  Memorial  Hos- 
pital, Richmond,  is  now  connected  with  the  medical 
staff  at  Central  State  Hospital.  Dr.  Ryang  received 
a certificate  from  the  National  Board  of  Medical 
Examiners  in  June. 

Dr.  Lewis  W.  Holladay, 

For  the  past  four  years  assistant  surgeon  at  State 
Farm,  Virginia,  tendered  his  resignation  as  of  Sep- 
tember 1st  and  has  moved  to  Dayton,  Ohio,  where 
he  will  be  associated  with  Drs.  C.  A.  and  2vl.  W. 
Coleman  in  the  practice  of  urology.  Their  offices 
are  at  970  Reibold  Building. 


Dr.  Lester  E.  Dunman 

Is  located  at  Gala.x,  Va.,  where  he  is  resident 
physician  to  the  Galax  Hospital  and  Clinic.  Dr. 
Dunman  is  a member  of  the  class  of  ’35,  Medical 
College  of  Virginia,  and  interned  at  ^Memorial  Hos- 
pital, Richmond. 

Dr.  Pauline  Williams, 

Richmond,  Va.,  of  the  staff  of  the  Medical  Col- 
lege of  Virginia,  has  been  in  New  York  City  since 
the  early  summer  pursuing  special  study  in  ophthal- 
mology, but  will  return  to  Richmond  in  the  Fall. 

Dr.  Williams  was  recently  appointed  chairman  of 
the  Women's  Physicians  of  the  Southern  Medical 
Association  for  its  meeting  in  Baltimore  next  Novem- 
ber. 

Health  Officer  of  Staunton,  Va. 

Dr.  Charles  W.  Rodgers  has  been  elected  health 
officer  and  coroner  of  Staunton,  succeeding  the  late 
Dr.  T.  M.  Parkins  in  both  offices. 

Dr.  James  Q.  Gant, 

Who  graduated  from  the  ^Medical  College  of  Vir- 
ginia in  1935  and  later  interned  at  Stuart  Circle 
Hospital,  Richmond,  is  now  on  the  Dermatological 
Service  at  Bellevue  Hospital,  New  York  City. 

Dr.  John  M.  Bowden, 

Of  the  class  of  ’34,  University  of  Virginia,  De- 
partment of  Medicine,  recently  stationed  at  the  U.  S. 
^larine  Hospital,  Mobile,  .Ma.,  has  been  appointed 
and  commissioned  as  assistant  surgeon  in  the  Re- 
serve Corps  of  the  Public  Health  Service,  effective 
.August  1st. 

New  Infirmary  for  Negro  Patients  Near 
Completion. 

The  new  S25.000  Negro  infirmar\-  for  tubercular 
cases,  now  being  erected  at  Pine  Camp,  Richmond’s 
Municipal  T.  B.  Sanitarium,  is  expected  to  be  com- 
pleted about  the  last  of  September.  It  will  care  for 
fifty-six  patients,  twenty-six  of  whom  have  been 
cared  for  at  the  City  Home.  The  building  will  hax'e 
separate  wards  for  men  and  women  and  for  boys 
and  girls,  as  well  as  living  quarters  for  the  nurses. 
It  will  have  its  own  kitchen,  dining-room,  and  heat- 
ing plant. 

Dr.  Leta  J.  White, 

Petersburg,  Va.,  has  been  appointed  health  chair- 
man for  the  Federation  of  Business  and  Profes- 
sional Women’s  Clubs  of  Virginia. 
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The  International  Medical  Assembly  o£  the 
Inter-State  Post-Graduate  Medical  Associ- 
ation of  North  America 

Will  convene  in  St.  Paul,  Minn.,  on  October  12th 
and  continue  through  the  16th.  Dr.  David  Ries- 
man,  Philadelphia,  Pa.,  president,  will  preside.  Pre- 
and  Post- Assembly  clinics  will  be  held  on  the  10th 
and  17th  in  St.  Paul  Hospitals,  with  Drs.  Ed- 
ward W.  Archibald,  Montreal,  Canada,  and  Charles 
H.  Mayo  and  William  J.  IMayo,  both  of  Rochester, 
presiding.  A list  of  the  teachers  and  clinicians  ap- 
pears on  advertising  page  2 of  this  issue  of  the 
Monthly. 

A cordial  invitation  is  extended  to  all  members 
of  the  profession  in  good  standing  in  their  State  or 
Provincial  Societies.  There  is  a registration  fee  of 
$5.00.  Full  information  may  be  obtained  from  Dr. 
W.  B.  Peck,  Managing-Director,  Freeport,  111. 

The  Medical  Library  Association, 

At  its  annual  meeting  recently  held  in  St.  Paul, 
Minn.,  selected  Richmond,  Va.,  as  the  place  for  its 
1937  meeting.  Dr.  William  W.  Francis  of  Mon- 
treal, Canada,  was  re-elected  president,  and  Miss 
Janet  Doe  of  New  "York  City,  was  re-elected  secre- 
taiyx 

.Dr.  H.  Aurelia  Gill, 

Of  Richmond,  Va.,  and  a member  of  the  class  of 
’35,  Medical  College  of  Virginia,  has  been  appointed 
resident  health  officer  and  head  of  the  department  of 
biology  of  Mary  Baldwin  College,  Staunton,  Va. 
She  has  recently  interned  at  the  Hospital  of  the 
Woman’s  jMedical  College  of  Pennsylvania  in  Phil- 
adelphia. 

Dr.  R.  S.  Griffith, 

Waynesboro,  Va.,  was  recently  appointed  Grand 
Senior  Steward  of  the  Grand  Lodge,  A.  F.  and  A. 
M.  of  Virginia. 

Dr.  W.  C.  Webb, 

Disputanta,  Va.,  was  appointed  Prince  George 
County’s  director  under  the  new  relief  program, 
when  entry  into  the  State  Welfare  program  was  ap- 
approved  about  the  middle  of  August. 

Dr.  J.  R.  Tucker, 

Williamsburg,  Va.,  has  been  appointed  chairman 
of  the  committee  on  rural-urban  acquaintance  of  the 
Rotary  Club  of  that  place. 


Dr.  L.  S.  Early, 

Petersburg,  Va.,  has  been  selected  a member  of  the 
executive  committee  of  the  Petersburg  Post,  Amer- 
ican Legion,  at  a meeting  the  middle  of  August. 

Dr.  Neilson  H.  Turner, 

Who  was  associated  in  practice  for  a number  of 
years  with  Dr.  J.  A.  White  until  the  latter’s  retire- 
ment from  practice  recently,  announces  that  he  still 
has  his  office  at  200  East  Franklin  Street,  Rich- 
mond, Va.,  where  he  is  continuing  his  practice  in 
diseases  of  the  eye,  ear,  nose  and  throat. 

Dr.  Thomas  G.  Faison, 

Class  of  ’32,  IMedical  College  of  Virginia,  re- 
cently with  the  C.  C.  Corps,  has  been  appointed 
health  officer  of  the  Hertford  County,  N.  C.,  new 
department  of  health. 

Physician  Wanted. 

xAn  excellent  opportunity  for  a young  well-quali- 
fied doctor  who  desires  country  practice.  Address 
Mr.  J.  A.  Moore,  proprietor  of  the  Peoples  Pre- 
scription Pharmacy,  Ferrum,  Va. 

A request  has  also  come  for  a physician  at 
Unionville,  Va.  2vliss  Nettie  C L.uck  at  that  place 
will  furnish  information  about  the  opportunities  of- 
fered. (Adv.) 

Wanted  Location 

For  general  practice  or  position  in  hospital.  Have 
had  experience  in  private  practice  and  institutional 
work,  .\ddress  “The  Doctor,”  care  this  journal, 
1200  East  Clay  Street,  Richmond,  Va.  (Adv.) 


Obituary  Record 


Dr.  Meriwether  Lewis  Anderson, 

Richmond,  Va.,  died  .\ugust  4th,  after  an  illness 
of  six  weeks.  He  was  born  in  .Albemarle  County, 
Virginia,  in  1872,  and  graduated  from  the  IMedical 
College  of  Virginia  in  1900.  Dr.  x\nderson  had 
practiced  in  Richmond  since  1901  and  was  regarded 
as  the  dean  of  general  practitioners  in  this  city.  He 
saw  active  service  during  the  World  War,  being  one 
of  the  first  Richmond  physicians  to  enlist.  Dr.  .An- 
derson was  a member  of  the  Virginia  Society  of  the 
Cincinnati,  the  Scottish  Rite,  the  Royal  .Arcanum, 
and  had  been  an  active  member  of  his  local  and 
State  Medical  Societies  for  many  years.  His  wife 
and  five  children  survive  him. 
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Dr.  Thomas  M.  Parkins, 

Staunton,  Va.,  died  August  10th,  following  in- 
juries received  in  an  automobile  accident.  He  was 
seventy  years  of  age  and  a graduate  of  the  College 
of  Physicians  and  Surgeons,  Baltimore,  in  1894. 
Dr.  Parkins  had  practiced  in  Staunton  for  thirty 
years  and  w^as  city  health  officer  and  city  coroner. 
He  was  treasurer  of  the  Augusta  County  ISIedical 
Association,  and  had  been  a member  of  the  IMedical 
Society  of  Virginia  for  forty-two  years.  A daughter 
surv'ives  him. 

Dr.  Robert  Whitehead, 

Victoria,  Va.,  died  August  14th,  after  a short  ill- 
ness. A native  of  Amherst  County,  Virginia,  he  was 
forty-six  years  of  age  and  a graduate  of  the  former 
University  College  of  jMedicine,  Richmond,  in  1913. 
Dr.  Whitehead  practiced  in  Richmond  for  several 
years  before  moving  to  Victoria,  several  years  ago. 
He  had  been  a member  of  the  J^Iedical  Society  of 
Virginia  for  twenty-two  years.  His  wife  survives 
him. 

Dr.  William  Burton  DeGarmo, 

Since  1897  a non-resident  honorary  member  of 
the  Medical  Society  of  Virginia,  died  January  3rd 
at  his  winter  home  near  Miami,  Fla.,  as  the  result 
of  a fall  in  which  he  fractured  his  left  hip.  He  was 
a native  of  Wisconsin  and  eighty-seven  years  of  age. 
Dr.  DeGarmo  graduated  in  medicine  from  the  Uni- 
versity of  New  York  in  1875,  and  was  professor 
of  surgery  at  the  New  York  Post-Graduate  iMedical 
School  and  Hospital  from  1888  to  1921.  He  was  a 
member  of  the  New  York  State  and  other  medical 
organizations  and  the  author  of  several  books.  His 
wife  and  daughter  survive  him. 

Dr.  Jack  Smiley, 

Salem,  Va.,  died  early  in  July  at  the  age  of  thirty- 
four  years.  He  received  his  medical  education  at 
the  iSIedical  College  of  Virginia  from  which  he 
graduated  in  1926. 


Upon  the  call  of  the  President,  the  members  of 
the  Roanoke  .Academy  of  Medicine  duly  assembled, 
and  the  following  resolutions  were  presented  and 
adopted : 

Whereas,  in  the  passing  from  this  life  of  our  friend 
and  colleague,  Dr.  Jack  Smiley,  Be  It  Resolved; 

First,  that  the  members  of  the  Roanoke  Academy  of 
Medicine  deeply  regret  and  hereby  profess  our  profound 
sorrow  at  the  untimely  death  of  our  friend  and  colleague. 


Second,  whereas,  he  has  faithfully  followed  the  prac- 
tice of  medicine  in  our  community,  giving  himself  and 
his  time  unstintingly  to  the  poor  and  needy  in  their  afflic- 
tions, we  commend  his  unselfish  service  to  mankind  and 
extend  to  the  bereaved  family  our  heartfelt  sympathy  in 
their  bereavement. 

Third,  that  a copy  of  these  resolutions  be  sent  to  Dr. 
Smiley’s  family,  to  the  local  newspaper  and  to  the  Vir- 
ginia Medical  Monthly. 

Geo.  D.  Johnson, 

H.  H.  Wescott, 

W.  M.  Otey, 

Committee  on  Resolutions. 

Dr.  Richard  Booker  Easley, 

Huntington,  W.  Va.,  died  in  Bellehaven,  Va., 
.August  13th.  He  was  a native  of  Richmond,  Va., 
and  forty-one  years  of  age.  Dr.  Easley  graduated 
from  the  Aledical  College  of  Virginia  in  1926,  and 
practiced  in  Richmond  for  several  years  before  mov- 
ing to  West  Virginia.  His  wife  and  a son  survive 
him. 

Dr.  Charles  Harrison  Frazier, 

Of  Philadelphia,  internationally  known  neurolog- 
ical surgeon,  died  at  his  summer  home  in  Maine  on 
July  26th,  at  the  age  of  sixty-six.  He  was  John 
Rhea  Barton,  professor  of  surgery  at  his  .Alma  Alater, 
the  University  of  Pennsylvania,  and  was  the  recip- 
ient of  many  honors  from  European  as  well  as  .Amer- 
ican organizations. 

Dr.  Russell  F.  Hufford 

Died  at  his  home  in  Welch,  W.  Va.,  on  Alay  19th, 
after  a short  illness.  He  was  twenty-nine  years  of 
age  and  graduated  from  the  Aledical  College  of  Vir- 
ginia in  1932.  He  was  a member  of  his  local  and 
State  medical  associations. 

Dr.  John  Edgar  Hubble, 

Pomona,  Calif.,  died  July  30th,  at  the  age  of 
seventy-two.  He  was  a native  of  Smyth  County, 
Virginia,  and  received  his  medical  degree  from  the 
University  of  Virginia  in  1891.  Prior  to  going  to 
California  about  thirty  years  ago.  Dr.  Hubble  prac- 
ticed in  Chilhowie,  Va.  His  wife  and  si.x  children 
suiA'ive  him. 

Dr.  John  Tilden  Burrus, 

High  Point,  N.  C.,  a former  president  of  the 
Medical  Society  of  the  State  of  North  Carolina 
and  of  the  North  Carolina  State  Board  of  Health, 
died  on  June  8th,  of  coronary  thrombosis  and  hyper- 
tension. He  was  the  owner  of  the  Burrus  Clinic, 
held  many  positions  of  honor,  and  was  connected 
with  a number  of  medical  organizations. 
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THE  FUNCTION  OF  THE  STATE  BUREAU  OF  MENTAL  HYGIENE. 


James  N.  Williams,  A.  B.,  M.  D., 

Director,  Mental  Hygiene  Bureau, 
Richmond,  Va. 


During  the  past  decade  a great  deal  has  been  writ- 
ten about  mental  hygiene,  and  organizations  have 
been  formed  with  the  sole  purpose  of  furthering  the 
principles  formulated  by  the  pioneers  in  this  field 
of  endeavor.  People  are  using  such  words  as  psy- 
chosis, neurosis,  and  neurasthenia  in  their  daily  con- 
versations with  little  understanding  of  their  signif- 
icance and  the  newspapers  usually  contain  descrip- 
tions of  mental  disorders,  oftentimes  distorted  be- 
cause of  the  lack  of  understanding  of  such  matters. 
Even  though  the  understanding  of  the  real  meaning 
of  mental  hygiene  has  not  been  grasped  by  the  ma- 
jority of  the  people,  progress  is  being  made  in  the 
education  of  the  people  and  will  continue  at  a much 
faster  rate. 

The  mental  hygiene  movement  started  some  years 
ago  in  the  United  States  primarily  to  bring  about 
improved  methods  in  treating  the  mentally  ill,  and 
later  included  methods  to  prevent  mental  illness.  In 
the  larger  cities  there  were  established  clinics  un- 
der the  direction  of  physicians,  especially  trained  in 
psychiatry  and  neurology,  who,  with  the  aid  of  other 
trained  workers,  attem.pted  to  demonstrate  the  needs 
of  society  in  this  field  of  endeavor.  At  present  it 
may  be  said  that  mental  hygiene  is  a branch  of  med- 
icine which  promotes  healthful  patterns  of  feeling 
and  thinking,  in  an  effort  to  prevent  subterfuges 
and  substitutions  that  result  in  personality  changes 
that  are  conducive  to  mental  disease.  This  move- 
ment was  widespread  in  its  appeal,  as  people  were 
anxious  to  learn  how  to  deal  with  behavior  disorders 
which,  in  the  past,  were  veiled  in  mystery  and  mis- 
understanding. 

In  1928  the  State  Bureau  of  Mental  Hygiene  was 
established  in  Richmond  to  supply  the  needs  of  the 
State  and  to  further  the  educational  programs  of 


medical  societies.  With  the  cooperation  of  physicians 
of  the  State  of  Virginia,  demonstration  clinics  were 
held  in  different  counties  so  that  the  people  would 
gain  an  insight  into  the  cause  of  conduct  disturb- 
ances and  treat  them  properly. 

The  second  important  task  of  the  Bureau  was  to 
examine  all  children  committed  to  the  Department 
of  Public  Welfare  from  the  counties  and  to  act  in 
an  advisory  capacity  as  to  proper  management  of 
these  children.  This  is  exceedingly  important  as 
each  year  boys  and  girls,  both  white  and  colored, 
are  committed  to  the  Department  because  of  anti- 
social conduct,  such  as  stealing,  housebreaking,  rape, 
etc.,  which  made  it  impossible  for  them  to  continue 
to  live  in  the  community.  Prior  to  this  time  these 
children  were  punished  by  being  placed  in  jails;  un- 
fortunately, some  still  are,  along  with  adult  delin- 
quents, and  while  in  jail  learn  habits  which  they 
never  conquer,  such  as  stealing,  lying,  sexual  per- 
version, and  the  like. 

Now  that  we  have  a better  understanding  of  such 
disorders  of  behavior  and  the  relation  of  adult  crimes 
to  the  abnormalities  occurring  in  young  children,  we 
have  a rich  field  in  which  to  work,  offering  many 
rewards,  the  most  important  being  useful  citizens. 

An  actual  case  may  be  used  to  illustrate  the  above 
facts : 

John  Doe,  a white  boy,  was  committed  to  the 
Department  from  a county  charged  with  stealing. 
He  was  fifteen  years  of  age  when  sent  to  Richmond 
to  be  studied  in  the  clinic  and  had  never  been  away 
from  home  before;  consequently,  he  was  fearful  as 
to  what  would  happen  to  him. 

Investigation  showed  that  his  father  died  some 
years  ago  and  his  mother  was  forced  to  seek  em- 
ployment in  a factory.  He  attended  school  regularly 
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until  several  years  ago  but  lacked  proper  clothes  and 
supervision  at  home  and  began  to  play  truancy. , He 
associated  with  an  older  group  of  boys,  playing  about 
the  streets  at  all  hours  and  soon  learned  to  get  show 
money  by  stealing.  He  was  easily  taken  advantage 
of  by  the  older  boys  and  usually  received  the  blame 
when  any  of  them  were  arrested,  thus  being  involved 
in  many  crimes.  Finally  he  was  sent  to  Richmond 
for  study,  as  other  methods  had  failed. 

A complete  physical  examination  was  made  to  as- 
certain any  organic  disease  of  the  body.  It  was 
found  that  he  was  markedly  under-nourished, 
anemic,  had  bad  teeth  and  tonsils.  Later  a psycho- 
logical examination  was  made  to  determine  the  in- 
tellectual capacity  of  the  patient  and  revealed  that 
he  was  slightly  below  the  average  for  his  age,  yet 
capable  of  doing  excellent  manual  work. 

Psychiatric  examination  was  made  to  determine 
the  patient’s  failure  of  adjusting  in  the  community 
and  his  type  of  personality.  This  examination  re- 
vealed that  he  wanted  to  accept  the  responsibility  of 
the  home  but  had  little  confidence  in  his  ability  and 
and  there  was  a marked  feeling  of  insecurity.  He 
was  very  apprehensive,  uncertain  of  the  future  and 
depressed  because  he  had  been  arrested,  feeling  that 
his  life  was  ruined.  He  was  easily  influenced  by 
other  boys  and  had  lacked  the  stabilizing  influence 
which  his  father  might  have  imparted  to  the  home. 

At  a conference  with  the  State  Children’s  Bureau 
it  was  decided  to  place  the  patient  in  a good  board- 
ing home  in  Richmond  and  have  him  return  to  the 
Mental  Hygiene  Clinic  for  psychiatric  treatment. 
He  improved  rapidly  in  understanding  his  particular 
situation  and  became  more  stabilized  emotionally. 
After  several  months  he  was  returned  home  and  was 
able  to  secure  work  and  thus  contributed  to  the 
support  of  the  home.  Recent  reports  are  encourag- 
ing in  that  he  is  well  liked  and  trusted  by  his  em- 
ployer and  will  be  saved  from  a life  of  crime. 

Another  interesting  case  was  referred  to  the  Men- 
tal Hygiene  Clinic  for  study  about  six  months  ago 
and  received  comment  in  many  parts  of  the  country. 
This  boy  was  sixteen  years  of  age  and  was  arrested 
for  assaulting  and  shooting  at  a girl.  The  family 
originally  came  to  Virginia  from  the  coal  mining 
section  of  another  state  and  lived  on  a small  farm 
on  a main  highway.  Several  rough  cabins  were 
constructed  and  the  place  called  a tourist  camp. 
Only  a bad  element  frequented  the  cabins  and  there 


was  excessive  drinking.  The  boy’s  father  was  a 
chronic  alcoholic,  always  carrying  a gun,  and  peo- 
ple were  afraid  of  him.  The  boy  was  made  to  drink 
and  was  always  with  his  father  in  any  escapades  that 
occurred.  Finally,  after  a fight  in  the  home,  the  boy 
shot  and  killed  his  father.  He  was  acquitted  of  this 
as  the  father  was  intoxicated  at  the  time  and  at- 
tempted to  kill  his  wife.  Later  the  boy  attempted 
to  manage  the  tourist  camp  but  continued  to  drink 
excessively  and  abuse  those  in  the  home.  Finally, 
he  attacked  a girl  of  questionable  reputation  and 
tried  to  shoot  her,  running  ever}'one  away  from  the 
home. 

Physical  examination  showed  the  patient  to  be 
badly  under-nourished  and  to  have  an  infection  of 
the  mouth  and  diseased  tonsils. 

Psychological  examination  revealed  the  patient 
to  be  mentally  defective  and  his  intellectual  capacity 
was  that  of  a nine  (9)  year-old  child. 

Psychiatric  examination  was  made  which  showed 
the  patient  to  be  excitable,  restless,  lacking  proper 
judgment,  and  there  was  a marked  feeling  of  per- 
secution. He  had  little  understanding  of  the  serious- 
ness of  the  crimes  he  had  committed  and  his  con- 
duct was  very  silly.  He  threatened  other  p>eople, 
stating  that  if  he  was  not  released  he  would  harm 
others  and  when  he  did  return  home  he  would  drink 
more  than  before.  His  general  conduct  was  anti- 
social and  he  tried  to  imitate  the  behavior  of  his 
father. 

From  the  above  it  is  plain  that  this  boy  could  not 
adjust  in  society  and  needed  a long  period  of  train- 
ing in  order  to  over-come  the  bad  habits  he  had 
formed.  His  limited  intellectual  powers  required 
that  he  be  protected  and  be  given  proper  guidance. 

He  was  placed  in  the  Industrial  School  where  he 
has  made  a good  record.  Later  he  may  be  placed 
in  a good  substantial  home  in  the  country  and  here 
do  well  w'ith  a slight  amount  of  help.  If  such  a 
boy  were  allowed  to  go  free  after  simply  a period  of 
correctional  care,  as  was  advocated  in  the  past  in 
such  instances,  he  would  have  been  a menace  to 
everyone  and  soon  have  a long  criminal  record. 

A final  case  may  be  briefly  discussed  to  illustrate 
the  fact  that  serious  mental  diseases  are  recognizable 
in  the  early  stages. 

A white  boy,  nine  years  of  age,  was  committed  to 
the  Department  of  Public  Welfare  on  the  charge  of 
stealing,  house-breaking,  and  running  away  from 
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home.  Since  his  father’s  death  five  years  ago  the  pa- 
tient has  been  difficult  to  manage.  The  mother  had 
to  seek  employment  in  order  to  support  the  home, 
which  necessitated  her  being  away  from  the  home 
all  day.  Later  the  patient  was  placed  with  an  aunt 
but  was  not  satisfied  there  and  did  everything  possi- 
ble to  antagonize  everyone  in  the  home. 

Examination  made  when  he  came  to  Richmond 
showed  him  to  be  a well-developed  boy  in  good 
physical  condition. 

Psychological  examination  showed  the  patient’s 
intellectual  ability  or  mental  capacity  to  be  average 
for  a boy  his  age. 

Psychiatric  examination  showed  that  he  had  a 
vivid  imagination,  talked  constantly,  usually  about 
stealing  and  pistols,  in  which  he  had  a marked  in- 
terest. He  was  restless,  bragging  about  his  strength, 
and  that  everyone  was  against  him. 

At  this  time  it  was  recognized  that  he  needed 
treatment  in  a mental  hospital,  but,  since  there  was 
no  institution  in  the  state  for  boys  of  his  age,  he  was 
placed  in  a foster  home  where  he  could  be  seen  fre- 
quently by  the  psychiatrist  for  treatment.  In  spite 
of  this  he  was  always  causing  trouble  and  was  dif- 
ficult to  control. 

Finally,  after  three  years  his  condition  gradually 
became  worse  and  as  he  developed  physically  he  be- 
came more  dangerous.  He  attempted  to  injure  others 
and  had  violent  outbursts  of  temper.  He  was  placed 
in  the  University  of  Virginia  Hospital  but  while 
there  attempted  to  kill  another  patient  on  the  ward 
and  cut  himself  with  a knife.  He  was  demanding, 
sullen,  and  the  idea  that  everyone  was  against  him 
became  more  fixed.  As  a last  resort  he  was  placed  in 
one  of  the  State  Hospitals  where  he  could  be  con- 


trolled properly  over  a long  period  of  time  and  re- 
ceive the  necessary  treatment.  He  improved  and  was 
able  to  help  about  the  office  of  one  of  the  physicians, 
which  delighted  him  very  much. 

If  this  patient  had  been  allowed  to  continued  at 
home  in  the  hope  that  he  would  outgrow  these  vio- 
lent temper  outbursts,  he  would  have  caused  untold 
trouble  and  damage  to  others,  to  say  nothing  of  the 
suffering  he  would  have  endured. 

From  the  above  cases,  chosen  at  random,  the 
function  of  the  Bureau  of  Mental  Hygiene  and  the 
Mental  Hygiene  Clinic  is  illustrated.  The  staff  now 
consists  of  a director -psychiatrist,  psychologist,  pedi- 
atrician, nurse,  and  clerical  workers.  By  working  in 
cooperation  with  the  State  Children’s  Bureau  proper 
placement  of  patients  studied  can  be  arranged  and 
return  to  society  facilitated. 

During  the  past  year  about  1,100  cases  were  ex- 
amined in  the  clinic,  the  ages  ranging  from  eight  to 
eighteen,  the  average  being  fourteen  years  for  those 
committed  to  the  Department  of  Public  Welfare. 
Adult  cases  and  children  not  committed  to  the  De- 
partment are  accepted  for  study  when  referred  by  a 
physician  or  some  reliable  social  agency  and  recom- 
mendations made  as  to  proper  solution  of  the  prob- 
lem at  hand. 

It  is  the  hope  of  the  Bureau  of  Mental  Hygiene 
that  its  services  may  be  further  extended  so  that 
more  intensive  study  will  be  possible,  but  this  is 
dependent  upon  the  education  of  the  public  of  the 
State  so  that  the  importance  of  such  work  will  be 
understood.  Certainly  such  work  would  save  the 
State  money,  as  many  people  could  be  saved  from 
mental  and  criminal  institutions  in  which  millions 
of  dollars  are  spent  each  year. 

1016  E.  Clay  Street. 


TREATMENT  OF  FRACTURES  OF  THE  HIP  BY  USE  OF  THE 

SMITH-PETERSEN  PIN. 


M.  A.  Johnson,  Jr.,  M.  D.,  F.  A.  C.  S., 
Roanoke,  Va. 


Within  the  last  few  years  many  improvements 
have  been  made  in  handling  fractures  of  the  neck  of 
the  femur,  called  by  Kellogg  Speed  “The  Unsolved 
Fracture.”  In  this  article  we  are  giving  a brief 
review  of  our  method  of  treating  fractures  through 
the  femoral  neck  and  trochanters  of  the  femur. 


No  method  pf  treating  these  fractures  is  of  value 
without  reduction.  Whitman  taught  us  the  method 
of  reduction,  and  to  him  goes  credit  for  the  first  real 
advance  in  handling  this  particular  fracture. 

Many  pins,  wires,  nails  and  bone  pegs  have  been 
used  on  fractures  of  the  hip,  but  to  Smith-Petersem 
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goes  credit  for  bringing  out  the  flanged  pin.  The 
use  of  this  pin  cannot  be  considered  the  only  method 
of  treatment  because  the  amount  of  ^^tality  required 
for  the  patient  to  go  through  this  operation  is  not 


[October, 

In  this  article  twelve  cases  treated  in  1935  are 
reported. 

In  nine  of  these  cases  the  injuries  were  sustained 
when  the  patients  fell;  in  one  case  a push  car 
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Fig.  I. — Case  I.  M.  Age  34. 

a.  Intra-trochanteric  fracture  of  femur. 

b.  Under  local  anesthesia  fracture  reduced  and  Smith-Petersen  pin  inserted,  lateral  view. 

c.  Antero-posterior  view. 


always  present,  particularly  in  patients  of  advanced 
age,  yet  the  Smith-Petersen  pin  has  marked  a real 
advance  in  the  handling  of  hip  fractures. 

Johansson,  in  January,  1932,  reported  on  nine 
operations  in  which  Smith-Petersen’s  flanged  nail 
was  used,  with  the  small  hip  incision.  Wescott, 
working  independently  of  Johansson,  in  Februar}’, 


wrecked,  threw  the  patient  off  and  his  right  hip 
struck  a cross-tie ; in  one  case  the  patient  was  stand- 
ing on  the  carriage  of  a crane,  and  another  crane 
knocked  him  tw’enty-five  feet  to  the  ground;  another 
patient  was  injured  in  an  automobile  accident. 

The  ages  of  these  patients  ranged  from  eighteen 
to  eighty-eight  years,  three  being  in  the  sixties,  three 


Fig.  I. — Case  II.  F.  Age  64. 

a.  Trans-cervical  fracture,  neck  of  femur. 

b.  Under  local  anesthesia  reduction  was  made  and  Smith-Petersen  pin  partially  inserted. 

c.  Completion  of  insertion  of  pin. 


1932,  developed  his  operation  for  insertion  of  the 
Smith-Petersen  pin,  with  the  small  hip  incision,  and 
in  July,  of  the  same  year,  published  his  results  on 
three  cases. 


in  the  seventies,  and  two  in  the  eighties.  Eight  v/ere 
females  and  four  were  males.  One  of  these  pa- 
tients died  the  day  following  operation  due  to  an 
acute  dilatation  of  the  heart.  Two  were  operated 
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on  at  a hospital  in  another  town.  On  an  average, 
the  patients  treated  at  the  Lewis-Gale  Hospital  were 
up  in  a chair  five  and  one-half  days  after  opera- 
tion, walked  on  crutches  twenty  days  after  opera- 
tion, and  were  dismissed  from  the  hospital  twenty- 
nine  days  after  operation. 


healthy  person  becomes  a major  consideration  in 
the  old  and  feeble. 

In  each  case  the  pre-operative  treatment  has  been 
about  the  same.  Patients  are  given  three  grains  of 
sodium  amytal  six  hours  before  operation,  three 
grains  two  hours  before  operation,  if  the  patient  is 


a b c 

Fig.  I.— Case  III.  F.  Age  62. 

a.  Fracture,  femoral  neck  of  femur  with  marked  angulation. 

b.  Under  local  anesthesia  reduction  was  made  and  Smith-Petersen  pin  inserted,  antero-posterior  view. 

c.  Lateral  view. 


Six  of  these  operations,  including  reduction,  were 
done  under  local  anesthesia;  the  others  were  started 
under  local  anesthesia,  and  a small  amount  of 
nitrous  oxide  with  oxygen  was  administered.  Local 
anesthesia  is  preferred  in  these  cases  because  there 
is  not  as  much  danger  to  the  patient  and,  except  for 


not  drowsy,  and  one-sixth  grain  of  morphine  hypo- 
dermically immediately  before  operation. 

Two  points  should  be  kept  in  mind  at  all  times: 
First,  reduction;  second,  correct  insertion  of  the  pin. 
In  these  cases  no  type  of  angle  or  score  sheets  have 
been  used  to  determine  the  position. 


Fig.  I. — Case  IV.  M.  Age  18. 

a.  Trans-cervical  fracture,  neck  of  femur.  Fracture  reduced,  pin  partially 

inserted. 

b.  Insertion  of  pin  completed,  antero-posterior  view. 


jarring  the  hip,  which  produces  more  fear  than  ac- 
tual pain,  the  patient  dozes  during  the  operation. 
Since  most  of  them  are  old  and  feeble,  it  is  desir- 
able to  avoid  a general  anesthetic  if  possible.  An 
operative  procedure  that  is  not  serious  in  a young. 


These  operations  are  done  on  the  fluoroscopic 
table  under  novocain  anesthesia,  with  the  addition 
of  nitrous  oxide  with  oxygen  when  necessary,  a 
three-  to  five-inch  incision  being  made  at  the  base 
of  the  trochanter  of  the  hip.  The  method  of  insert- 
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ing  the  pin  is  as  follows:  After  the  edges  of  the 
wound  are  separated  it  is  borne  in  mind  that  the 
line  of  direction  from  the  trochanter  to  the  head  of 
the  femur  is  forward.  We  know  that  a pin  placed 
at  the  base  of  the  trochanter  is  correct  as  to  the 


a 


Fie.  II. — Case  IV.  ' 

a.  Smith-Petersen  pin  inserted, 

b.  Pin  removed.  Complete  solid 

upper  and  lower  position.  To  get  the  pin  into  the 
center  position  from  an  anterior  and  posterior  view- 
point, a hemostat,  or  other  instrument,  is  placed  on 
the  upper  portion  of  the  femur,  another  is  placed 
on  the  inferior  portion  of  the  femur,  and  the  pin, 
inserted  midway  between  these  two  instruments, 
should  go  in  as  nearly  in  the  center  line  as  any 


J.  \\’arren  ^^Tite,  of  Greenville,  South  Carolina. 
This  instrument  is  screwed  into  the  head  of  the 
Smith-Petersen  pin  and  eliminates  the  use  of  pliers. 
We  have  found  this  highly  satisfactory.  After  the 
pin  is  in  one  inch  we  look  through  the  fluoroscope 


b 


lateral  view, 
union  of  fracture. 

and,  if  the  position  appears  to  be  good,  the  pin  is 
driven  in  another  inch.  Then  the  operative  field  is 
covered  with  sterile  towels  and  stereoscopic  X-ray 
films  are  made.  If  these  show  the  position  to  be 
correct,  the  pin  is  driven  in  within  one-half  inch  of 
its  entire  length,  after  which  we  look  through  the 
fluoroscope,  only  as  a safety  measure  because  the 


a 


b 


Fig.  I. — Case  V.  F.  Age  79. 

a.  Trans-cervical  fracture,  base  of  neck  of  femur ; marked  angulation. 

b.  Fracture  reduced,  Smith-Petersen  pin  inserted. 


angle  measurement  could  determine.  With  the  pin 
held  in  place  by  a pair  of  pliers,  or  by  the  hand, 
we  look  through  the  fluoroscope  and  get  the  upward 
direction;  then,  keeping  in  mind  that  the  head  of 
the  femur  is  forward,  the  pin  is  driven  in.  This 
year  we  are  using  an  instrument  invented  by  Dr. 


length  of  the  pin  has  previously  been  determined, 
and  in  each  case  there  has  been  sufficient  distance 
left  to  carry  the  pin  in  its  full  length.  It  has  been 
found  very  simple,  as  a rule,  to  insert  the  Smith- 
Petersen  pin. 

The  length  of  the  pin  is  determined  by  compari- 
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son  with  a metallic  measuring  rod  of  known  length, 
which  is  placed  vertically  on  the  outside  of  the  un- 
injured hip,  as  nearly  opposite  the  center  of  the 
upper  end  of  the  shaft  of  the  neck  of  the  femur  as 
possible.  Films  are  then  taken  and  the  length  from 
the  base  of  the  trochanter  to  the  head  of  the  unin- 


traction is  usually  used  for  several  days  prior  to 
operation.  If  traction  is  used  for  three  or  four  days 
to  relax  the  muscles  before  the  Smith-Petersen  pin 
is  inserted  it  gives  the  patient  time  to  recover  from 
the  shock  of  the  injury,  and  Nature  time  to  wall 
off  the  fracture  area  to  a certain  extent,  reducing  the 


Fig.  I. — Case  VI.  F.  Age  79. 

a.  Trans-cervical  fracture,  neck  of  femur. 

b.  Under  local  anesthesia  fracture  reduced  and  Smith-Petersen  pin  inserted. 


jured  femur  is  estimated,  making  comparison  with 
the  length  of  the  knotvn  measuring  rod. 

The  entire  operation,  using  novocain  anesthesia, 
and  waiting  for  the  development  of  one  set  of  films, 
requires  from  twenty-five  to  forty-five  minutes.  The 
position  of  the  pin  has  been  good  in  each  of  the 


chances  of  infection.  Reduction  is  made  less  diffi- 
cult and  there  is  a better  possibility  of  completing 
the  operation  under  local  anesthesia. 

It  is  not  felt  that  this  pin  is  a panacea  for  frac- 
tured hips  because  of  two  cases  that  have  come  un- 
der our  observation,  one  a case  operated  on  by  a 


Fig.  I. — Case  VII.  F.  Age  88. 

a.  Trans-cervical  fracture,  neck  of  femur. 

b.  Under  local  anesthesia  fracture  reduced  and  Smith-Petersen  pin  inserted. 


cases  treated,  no  withdrawal  of  pin  has  been  neces- 
sary and  there  has  been  no  shock  or  appreciable 
elevation  of  pulse.  In  the  cases  in  which  we  have 
used  the  Smith-Petersen  pin,  there  have  been  no  in- 
fections or  other  complications. 

A point  well  worth  noting  is  that  some  form  of 


well-known  surgeon,  in  which  there  has  been  ab- 
sorption for  at  least  one  inch  of  the  neck  of  the 
femur,  and  at  present  there  is  a two-inch  shortening 
of  the  limb.  This  case,  however,  was  not  referred 
to  the  surgeon  until  more  than  a year  after  the  frac- 
ture occurred. 
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If  the  only  good  found  in  this  operation  were  mains  that  there  was  sufficient  blood  supply  before 

that  it  enables  the  patient  to  get  out  of  bed  in  four  injury,  and  the  real  change  that  occurs  after  injur>' 

or  five  days,  or  earlier,  then  the  operation  would  not  is  inactivity.  The  conclusion  naturally  drawn  is 

stand,  because  with  a Roger  Anderson  well-leg  that  blood  supply  depends  upon  activity.  With  the 

splint  patients  can  be  allowed  out  of  bed  just  as  Roger  Anderson  well-leg  splint  there  is  activity  and 


a b 

Fig.  I. — Case  VIII.  F.  Age  76. 

a.  Intra-trochanteric  fracture,  neck  of  femur.  Patient  had  extensive  cardiac 

disease. 

b.  Smith-Petersen  pin  not  attempted  because  patient  bad  myocarditis  and  a 

stroke  of  apoplexy  two  months  previously.  Condition  was  very  poor. 
Fracture  reduced  under  local  anesthesia  and  held  in  place  by  three 
Kirschner  wires.  Patient  died,  cardiac  death,  about  six  weeks  after 
wires  were  inserted. 


quickly.  In  our  series  of  fractures  of  the  neck  of 
the  femur  there  were  three  cases  that  were  treated 
entirely  by  the  Roger  Anderson  well-leg  splint,  with 
perfect  reduction  and  good  end  results, — that  is, 
good  union,  no  shortening,  no  ankylosis,  and  no  pain 
upon  walking  after  union  had  occurred. 


resulting  good  blood  supply.  With  the  Smith-Peter- 
sen pin,  after  the  first  few  days  there  is  even  more 
activity,  and  a return  to  normalcy  of  circulation, 
and  therein  lies  the  secret  of  the  good  results  ob- 
tained with  the  use  of  this  pin.  Normal  blood 
supply  in  all  fractures  marks  the  difference  between 


Fig.  I. — Case  IX.  F.  Age  50. 

a.  Intra-trochanteric  fracture  of 

b.  Smith-Petersen  pin  inserted. 

A satisfactory  explanation  of  non-union  cannot  be 
given,  but  in  the  opinion  of  the  writer  the  one 
dominant  factor  is  blood  supply.  The  poor  blood 
supply  in  the  region  of  the  hip  has  been  repeatedly 
mentioned  as  the  cause  of  non-union,  yet  the  fact  re- 


femur. 

quick  union  and  delayed  union,  or  non-union.  All 
other  things  being  equal  this  is  the  rule,  and  the  rule 
depends  upon  good  reduction,  no  interj  tsing  soft 
tissues,  and  no  change  in  general  health. 

With  the  permission  of  Dr.  Kellogg  Speed  and 
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Fig.  I. — Case  X.  F.  Age  78. 

a.  Intra-trochanteric  fracture,  neck  of  femur  with  angul’ation. 

b.  Fracture  reduced,  Smith-Petersen  pin  inserted.  Bone  extremely  brittle  and  friable. 

c.  Second  Smith-Petersen  pin  introduced.  Patient  died,  cardiac  death,  about  seventeen  hours  after  pin  was  inserted. 


Pig.  I— Case  XI.  M.  Ase  34. 

a.  Intra-trochanteric  fracture  of  femur  with  angulation. 

b.  Under  local  anesthesia  fracture  reduced  and  Smith-Petersen  pin  inserted. 


Fig.  I. — Case  XIT.  F.  Age  66. 

a.  Patient  had  an  old  healed  fracture  three  years  ago  of  neck  and  tro- 

chanters of  femur  with  marked  angulation,  excess  callus  and  deformity 
present.  She  slipped  on  rug,  fracturing  shaft  of  femur  through  the  old 
fracture,  the  distal  fragment  being  displayed  upward,  inward  and 
mesially. 

b.  Fracture  reduced  and  Smith-Petersen  pin  driven  vertically  downward 

through  trochanters  and  shaft  of  femur. 
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DR.  SPEED’S  CASE. 


s b c d 


Case  No.  000,  Fig.  I.  “a.  Repair  of  fracture  of  neck  in  a 
woman  fifty-three  years  old,  by  means  of  the  Smith-Petersen 
nail.  The  fracture  occurred  August  21,  1932 ; nail  was  inserted 
August  24,  1932.  From  the  service  of  Dr.  Phemister  at  the 
University  of  Chicago  Clinics,  b.  Same  patient.  "This  film  taken 
when  plaster  was  removed  on  October  26,  1932.  Apposition, 
angle  of  neck  and  penetration  of  nail  all  very  good.  Head  ap- 
pears slightly  denser  than  surrounding  bone  with  well-rounded 
outline  and  not  spotty.  Prognosis  good,  c.  Same  hip  February 
17,  1933.  Patient  had  never  worn  a caliper  but  had  used 
crutches  and  not  borne  full  weight.  Much  pain.  The  head  ap- 
pears asepticaUy  necrotic  in  upper  portion  ; some  effort  at  bone 
replacement  in  the  lower  half  which  is  of  less  density.  Union, 
however,  has  not  been  obtained.  The  trochanteric  portion  of 
the  bone  has  slipped  up,  the  neck  is  depressed  and  the  nail, 
strange  to  say,  shows  evidence  of  absorption  in  a notch-like  area 
near  its  head  and  a little  roughening  at  its  extremity.  It 
maintains  its  long  axis  but  one  wonders  whether  or  not  the 
head  of  the  femur  may  not  have  rotated  on  it.  This  is  nearly 
six  months  after  operation,  d.  The  same  hip  May  2,  1934.  Further  dead  head  and  absorption  of  neck.  Increased  absorption 
of  the  nail,  elevation  of  the  trochanter,  non-union  to  a dead  head,  e.  Nail  removed  from  patient.  Its  absorption  and  par- 
tial disappearance  affect  its  stability  as  a fixation  agent  to  a certain  extent.  If  the  circulation  in  the  head  has  been  so  poor  that 
death  of  it  resulted,  was  change  in  nail  caused  solely  by  mechanical  stress,  or  by  action  of  cells  or  chemical  agents  in  blood 
serum?  Lowering  of  blood  supply  after  fracture  in  the  head  in  living  human  may  not  be  so  great  as  we  suspect.”  {Speed, 
in  Surgery,  Gyn.  and  Obstet.) 


of  the  publishers  of  Surgery,  Gynecology  and  Ob- 
stetrics, illustrations  are  show-n  of  Case  Xo.  000, 
Fig.  I (a,  b,  c,  d and  e),  operated  on  by  Dr.  Speed, 
whose  article  on  “The  Unsolved  Fracture”  appeared 
in  Surgery,  Gynecology  and  Obstetrics,  Februar)’ 
15,  1935,  to  show  that  the  Smith-Petersen  pin  can- 
not be  considered  as  100  per  cent  perfect  in  these 
cases,  although  in  our  opinion  it  is  the  nearest  to  an 
ideal  treatment  that  has  yet  been  developed. 

The  illustrations  shown  in  this  article  demon- 
strate the  method  of  treatment. 

The  twelve  cases  treated  in  1935  are  reported 
here  in  order  that  our  conclusions  may  be  added  to 
those  of  other  men  doing  this  work.  The  work  of 
a number  of  men  stands  out  prominently  when  frac- 
tures of  the  hip  are  considered.  Whitman  for  teach- 
ing us  the  method  of  reduction,  Smith-Petersen  for 


inventing  the  flanged  nail,  Johansson  for  the  small 
hip  incision,  and  later  in  the  same  year  Wescott, 
working  independently  of  Johansson,  also  used  the 
small  hip  incision.  Others  have  added  instruments 
which  have  made  the  handling  of  these  hip  cases 
simpler. 

In  this  series  of  cases  there  has  been  only  one 
death.  \\'e  feel  very  certain  that  with  the  old  meth- 
od of  treatment  there  would  have  been  many  more 
deaths.  It  is  also  felt  the  end  results  in  the  patients 
treated  by  using  the  Smith-Petersen  nail  with  the 
small  hip  incision,  have  been  so  much  better  than 
the  end  results  obtained  by  treatment  by  the  old 
method,  that  they  are  hardly  comparable. 

\^'e  still  consider  other  methods  of  treatment,  but 
usually  decide  in  favor  of  the  small  hip  incision 
with  the  use  of  the  Smith-Petersen  nail. 
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EXTENSIVE  VESICO-VAGINAL  FISTULA  WITH  URETERO- 
INTESTINAL  ANASTOMOSIS— CASE  REPORT.* 


E.  S.  Groseclose,  M.  D., 
and 

H.  H.  Hurt,  M.  D.. 

Lynchburg,  Va. 


Fistula  of  the  genito-urinary  tract  in  the  female 
has  been  known  to  occur  since  the  Middle  Ages  and 
numerous  reports  of  this  condition  have  been  re- 
corded in  the  medical  literature.  There  is  no  lesion 
to  which  the  female  is  subject  that  is  more  dis- 
tressing than  a vesical  fistula,  especially  one  large 
enough  to  permit  constant  drainage  of  urine  through 
the  vagina.  The  resulting  discomfort,  odor  and 
pain  relegated  these  patients  to  a life  of  misery  and 
solitude  until  the  epoch-making  work  of  Sims,  Em- 
met, Simon  and  their  contemporaries  restored  these 
people  to  a useful  and  tolerable  life. 

Because  of  the  extensiveness  of  the  fistula  and  the 
inoperability  by  one  of  the  many  vaginal  methods, 
necessitating  a uretero-intestinal  anastomosis,  this 
case  was  deemed  worthy  of  report  with  some  discus- 
sion of  the  operative  treatment.  No  attempt  will  be 
made  to  discuss  the  different  types  of  genital  fistulas 
and  the  numerous  methods  of  repair.  For  an  ex- 
tensive historical  review  of  the  subject,  the  reader  is 
referred  to  the  recent  article,  entitled  “Treatment  of 
Vesico- Vaginal  Fistulas — Past  and  Present,”  by 
Norman  F.  Miller  in  the  American  Journal  of  Ob- 
stetrics and  Gynecology  for  November,  1935. 

Pathology. — Three  types  of  fistulas  may  occur: 
the  vesico-vaginal,  the  vesico-cervico-vaginal,  and 
the  vesico- uterine.  The  vesico-vaginal  is  by  far  the 
most  common  and  our  discussion  will  be  limited  to 
that  type.  The  fistula  may  vary  in  size  from  that 
of  a pin-point  to  the  complete  destruction  of  the 
bladder  base  and  floor  of  the  urethra,  which  is  well 
illustrated  by  our  case.  The  usual  lesion  found  is 
a fistulous  tract  or  opening  of  ]/2  to  1%  cm.  in  size, 
connecting  the  anterior  vaginal  w’all  with  the  blad- 
der base  in  the  region  of  the  trigone. 

Etiology.— Geniinl  fistulas  result  (1)  from 
trauma,  either  obstetrical  or  surgical,  (2)  from 
necrosis  or  ulceration  by  disease  processes,  or  (3) 
from  congenital  malformation.  The  most  common 
causes  are  birth  trauma,  operations  and  necrosis, 

*Read  before  the  South  Piedmont  Medical  Society  in 
Lynchburg,  Va.,  April  21,  1936. 


and  some  emphasis  should  be  given  these  etiological 
agents 

(A)  Birth  Trauma:  Rupture  of  the  base  of  the 
bladder  with  resulting  vesical  fistula  may  follow 
forceps  delivery,  embrj'otomy,  craniotomy,  bag  in- 
duction, version  and  extraction  or  any  of  the  opera- 
tive obstetrical  procedures.  It  may  result  from 
failure  of  obstetrical  lacerations  to  heal  after  the 
primary  repair.  Necrosis  of  the  tissue  may  result 
from  prolonged  pressure  on  the  soft  parts,  as  pres- 
sure of  the  presenting  part  in  an  abnormally  long 
labor,  with  ischemia  and  necrosis  of  the  vaginal  wall 
and  bladder  base. 

(B)  Operations:  Of  the  operations,  radical 
hysterectomy  for  malignant  lesions  of  the  uterus  and 
cervix  is  .the  most  frequent  cause,  although  it  oc- 
casionally follows  the  repair  of  cystocele  in  which 
healing  does  not  occur. 

(C)  Necrosis:  Carcinoma  of  the  cervix  or  uterus 
may  invade  the  bladder  and  ultimately  result  in  a 
vesical  fistula.  Since  the  more  widespread  use  of 
radiation  therapy  in  pelvic  malignancy,  necrosis  fol- 
lowing the  use  of  radium  or  radon  needles  is  not  an 
uncommon  cause  of  vesical  fistula. 

Emmet,  one  of  the  pioneers  in  the  field  of  sur- 
gical repair  of  genital  fistulas,  reported  that  during 
the  twenty  years,  1855-1875,  there  were  346  cases 
of  vesico-vaginal  and  recto-vaginal  fistula  treated  at 
the  Woman’s  Hospital  and  he  gave  details  of  202 
personal  cases  treated.  Of  his  cases,  171  or  84.6 
per  cent  were  due  to  obstetrical  injury,  and  he  be- 
lieved that  vesico-vaginal  fistulas  are  due  to  delay 
in  delivery  after  impaction  of  the  presenting  part  has 
taken  place,  with  resulting  ischemia  and  necrosis  of 
the  tissues.  In  comparing  these  figures  with  those 
cases  fifty  years  later  at  the  Woman’s  Hospital  from 
1916-1925,  eighty-six  cases  of  vesico-vaginal  and 
recto-vaginal  were  encountered,  with  32  or  40  per 
cent  due  to  obstetrical  injury. 

Frank  reports  nineteen  urinary  fistulas  at  the  Mt. 
Sinai  Hospital  over  a period  of  twelve  years,  with 
six  (31.5  per  cent)  due  to  obstetrical  injury.  Mack- 
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enzie  of  the  Royal  Victoria  Hospital  reported  an 
incidence  of  53.8  per  cent  as  due  to  obstetrical 
trauma.  Judd,  at  the  ISIayo  Clinic,  reported  eighty- 
two  cases  during  the  twelve  rears  from  1908-1919 
with  32,  or  39  per  cent,  resulting  from  obstetrical 
injur}’. 

In  analyzing  these  statistics,  we  find  that  the  in- 
cidence of  genital  fistula  following  child-birth  has 
been  reduced  from  84.6  per  cent  to  between  32-53 
per  cent.  This  is  due  to  a general  improvement  of 
the  practice  of  obstetrics,  with  a better  knowledge  of 
forceps  delivery  and  other  operative  obstetrical  pro- 
cedures. The  apparent  increase  following  surgen’ 
is  due  to  a general  increase  in  the  number  of  pelvic 
and  abdominal  operations.  A general  increase  in  the 
use  of  radium  for  pelvic  malignancy  has  also  in- 
creased the  incidence  of  fistula,  other  than  that  fol- 
lowing child-birth.  In  1925,  Ward  and  Farrar 
reported  an  incidence  of  6 per  cent  of  genital  fistula 
following  the  use  of  radium  in  196  cases  of  car- 
cinoma of  the  cervix. 

Symptoms:  When  the  fistulas  are  vei}’  small, 
there  may  be  no  s}'mptoms  other  than  intermittent 
leakage  of  urine  through  the  vagina,  with  a feeling 
of  moisture  of  the  genitalia.  In  large  fistulas  with 
a constant  leakage  of  urine  from  the  bladder,  the 
vagina  and  external  genitalia  are  constantly  bathed 
in  urine,  resulting  in  excoriation  of  the  mucous 
membrane  and  skin.  This  gives  rise  to  constant 
pain,  burning  and  irritation  and  the  odor  of  the 
urine  becomes  ver}’  offensive.  There  is  also  usually 
an  associated  cystitis,  often  of  an  encrustating  type, 
with  the  usual  s}’mptoms  and  discomfort.  In  many 
cases,  this  constant  source  of  pain  and  discomfort 
may  lead  to  serious  nervous  manifestations  in  the 
patient. 

Diagnosis:  In  large  fistulas,  the  diagnosis  is  ob- 
vious on  inspection  of  the  anterior  vaginal  wall.  In 
minute  fistulas,  the  diagnosis  is  sometimes  difficult, 
if  surrounding  edema  closes  the  opening.  Cysto- 
scopic  examination  often  confirms  a doubtful  diag- 
nosis. In  most  cases,  the  injection  into  the  bladder 
of  a colored  solution,  such  as  1 per  cent  mercuro- 
chrome  solution,  methylene  blue,  or  indigo  carmine, 
will  reveal  an  opening  on  the  anterior  vaginal  wall 
as  the  colored  solution  drains  through  the  bladder. 

Treatment : The  treatment  of  vesico-vaginal 

fistula  is  operative  closure,  but  many  factors  enter 
into  the  plan  of  treatment,  namely:  (1)  the  age  and 
general  condition  of  the  patient,  (2)  the  location 


of  the  fistula,  (3)  the  condition  of  the  surrounding 
tissues,  and  especially,  (4)  the  size  of  the  opening. 

The  essential  principles  governing  the  operative 
treatment  remain  those  laid  down  by  Sims  more 
than- fifty  years  ago,  namely:  (1)  restoration  of 
healthy  tissue  in  the  operative  field  before  repair  is 
attempted,  (2)  adequate  exposure  of  the  operative 
field  at  the  time  of  closure,  and  (3)  closure  of  the 
wound  edges  without  tension.  As  a general  rule,  no 
vesico-vaginal  fistula  should  be  operated  upon  less 
than  two  months  after  the  occurrence,  especially  if 
it  results  from  obstetrical  injur}’,  as  involution  of 
the  tissues  and  spontaneous  healing  often  occurs. 

Pre-Operative  Preparation:  General  preparation 
of  the  patient  for  operation  consists  of  improving  the 
general  health  of  the  patient  by  proper  rest,  diet, 
cleanliness,  treatment  of  anemia,  etc.  Preparation 
of  the  operative  site  consists  of  giving  warm  boric 
acid,  sodium  bicarbonate  or  weak  antiseptic  douches, 
daily  bladder  irrigations  with  saturated  solution  of 
boric  acid,  1:2000  solution  of  potassium  permanga- 
nate or  acrid avine,  followed  by  bladder  instillation 
of  10-20  per  cent  argyrol  solution  or  2-4  per  cent 
mercurochrome.  Local  applications  of  10  per  cent 
silver  nitrate  to  the  edges  of  the  fistula  may  help  the 
local  healing  process.  Urinaiy-  antiseptics  by  mouth, 
such  as  urotropin,  acriflavine,  pyridium,  etc.,  and  an 
adequate  fluid  intake  help  to  improve  the  urinary 
infection  and  complicating  cystitis. 

Operative  Closure:  Each  case  must  be  individ- 
ualized as  to  operation.  The  location  of  the  fistula, 
and  especially  the  size  of  the  defect  are  the  cardinal 
points  in  selecting  an  operative  approach.  In  most 
cases,  repair  of  the  fistula  through  the  vagina  is 
preferable,  although  some  men  prefer  the  supra- 
pubic approach  through  the  bladder  in  some  cases. 

-\fter  securing  the  proper  exposure,  either  by  the 
Sim’s,  Bozeman's  (knee-chest)  or  lithotomy  position, 
the  usual  method  of  repair  consists  of  adequate 
mobilization  of  the  bladder  and  vaginal  wall  to 
secure  closure  without  tension.  The  dissection  is 
begun  well  back  in  the  healthy  tissue  of  the  vaginal 
mucosa,  around  the  opening,  extending  down  to  the 
bladder  mucosa.  The  vaginal  wall  and  bladder  are 
separated  by  blunt  dissection  and  the  opening  closed 
by  small  chromic  catgut  sutures.  The  vesico-vaginal 
fascia  and  vaginal  mucosa  are  then  -closed  in  layers. 
The  classic  operation  of  Sims  consisted  of  merely 
dissecting  the  edges  of  the  fistula  with  scissors  and 
closure  of  the  opening  by  interrupted  sutures  of 
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silver  wire,  but  the  use  of  silver  wire  is  no  longer 
popular.  Silk,  silkworm  gut  or  catgut  are  now  used 
principally  as  sutures.  Following  closure  of  the 
fistula,  drainage  of  the  bladder  through  a retention 
catheter  is  not  necessary,  but  is  advisable  for  three 
to  five  days.  Placing  the  patient  on  her  abdomen 
hastens  the  healing  process,  according  to  Miller. 
Following  operation,  the  vaginal  hygiene,  daily  blad- 
der irrigations  and  instillations  should  be  continued 
as  in  the  pre-operative  treatment. 

Although  this  general  plan  of  operative  treatment 
is  adequate  for  most  cases,  extensive  vesico-vaginal 
fistulas,  with  loss  of  a large  amount  of  tissue,  are 
difficult  to  repair  by  the  usual  method  of  vaginal 
closure,  and  it  is  this  t)q)e  of  case  which  is  best 
treated  by  an  intra-peritoneal  transplantation  of  the 
ureters  into  the  sigmoid  colon  after  the  method  de- 
vised by  Coffey,  with  or  without  the  later  removal 
of  the  bladder.  A verj'  large  vesico-vaginal  fistula 
with  extensive  tissue  destruction  is  represented  by 
our  case,  a brief  report  of  which  follows. 

Case  Report 

N.  E.,  a colored  multipara,  age  forty-two  years, 
gravida  nine,  was  admitted  to  the  hospital  on  June 
28th  in  a condition  of  shock  and  exhaustion.  She 
had  previously  had  eight  full-term  deliveries  with- 
out complication.  She  had  been  in  active  labor  for 
four  days  and  nights  preceding  admission  and  was 
under  the  care  of  a midwife,  who  had  made  re- 
peated attempts  to  deliver  the  child  without  success. 
Examination  showed  the  patient  to  have  a full-term 
pregnancy  with  a large  child  presenting  by  breech 
in  the  R.  S.  P.  position.  The  cervix  was  fully 
dilated  and  effaced  and  the  breech  was  deeply  and 
firmly  engaged  in  the  pelvis.  Her  temperature  was 
97.4,  pulse  weak  and  thready,  blood  pressure  80/? 
and  the  patient  very  weakened  and  exhausted  in 
appearance.  Abdominal  examination  revealed  a 
tense,  tender  aljclomen  with  the  uterus  rigid  and 
tetanic.  No  fetal  heart  tones  could  be  heard,  and 
no  movements  seen.  After  preliminary  supportive 
treatment  and  the  administration  of  pantopon  and 
amytal,  the  patient  was  prepared  for  delivery  and  the 
bladder  catheterized.  The  urine  obtained  showed 
macroscopic  blood,  confirmed  by  microscopic  exami- 
nation. Without  further  anesthesia,  the  frank  breech 
presentation  was  broken  up,  a foot  delivered,  and 
the  delivery  of  a macerated  stillborn,  full-term  child 
completed  without  difficulty,  no  instrumentation  be- 


ing necessary.  The  condition  of  the  patient  was 
grave  immediately  after  delivery  but  she  responded 
well  to  the  administration  of  glucose  and  normal 
saline  intravenously,  cardiac  stimulants,  the  appli- 
cation of  heat,  and  a blood  transfusion. 

In  view  of  the  prolonged  labor  with  the  finding 
of  gross  blood  in  the  bladder  on  admission,  injury 
to  the  Ijladder  was  suspected.  On  the  second  post- 
partum day,  the  gross  leakage  of  urine  through  the 
vagina  was  visible.  The  patient  ran  a very  stormy, 
febrile  course  with  a daily  temperature  of  101  to 
103  degrees  for  two  weeks,  with  a very  foul  lochia, 
and  urine  draining  constantly  from  the  vagina.  On 
the  twelfth  day  post-partum,  vaginal  speculum  ex- 
amination with  the  instillation  of  methylene  blue 
solution  into  the  bladder,  revealed  a large  opening 
from  the  bladder  into  the  vagina.  The  entire  base 
of  the  bladder  and  the  vault  of  the  vagina  showed 
an  extensive  necrotic  slough,  and  the  inflammator)- 
reaction  was  so  marked  that  the  e.xtent  of  the  fistula 
could  not  be  accurately  determined.  Treatment  was 
continued,  consisting  of  repeated  blood  transfusions, 
forcing  fluids,  anti-anemia  diet,  iron  by  mouth, 
urinary  antiseptics  and  bland  douches,  with  bladder 
irrigations  and  instillations,  and  postural  drainage. 
The  patient  was  discharged  from  the  hospital  on  the 
thirty-first  day  post-partum,  and  advised  to  return 
to  the  hospital  in  two  months  for  examination  and 
operation. 

The  patient  returned  to  the  hospital  on  October 
18,  1935,  fourteen  weeks  after  delivery.  Pelvic  ex- 
amination at  this  time  showed  a large  vesico-vaginal 
fistula  through  the  anterior  wall  of  the  vagina.  This 
fistula  was  about  5 cm.  long  and  2l/2-d  cm.  wide 
with  a large  portion  of  the  bladder  base  and  anterior 
wall  missing.  On  insertion  of  vaginal  speculum,  the 
orifices  of  both  ureters  were  readily  visible  through 
the  opening  and  could  be  catheterized  easily.  1 he 
edge  of  the  fistula  and  surrounding  vaginal  mucosa 
was  inflamed  and  there  was  a constant  leakage  of 
urine  through  the  vagina.  At  this  time,  the  general 
condition  of  the  patient  seemed  very  good,  except 
for  excessive  dryness  of  the  skin.  Hb.  was  70  per 
cent;  R.B.C.  3,420,000;  W.B.C.  6,500.  Pre-opera- 
tive care  consisted  of  daily  douches,  nourishing  diet, 
bed  rest,  soda  baths.  The  N.P.N  was  33.6  on 
November  1,  1935.  On  November  5th,  under  gen- 
eral anesthesia,  the  right  ureter  was  dissected  free, 
divided  about  three  inches  above  the  bladder  en- 
trance and  was  transplanted  into  the  sigmoid  colon 
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after  the  method  of  Coffey,  using  interrupted  sutures 
of  catgut.  The  patient  stood  the  operation  fairly 
well  and  reacted  promptly.  The  usual  post-opera- 
tive treatment  consisting  of  intravenous  fluids,  seda- 
tives, nothing  by  mouth,  etc.,  was  instituted.  The 
following  day  the  temperature  rose  to  103.4  with  a 
pulse  rate  of  120.  She  continued  to  show  an  ele- 
vated temperature  daily  for  the  first  twelve  days 
post-operative.  Two  days  after  operation  the  N.P.N. 
was  fifty-four,  the  fourth  day  eighty’,  and  on  the 
seventh  day  was  fifty-seven  mgm./lOO  c.c.  The 
rectal  tube  began  to  drain  uriniferous  material  about 
the  fourth  day.  Progress  was  excellent  until  the 
seventh  day  post-operative  when  temperature  again 
rose  and  patient  had  two  chills.  The  following 
A.  M.,  there  was  a well-developed  parotitis  on  the 
left  side  with  extreme  tenderness.  This  condition 
gradually  subsided  under  treatment,  the  tempera- 
ture returned  to  normal  and  the  operative  incision 
healed  nicely.  On  December  2nd,  under  general 
anesthesia,  the  left  ureter  was  transplanted  into  the 
sigmoid  about  two  inches  above  the  site  of  the 
right  ureteral  anastomosis,  and  the  patient  stood 
this  operation  quite  well.  The  day  following  opera- 
tion, a blood  transfusion  was  given.  The  tempera- 
ture rose  to  104.8,  with  a pulse  rate  of  132,  al- 
though the  patient’s  general  condition  remained 
fairly  good.  There  was  very  little  abdominal  dis- 
tention, no  nausea  and  no  vomiting.  The  daily 
N.P.N.  showed  a rise  from  63.8  the  day  following 
operation  to  133  on  the  eighth  day,  and  then  re- 
mained around  100-105  mgm.  during  the  remainder 
of  her  stay  in  the  hospital.  The  second  operative 
incision  healed  nicely,  and  urine  ceased  to  drain 
through  the  vagina.  The  patient  manifested  very 


good  bowel  control,  going  about  two  to  three  hours 
between  passage  of  urine  from  the  bowel.  The  pa- 
tient remained  iri  the  hospital  for  a period  of  about 
six  weeks  following  the  second  operation,  and  dur- 
ing this  time  was  allowed  up  gradually.  The  ap- 
plication of  walking  casts  was  necessary  before  she 
could  walk,  due  to  muscular  atrophy  and  weakness 
of  the  legs,  which  had  previously  appeared  about 
one  week  following  delivery.  Orthopedic  consul- 
tation failed  to  reveal  any  definite  cause  for  the 
marked  weakness  of  the  legs.  The  patient  was  dis- 
charged from  the  hospital  on  January  16,  1936,  in 
very  good  condition.  She  was  not  seen  again  after 
leaving  the  hospital,  and  death  occurred  about  April 
6th,  three  months  after  discharge,  and  four  and  one- 
half  months  after  the  last  operation.  The  cause  of 
death  was  not  determined,  although  a progressive 
uremia  is  ver\’  likely. 
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TUBERCULOSIS  EDUCATION— HO W FAR  HAVE  WE  PROGRESSED? 


William  F.  Wild,  M.  D.,  Director, 

Mamie  H.  Jackson,  R.  N.,  County  Nurse, 
and 

Verna  McGuRIMAN,  R.  N.,  Tuberculosis  Survey  Nurse, 
Isle  of  Wight-Nansemond-Suffolk  Health  Department, 
Suffolk,  Va. 


In  ^larch,  of  1936,  the  tuberculosis  seal  sale  com-  of  the  senior  class  in  the  four  white  high  schools 

mittee  of  Isle  of  W'ight  County  requested  the  Direc-  of  the  county  whose  parents  would  consent  to  same, 

tor  of  the  Isle  of  Wight-Nansemond-Suffolk  Health  Accordingly,  a letter  of  explanation  and  a permis- 

Department  to  give  tuberculin  tests  to  all  member.^  sion  slip  were  prepared  and  given  to  each  member 
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of  the  senior  class  to  take  home  to  his  parents.  Be- 
fore doing  this,  however,  the  county  superintendent 
of  schools,  the  principals  of  the  individual  schools, 
and  the  physician  members  of  the  Board  of  Educa- 
tion were  consulted  and  their  permission  and  co- 
operation obtained.  The  result  is  as  follows: 


Enroll-  Number  Number  Number 
School  ment  taking  test  positive  negative 

Smithfield 38  18  10  8 

Isle  of  Wight  C.  H._  14  10  5 5 

Windsor 16  10  3 7 

Carrsville 13  10  3 7 

Total 81  48  21  27 


It  is  worthy  of  note  that  of  eighty-one  children 
enrolled  only  forty-eight  took  the  test.  Three  of 
the  schools  responded  quite  well  and  the  Windsor 
school  even  better  than  the  figures  indicate,  as  some 
of  these  children  were  absent,  due  to  illness,  at  the 
time  we  administered  the  test. 

This  activity  was  conducted  just  prior  to  a tuber- 
culosis and  X-ray  clinic  held  at  Smithfield  under 
the  auspices  of  the  State  Department  of  Health. 
Of  the  twenty-one  children  showing  positive  reac- 
tion fourteen  visited  the  clinic  with  the  following 
results : 


T otal  T otal 

tuberculin  showing  Total  Total 

postive  active  showing  showing 

visiting  tuber-  calcium  no 

School  clinic  culosis  deposit  disease 

Smithfield  6 14  1 

Isle  of  Wight  C.  H. . 3 0 3 0 

Windsor  3 0 12 

Carrsville  2 0 2 0 

Total 14  1 10  3 


Each  senior  showing  a positive  reaction  who  did 
not  attend  the  clinic  was  interviewed,  and  a separate 
visit  made  to  the  parents  to  ascertain  if  the  reasons 
given  would  correlate.  Below  are  the  results: 

Pupil 

1.  W.,  F.,  17.  Influenced  by  mother’s  lack  of 

interest. 

2.  W.,  F.,  17,  and  W.,  F.,  18.  One  did  not  be- 

lieve anything  was  wrong.  The  other  made 

no  comment. 

3.  W.,  F.,  17.  Did  not  want  to  take  test. 

4.  W.,  F.,  17.  Did  not  want  to  be  embarrassed 

preparing  for  examination. 

5.  W.,  F.,  17.  Family  doctor  requested  home  not 

be  visited. 

6.  W.,  F.,  17.  Prefer  family  doctor  take  X-ray. 


It  is  to  be  observed  that  No.  2 relates  to  two  girls, 
sisters,  which  accounts  for  six  interviews  totaling 
seven  children. 

It  might  be  well  to  state  that  before  the  clinic 
was  held  the  endorsement  of  all  physicians  was  ob- 
tained, and  no  person  was  accepted  unless  he  had  a 
permission  slip  signed  by  the  family  doctor. 

The  disparity  in  some  instances  between  the  ex- 
planations given  by  the  pupils  and  that  of  the 
parents  is  quite  noticeable,  as  in  two,  three,  and 
four. 

The  thirty-three  seniors  who  did  not  take  the 
tuberculin  test  were  also  visited,  as  well  as  their  par- 
ents, to  ascertain  the  degree  of  agreement  in  state- 
ments. (See  Table  on  page  410.) 

Of  the  twenty-one  seniors  showing  positive  tuber- 
culin reaction,  twenty  were  called  on  before  the  clinic 
was  held  and  urged  to  attend.  One  who  did  not  at- 
tend was  not  visited  as  the  family  physician  con- 
sidered it  inadvisable. 

Of  the  twenty-one  positive  seniors  the  Health  De- 
partment had  information  on  eight  as  having  been 
in  intimate  contact  with  cases  of  tuberculosis,  and 
erf  the  twenty-seven  showing  a negative  reaction  the 
Health  Department  had  information  on  six  as  hav- 
ing been  in  contact  with  positive  cases. 

The  Necessity  for  Taking  Adequate  Time  in 
Interviewing  Persons 

It  is  interesting  to  study  the  following,  partic- 
ularly from  an  educational  point  of  view,  as  well 
as  to  show  the  necessity  of  expending  an  adequate 
amount  of  time,  to  obtain  the  real  reasons  that  moti- 
vate a pupil  in  not  taking  the  test  or  coming  to  a 
clinic  after  a positive  reaction  has  been  obtained. 
We  have  in  mind  a W.,  F.,  21,  living  with  her 
father,  the  mother  having  died  of  tuberculosis  sev- 

Parent 

1.  Mother  had  not  a clear  idea  as  to  why  test 

was  to  be  given. 

2.  Lack  of  funds  for  X-ray,  but  willing  for  girls 

to  have  physical  examination. 

3.  Guardian  glad  for  chance  for  examination. 

Child  indifferent. 

4.  Mother  insisted  the  child  attend,  but  father 

indifferent. 

5.  House  not  visited  at  request  of  family  doctor. 

6.  Prefer  family  doctor. 
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eral  years  previously.  \\'hen  speaking  with  the 
father,  as  we  had  been  told  he  was  objecting  to  the 
girl’s  coming  to  the  clinic,  we  were  informed  that 
it  was  not  a question  of  the  cost  of  the  X-ray,  but 
that  his  wife  had  seven  doctors,  none  of  whom  could 


do  an\thing  to  remedy  her  condition,  and  therefore 
he  considered  any  effort  with  the  child  as  futile. 
After  a .conversation  on  tuberculosis  and  other  sub- 
jects that  lasted  about  three-quarters  of  an  hour,  he 
stated  that  it  was  all  right  if  the  girl  cared  to  go. 


Seniors  not  T.aking  Tuberculin  Test 


Pupil 

1.  Nine  pupils — ‘T  do  not  want  to  take  it.” 


2.  Four  pupils — “I  do  not  want  needle  in  my 
arm.” 


3.  Two  pupils— ‘T  do  not  want  serum  put  in  my 

arm.” 

4.  Two  pupils — “I  consider  my  health  all  right 

and  do  not  want  to  take  the  test.” 

5.  \V.,  F.,  16, — “There  is  no  need  to  take  the 

test.” 

6.  Two  pupils  influenced  by  mother. 

7.  Two  prefer  family  doctor. 

8.  “I  had  to  wrestle  that  night  and  was  afraid  my 

arm  would  be  sore.” 

9.  Seven  absent  due  to  illness. 

10.  W'.,  1\I.,  17.  Parents  objected. 


P.ARENT 

la.  \V.,  M.,  16, — “I  did  not  insist — might  make 
him  sick.” 

b.  W.,  M.,  18, — “I  (father)  did  not  know  what 

test  was  for,  his  mother  did  not  insist.” 

c.  \\’.,  M.,  17, — “Child  told  us  (parents)  he  was 

going  to  take  the  test.” 

d.  W.,  M.,  17, — “We  (parents)  did  not  know 

of  the  test  until  after  it  was  given.” 

e.  W.,  M.,  17, — “I  (mother)  wanted  him  to  take 

the  test.” 

f.  W.,  ]M.,  17, — “We  (parents)  did  not  know  of 

the  test.” 

g.  W.,  ISl.,  16, — “We  (parents)  did  not  know  of 

the  test.” 

h.  \\.,  M.,  16, — “We  (parents)  were  willing  but 

did  not  know  of  the  test  as  the  boy  was  away 
from  home.” 

i.  W.,  M.,  16.  Were  not  interested. 

2a.  W.,  M.,  16.  Does  not  approve  of  clinics. 

b.  W.,  iNL,  18.  Cooperative  but  did  not  insist. 

c.  W.,  M.,  16, — ‘“I  (mother)  did  not  insist.  I did 

not  have  a very  clear  idea  of  the  test.” 

d.  W.,  M.,  16, — “We  (parents)  did  not  insi.st.” 

3a.  W.,  F.,  16.  Lack  of  interest.  Left  it  to  child 

b.  W.,  F.,  17.  Lack  of  interest.  Left  it  to  child. 

4a.  W.,  F..  16.  Lack  of  interest  on  part  of  mother, 
b.  W.,  F.,  16, — “We  did  not  insist.” 

5.  “I  (mother)  told  the  child  to  take  the  test.” 

6a.  M.,  18, — “I  (mother)  consider  myself 

capable  of  taking  care  of  my  children's 
health." 

b.  W.,  M.,  16.  Left  it  to  child. 

7a.  W.,  F.,  19.  Prefer  family  doctor. 

1).  W.,  F.,  16.  Prefers  child  not  take  test. 

8.  “I  (mother)  signed  consent  slip.” 

9.  This  is  a true  statement. 

10.  Parents  objected. 
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Our  next  step  was  to  consult  with  the  girl  in  the 
presence  of  her  father,  and  then,  it  seemed  to  us, 
the  real  reason  came  forward.  The  girl  stated 
that  since  her  mother’s  death  her  father  had  been 
her  great  companion,  and  if  she  visited  the  clinic 
and  an  active  condition  was  found  she  would  be  ad- 
vised to  go  to  an  institution,  which  would  take  her 
away  from  her  daddy.  She  was  a very  sensible 
girl  and  was  eventually  induced  to  come  to  the  clinic, 
being  told  that  even  if  an  active  condition  was  found 
that  would  not  compel  her  to  visit  an  institution  un- 
less she  consented  to  do  so. 

The  Amount  of  Educational  Effort  Still 

N EEDED 

While  the  results  obtained  from  our  endeavors  to 
induce  this  set  of  pupils  to  have  tuberculin  tests 
made  were  not  exactly  what  could  be  termed  satisfac- 
tory as  only  forty-eight  of  the  eighty-one  enrolled  sub- 
mitted, nevertheless  it  can  reasonably  be  assumed 
that  this  is  far  in  excess  of  what  could  have  been 
accomplished  twenty-five  years  ago.  Then,  again, 
in  one  school  only  eighteen  of  an  enrollment  of 
thirty-eight  responded,  which  reduced  the  percentage 
materially.  The  basic  fact  remains  that  considerably 
more  time  must  be  spent  in  bringing  the  message  of 
tuberculosis  prevention  and  control  to  both  pupil 
and  parents  before  better  results  can  be  obtained. 

Results  of  Clinic 

Of  the  forty-eight  pupils  taking*  the  tuberculin 
test  twenty-one  gave  a positive  reaction,  and  of  these 
fourteen  visited  the  clinic.  One  showed  active  con- 
dition of  childhood  type  and  ten  showed  calcium 
deposits.  Three  were  negative.  The  active  case 
and  four  of  the  ten  showing  calcium  deposits  have 
been  placed  under  the  care  of  physicians.  If  these 
calcium  deposit  cases  can  be  prevented  from  becom- 
ing active  our  efforts  will  be  well  rewarded. 

Results  of  After  Clinic  Follow-Up 

The  following  throws  some  light  on  the  possibil- 
ities involved  so  far  as  preventing  active  disease  is 
concerned : 

White,  male,  23,  who  had  taken  quite  an  active 
interest  in  athletics,  intended  to  become  a baseball 
player,  but  we  explained  that  it  would  be  more 
beneficial  to  maintainence  of  health  if  his  activities 
be  limited  to  a vocation  requiring  less  strenuous 
exertion. 


White,  female,  17,  intended  to  become  a phys- 
ical instructress,  but  it  was  explained  that  this  re- 
quired an  expenditure  of  energy  beyond  her  phys- 
ical capacity,  and  quite  reluctantly  she  agreed  with 
us. 

Our  Endeavor  for  the  Future 

That  more  educational  efforts  are  required  can 
hardly  be  considered  controversial,  particularly  in 
view  of  the  large  numbers  that  gave  as  their  rea- 
sons— 

“Do  not  want  to  take  it;” 

“Do  not  want  needle  in  arm;” 

“Do  not  want  serum  put  in  arm;” 

“Consider  myself  all  right;” 

“Do  not  want  to  take  test;” 

“No  need  to  take  test,” 

which  accounts  for  eighteen  of  the  thirty-three  not 
taking  the  test.  From  the  remaining  fifteen,  seven 
can  be  deducted  as  being  out  of  school  on  account  of 
illness.  It  appears  that  this  educational  effort  is 
needed  more  with  the  pupils  than  with  the  parents. 
Perhaps  the  reverse  would  be  true  if  the  parents 
were  to  take  the  test. 

It  shall  be  our  purpose  to  increase  our  educational 
efforts,  conducting  these  activities  through  all  avail- 
able channels,  the  schools,  the  parent  teacher’s  as- 
sociations, churches,  club  meetings,  etc.,  and  to 
make  a strenuous  effort  to  include  the  father  as  well 
as  the  mother.  This  educational  campaign  will  be 
conducted  only  with  the  approval  and  cooperation 
of  the  medical  society,  and  the  practicing  physicians 
will  make  the  majority  of  the  talks,  as  many  as  ar- 
rangements can  be  made  for  and  they  find  time 
available.  Pertinent  points  will  be  collected  and 
given  to  all  speakers  and  literature  in  the  language 
of  the  people  will  be  distributed.  It  is  our  firm  be- 
lief that  health  work  can  only  be  carried  on  success- 
fully by  having  the  confidence  and  cooperation  of 
the  practicing  physicians,  and  our  relations  with 
the  profession  are  always  maintained  on  a most  cor- 
dial basis. 

We  are  convinced  that  such  an  effort  will  result 
in  a greater  number  of  seniors  of  next  year’s  class 
taking  the  test  and  that  this  piece  of  work,  now  in 
its  infancy  in  this  section,  will  eventually  result  in 
preventing  many  quiescent  cases  from  becoming  ac- 
tive. It  will  likewise  redound  to  the  good  of  the 
general  population  in  preventing  and  controlling 
tuberculosis. 
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CANCER  OF  THE  TONGUE— SOME  ETIOLOGICAL  CONSIDERA- 
TIONS—REPORT  OF  CASE  WITH  A STONE  IN  WHARTON’S 
DUCT  AS  THE  CAUSE.* 


C.  W.  Trexler,  M.  D., 

Honolulu,  Hawaii. 


Cancer  of  the  tongue  is  relatively  frequent,  is  on 
the  increase,  and  is  relatively  fatal.  The  majority 
of  oral  carcinomata  seem  to  attack  the  tongue. 
Fraser^  found  43  per  cent  of  the  malignancies  in 
the  mouth  occurred  on  the  anterior  two-thirds  of 
the  tongue,  and  another  20  per  cent  in  the  adjacent 
palato-glossal  sulcus.  Patterson^  reported  thirty-one 
consecutive  cases  of  malignant  disease  of  the  tongue 
and  seven  were  alive  at  the  end  of  five  years. 

In  spite  of  the  favorable  location  of  most  tongue 
cancers  on  the  anterior  and  middle  aspects — favor- 
able for  both  detection  and  treatment — the  mortality 
is  excessive  and  likewise  alarming.  Taylor^  reported 
the  admission  of  fifty-eight  cases  with  cancer  of  the 
tongue,  of  which  only  six  were  considered  operable. 
One  of  those  six  was  alive  and  free  from  disease 
four  years  after  local  excision  and  radium  implan- 
tation. There  was  one  operation  mortality  and 
four  died  of  recurrence  after  operation. 

It  is  this  frequent  occurrence  of  cancer  of  the 
tongue,  the  staggering  mortality  statistics  in  spite 
of  the  frequent  precancerous  lesion  or  leukoplakia 
stigmata,  the  procrastination  in  arriving  in  the  of- 
fice of  a competent  and  alert  surgeon,  and  the  in- 
effectual remedies  instituted  in  therapy  that  make 
the  subject  of  paramount  importance  and  impelling 
interest.  Hence  the  motive  in  presenting  this  paper, 
including  the  report  of  a case  directed  to  my  care 
by  an  observant  member  of  the  Honolulu  Dental 
profession. 

Irritation  has  been  assigned  an  important  role  in 
malignancy  of  the  tongue,  probably  of  importance 
in  the  localization  of  the  majority  on  the  anterior 
two-thirds  of  the  tongue.  This  form  of  irritation 
may  be  by  carious  teeth,  ill-fitting  plates  or  in-lays, 
pyorrhea,  septic  oral  infections,  and  mycotic  infes- 
tations (especially  Vincent’s  organisms).  In  Hawaii 
we  frequently  observe  other  factors,  which  con- 
ceivably may  be  irritating,  such  as  sugar  cane.  We, 
as  yet,  do  not  know  what  damage  results  from  chew- 
ing stalks  of  cane. 

•Read  before  the  Honolulu  County  Medical  Society, 
November  1,  1935. 


Again,  we  oftentimes  observe  our  population,  par- 
ticularly Filipinos,  chewing  the  betel  nut.  Were 
damage  momentarily  done,  the  black  discoloration 
would  doubtless  overshadow  the  lesions. 

Green  mangoes  by  the  thousands  are  eaten  raw 
annually.  A colleague  on  Kauai,  after  much  patho- 
logical study,  demonstrated  scores  of  acute  nephritis 
cases  from  that  cause.  What  damage  was  done  in 
the  oral  cavity  none  can  tell. 

Still  another  local  method  of  apparent  enjo}’ment, 
and  conceivably  resulting  in  tongue  irritation,  may 
be  caused  by  smoking,  especially  when  the  lighted 
end  is  placed  in  the  mouth  until  a large  volume  of 
smoke  is  ready  for  expulsion.  This  apparently 
nefarious  method  is  common  among  our  Filipino 
ladies,  privately  and  publicly.  We  wonder  what 
damage  is  being  done  thereby.  It  was  my  good 
fortune  to  examine  the  oral  cavities  of  several  of 
such  smokers  and  there  was  only  mildly  diffuse 
er}-thema  present.  Bloodgood^  observ^ed  that  “now 
and  then  a patch  of  leukoplakia  can  be  produced  by 
the  irritation  of  a tooth,  especially  one  with  metallic 
filling.”  He  has  given  to  tobacco  a ver}’  important 
etiological  role,  especially  when  associated  with 
other  pathology  in  the  mouth. 

Electrical  discharges  from  some  dental  plates  may 
possibly  be  the  cause  of  soft  tissue  irritation  accord- 
ing to  Ewing.® 

Rheinhard  and  Solomon®  held  that  “electrical  ac- 
tion from  dental  metals  must  be  classified  as  a 
source  of  oral  irritation  and  should  be  included 
among  the  etiological  factors  considered  in  the  pro- 
duction of  pre-cancerous  and  cancerous  lesions  of 
the  buccal  cavity.” 

In  1888  Palmer'^  wrote  that  “every  tooth  filled 
with  metal  is  a miniature  battery  subject  to  the 
same  fundamental  law  of  electrical  circuits.”  His 
belief,  still  held  by  a large  number  of  investigators, 
cannot  be  denied  or  accepted  with  certainty  if  cause 
of  malignancy  is  implied. 

My  report  in  this  paper  would  seem  to  point  to 
the  cause  of  one  cancer  to  have  been  from  the  for- 
mation of  calculus  in  the  right  Wharton’s  (sub- 
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maxillary)  duct,  with  resultant  irritation  and  spread. 

Mention  should  be  made  here  that  leukoplakia 
should  be  sought  for  and  the  importance  no  longer 
minimized.  These  are  idiopathic,  develop  very 
slowly,  and  are  usually  on  the  dorsum  and  borders 
of  the  tongue.  These  are  frequently  seen  in  in- 
veterate smokers,  in  which  men  have  predominated, 
and  may  be  associated  with  the  ten  times  more  fre- 
quent occurrence  of  cancer  in  tongues  of  men  than 
in  women.  These  leukoplakia  are  regarded  as  pre- 
cancerous.  Sturgis  and  Lund®  made  a report  on 
248  selected  cases  of  leukoplakia  and  keratosis  of 
the  mouth  or  lip  entering  the  Huntington  Memorial 
Hospital  1918-1926.  None  had  malignancy  upon 
entering,  but  there  were  twenty-five  who  did  have 
it  within  five  years  with  twelve  deaths  resulting 
from  the  same. 

Curry®  concluded  that  “any  ulcer,  wart  or  indu- 
ration around  a fissure  of  leukoplakia  patch  occur- 
ring in  middle-aged  individuals,  lasting  more  than 
three  weeks,  should  be  considered  as  malignant  un- 
til proved  otherwise.”  From  the  leukoplakia,  ad- 
vancement of  the  disease  is  so  insidious  that  exami- 
nations should  be  the  rule  at  regular  intervals. 
Curry  stated  that  cancer  may  begin: 

1.  “As  an  ulcer,  with  a warty  bare,  hard  indu- 
rated edge  and  thickening  of  the  underlying 
tissues ; 

2.  “As  an  indurated  wart; 

3.  “As  a cauliflower-like  or  papillomatous 

growth ; 

4.  “As  an  induration  in  a crack  or  fissure;  and 

5.  “As  a diffuse  infiltration  of  the  tongue,  so 

that  the  tongue  becomes  hard  and  puck- 
ered.” 

It  can  readily  be  seen  how  almost  invisible  areas 
may  assume  the  appearance  and  consistency  of  at 
least  four  of  the  five  enumerated  methods,  espe- 
cially when  irritative  foci  are  not  removed.  Taylor^® 
reported  that  twenty-two  out  of  109  cases  of  can- 
cer of  the  buccal  mucosa  had  leukoplakia.  Further, 
he  stated,  “Trauma  from  carious  teeth  or  ill-fitting 
dentures  seemed  to  be  directly  antecedent  to  the  de- 
velopment of  cancer  in  twenty-one  cases.” 

Warren  and  Gates^^  held  that  a predisposition  or 
susceptibility  to  cancer  may  exist  in  certain  people; 
also,  that  systemic  conditions  may  be  of  great  im- 
portance, such  as  lack  of  vitamin  A.  Lues,  very 
frequent  in  leukoplakia  or  cancerous  individuals, 
was  considered  important.  We  hear  of  cancer  ten- 


dency, but  we  still  surmise  more  than  can  be  def- 
initely proved. 

Various  aspects  of  cancer  constituting  incidence, 
sex,  types,  differential  diagnosis,  signs,  symptoms, 
spread,  and  treatment,  would  constitute  volumes  too 
great  for  adequate  study  here. 

In  diagnosis,  however,  we  must  note  that  biopsy 
is  the  rule,  rather  than  taking  greater  chance  of 
future  autopsy.  None  have  definitely  proved  that 
biopsies  have  spread  cancers. 

As  to  treatment,  we  might  mention  that  surgery  by 
knife,  electrocoagulation,  radium,  the  cautery  knife, 
are  all  used  to  good  advantage  in  tongue  cancers, 
and,  with  apologies  to  the  X-ray  men  here  assem- 
bled, X-ray  to  a lesser  degree  in  therapy.  Except 
as  a palliative  the  latter  is  less  effective  in  treat- 
ing tongue  cancer  than  elsewhere  in  the  body. 

Authorities  generally  agree  that  surgery  should 
include  the  excision  of  all  palpable  neck  glands 
drawing  cancer  of  the  tongue.  Some  believe  they 
should  be  removed  even  though  they  cannot  be 
palpated.  FischeF®  concluded  that  “surgery  as  ap- 
plied to  lymph  nodes  of  the  neck  in  cancer  of  the 
lip  and  buccal  cavity  was  most  important,”  stating 
that  90  per  cent  of  cases  of  cancer  of  the  mouth 
have  palpable  clavicle  lymph  nodes,  of  which  num- 
ber 70  per  cent  showed  cancer  present. 

I wish  here  to  review  briefly  the  anatomy  and  his- 
tology of  Wharton’s  (submaxillary)  duct.  It  is 
usually  two  to  two  and  one-fourth  inches  in  length, 
running  anteriorly  from  the  submaxillary  gland 
which  is  in  the  floor  of  the  mouth  under  the  pos- 
terior portion  of  the  mandible.  Wharton’s  duct  is 
the  main  duct  from  the  gland  and  it  empties  on  the 
side  of  the  frenulum  of  the  tongue.  This  duct 
is  lined  with  columnar  cells.  Approaching  its  termi- 
nation there  is  a gradual  transition  to  the  stratified 
squamous  epithelium  upon  which  surface  it  opens. 

The  data  relative  to  Wharton’s  duct  was  given 
because  of  the  likelihood  of  the  origination  of  a 
cancer  which  invaded  the  near-by  tongue  structures 
in  this  report.  We  may  surmise  that  irritation  of 
the  duct  took  place,  followed  possibly  by  stasis  and 
infection — a background  patent  for  formation  of 
calculi.  Once  formed,  the  floor  of  the  mouth  be- 
came irritated  and  excoriated  and  cancer  resulted. 

Case  Report 

H.  K.,  a Japanese  male,  age  sixty-nine,  came  to 
my  office  June  4,  1935,  complaining  of  slight  in- 
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termittent  pain  and  discomfort  of  tissues  adjacent 
and  including  the  left  portion  of  the  tongue  oppo- 
site the  second  and  third  molars.  This  was  accom- 
panied with  slight  discomfort  on  tongue  movement 
on  the  affected  side.  Those  sj-mptoms  had  been 
present  about  nine  months.  Concurrently,  the  upper 
plate  fitted  less  snugly  and  his  mouth  had  been 
becoming  more  drv".  He  therefore  consulted  a mem- 
ber of  the  dental  profession,  who,  obseiY'ant  and 
resourceful,  became  suspicious  of  an  inflamed  area 
on  the  tongue  and  tissues  near  the  molar  teeth  and 
referred  him  to  me  for  diagnosis  and  therapy. 

The  right  submaxillar}’  gland  was  diffusely 
swollen,  soft  in  consistency  and  there  was  merely  a 
suggestion  of  fluctuation  or  tenderness.  No  cer- 
vical glands  were  palpable  and  no  definite  enlarge- 
ment of  any  structures,  except  the  submaxillar}' 
gland  and  a growth  on  the  right  of  the  middle  half 
of  the  tongue.  On  bimanual  palpation  an  indu- 
rated mass  was  felt  about  the  size  of  a thimble  on 
the  right  side  of  the  tongue  and  adjacent  tissues. 
Pressure  upon  the  submaxillar}'  gland  and  on  this 
mass  caused  no  apparent  flow  of  saliva  into  the 
mouth.  Tenderness  was  elicited  only  of  mild  de- 
gree on  palpation. 

The  area  seen  adjacent  to  the  second  and  third 
right  molar,  including  the  tongue,  was  inflamed 
moderately,  and  in  the  center  a small  teat-like  pro- 
jection was  presenting.  This  area  with  the  corium 
was  biopsied  with  the  following  report  from  The 
Queen's  Hospital:  “It  is  ver}-  firm,  not  friable. 
Section  shows  squamous  epithelial  cells  growing 
deep  into  tissue  and  are  of  spiral  t}'pe.  Marked 
infiltration  of  the  poh-morphonuclear  neutrophile 
leucocytes  and  plasma  cells  with  predominance,  of 
the  former.  This  appears  to  be  a ven.-  slow  grow- 
ing type  with  no  tendency  at  pearl  formation.  Diag- 
nosis: Spiral  cell  epithelioma  with  secondary  in- 
fection.” 

With  those  findings  it  was  agreed  that  the  growth 
should  be  removed  by  electrocoagulation.  This  was 
done  on  June  11,  1935,  including  an  area  21/2x21/4 
cms.  in  diameter  or  more  than  three  times  the  diam- 
eter of  the  growth.  Upon  inserting  the  instrument 
in  the  center  of  the  mass  with  the  final  application 
of  the  current  on  that  date  a hard  mass  was  en- 
countered about  three  millimeters  beneath  the  sur- 
face. It  was  left  in  situation  as  it  was  firmly  im- 
bedded. Later  upon  removing  the  slough  an  oval 
calculus  was  found  in  the  center  which  measured 


about  44x1/0  cm.,  and  was  very  hard  with  sharp 
edges.  At  that  time  when  pressure  was  made  upon 
the  submaxillar}'  gland  on  the  affected  side  saliva 
in  jets  exuded  in  the  direction  of  the  cavity. 

Since  then  it  has  been  necessary  to  use  electro- 
coagulation twice.  The  area  has  healed  rather 
evenly  and  there  is  no  evidence  of  malignancy. 
The  submaxillar}'  gland  returned  to  its  normal  size 
and  consistency  and  the  remaining  proximal  por- 
tion of  Wharton’s  duct  is  patent  and  apparently 
functioning  normally.  The  patient  has  gained  ten 
pounds,  has  no  more  dr}'  mouth,  discomfort  qf  other 
untoward  s}'mptoms,  and  states  that  he  feels  greatly 
improved  generally. 

As  there  is  no  glandular  adenopathy,  it  does  not 
appear  that  excision  of  glands  would  be  warranted. 

Comment 

Cases  of  cancer  of  the  tongue  caused  by  calculus 
in  Wharton’s  duct  apparently  are  of  rare  occurrence, 
as  no  reference  to  the  literature  of  same  has  come 
to  my  knowledge. 

Likewise,  the  case  reported  was  operable,  receiv- 
ing early  treatment  solely  due  to  the  vigilance  and 
suasion  of  a member  of  the  Honolulu  dental  pro- 
fession. 

In  general,  cancer  of  the  tongue  exacts  an  ex- 
tremely high  mortality. 

In  future  more  care  in  searching  for  precancerous 
lesions  with  careful  follow  up  seems  imperative. 

Our  efforts  should  converge  in  eradicating  the 
possible  irritation  methods  many  of  which  are  pecu- 
liar to  the  tropics. 
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SECONDARY  ANEMIAS  AND  THEIR  TREATMENT.* 


G.  Louis  Weller,  Jr.,  M.  D., 
Washington,  D.  C. 


Although  it  seems  rather  old  fashioned  in  com-' 
parision  with  some  of  the  recently  introduced  hema- 
tological terms,  the  term  secondary^  anemia  is  still 
^ a desirable  one  because  it  makes  cognizance  of  the 
etiological  factors  in  these  diseases. 

Because  of  recent  advances  in  hematology,  prac- 
tically all  the  anemias  may  now  be  classified  as 
• “secondary”  to  some  specific  etiological  agent.  Even 
pernicious  or  Addisonian  anemia,  the  outstanding 
, “primary”  anemia,  is  now  known  to  be  secondary 
^ to  an  absence  of  intrinsic  and  extrinsic  substances; 
this  anemia,  however,  will  not  be  discussed  in  this 
paper. 

Perhaps  the  greatest  number  of  cases  of  second- 
ary anemia  are  those  secondary  to  a deficiency  of 
iron.  In  this  category  the  outstanding  type  is 
hypochromic  anemia.  In  its  classic  form,  hypo- 
chromic anemia  is  the  older  chlorosis,  a disease 
which  responds  readily  to  iron.  Under  its  modern 
name,  hypochromic  anemia,  whether  it  is  assumed 
to  be  the  result  of  iron  deficiency  alone,  or  iron 
deficiency  plus  a gastric  disturbance,  it  is  now  rec- 
ognized to  result  from  insufficient  formation  of 
hemoglobin. 

The  ordinary  case  of  hypochromic  anemia  is 
rather  satisfactory  to  treat,  (Fig.  1)  particularly 
if  there  is  a reduction  of  erythrocytes  to  two  or 
- three  millions,  with  a corresponding  hemoglobin 
value  (preferaldy  determined  by  the  Sahli  method) 
of  from  thirty  to  fifty  per  cent.  Iron  in  most  any 
form  is  the  therapeutic  agent  of  choice  and,  corre- 
spondingly, upon  beginning  its  administration  there 
will  be  an  increase  in  both  erythrocytes  and  hemo- 
globin, the  more  prompt  response  being  on  the  part 

*From  the  Department  of  Medicine,  School  of  Medi- 
cine, The  George  Washington  University. 


of  the  latter.  The  rapidity  with  w’hich  the  eryth- 
rocyte count  and  hemoglobin  reach  the  normal 
level,  in  other  words,  the  rapidity  of  cure  of  the 
patient,  is  determined  to  a considerable  extent  by 
the  iron  containing  substance  chosen  for  adminis- 
tration. Of  iron  containing  compounds,  perhaps  still 
the  most  satisfactory  as  regards  ease  of  administt|j- 
tion,  cost  and  results  obtained,  is  iron  and  ammonium 
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Fig.  1. — J.  11.,  showing  response  to  6 grams  iron  and  ammonium 
citrate  daily  in  a case  of  hypochromic  anemia  resulting  from 
marked  dietary  restriction. 


citrate  in  gelatin  capsules.  The  usual  daily  do.se 
of  3 grams  (two  capsules  after  each  meal)  may  be 
increased  to  as  much  as  12  to  15  grams  daily  if 
necessary  or  if  desirable  (Wintrobe  and  Beebe). 
Thus  with  large  doses,  cases  of  refractoriness  to 
this  particular  substance  vanish  (Witts;  ISIills). 
Diarrhea,  alleged  to  be  a very  disturbing  accom- 
paniment of  ferric  ammonium  citrate  administra- 
tion, is  actually  of  little  importance  unless  doses 
considerably  exceed  the  usual  3 grams  daily.  During 
the  early  period  of  its  administration  the  effective- 
ness of  the  iron  and  ammonium  citrate  or  other  iron 
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containing  compound  can  be  estimated  by  com- 
paring the  actujd  response  with  the  expected  0.15 
to  0.2  grams  dailw  hemoglobin  rise,  or  the  reticulocyte 
rise  which  should  reach  a maximum  value  in  from 
five  to  ten  days  (Minot  and  Heath). 

Other  forms  of  iron  are  giving  satisfactory  results 
in  the  treatment  of  hypochromic  anemia;  Blaud’s 
pills  (ferrous  carbonate)  contain,  however,  only  10 
per  cent  of  iron  as  compared  with  17  per  cent  of 
iron  in  ferric  ammonium  citrate.  Reduced  iron  (2 
to  3 grams  daily  in  capsules),  ferrous  lactate,  ferric 
glutapiate  and  ferrous  sulphate  are  other  substances 
in  use  at  present-.  One  caution  is  necessar)’;  iron 
by  subcutaneous  injection  is  either  valueless,  as  re- 
ported by  Witts,  or,  if  given  in  adequate  dosage,  is 
ven,’  toxic,  ks  shown  by  Heath  and  coworkers.  Dilute 
hydrochloric  acid  in  doses  from  10  minims  to  2.5 
drachms,  well  diluted,  with  water,  is  indicated  where 
achlorhydria  exists. 

Of  the  remaining  anemias  resulting  from  defi- 
ciency of  iron,  the  hypochromic  anemia  associated 
ii^ith  idiopathic  steatorrhea,  the  hypochromic  anemia 
associated  with  neoplasms  of  the  gastro-intestinal 
tract  01^  followdng  gastric  operation,  all  respond 
well  to  adequate  doses  of  iron,  within  limits  how- 
ever, but  usually  without  necessity  of  additional 
administration  of  liver  extract  or  vitamin  B sub- 
tances. 

The  anemia  of  latent  scurvy,  of  particular  im- 
portance as  regards  certain  cases  of-  “ecchymosis 
on  the  skin  and  mucous  membranes  with  hemor- 
rhage from  the  gui  (Vaughan)  responds  readily 
to  vitamin  C administration,  in  the  form  of  orange 
juice,  or  in  the  recently  introduced  crystalline  form 
which  may  be  given  be  the  oral  or  subcutaneous 
route.  There  is  immediate  rise  in  reticulocytes  and 
steady  increase  in  erythrocytes  and  hemoglobin  fol- 
lowing vitamin  C administration  alone,  in  this  type 
of  anemia. 

The  second  important  etiological  factor,  excess 
loss  of  blood,  is  responsible  for  many  interesting 
anemias.  It  was  by  the  production  of  this  tj-pe 
of  anemia  in  dogs  that  Whipple  was  able  to  deter- 
mine that  liver  is  a most  potent  hematopoietic  stimu- 
lant, with  kidney  tissue  next,  and  iron  the  most 
potent  of  the  inorganic  substances. 

Clinically,  this  type  of  anemia  is  exhibited  in 
purest  form  in  sudden  massive  hemorrhage  from  a 
peptic  ulcer  (Figure  2).  Once  the  acute  phase  is 
concluded,  treatment  is  the  same  whether  the  hemor- 
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rhage  was  single  and  of  large  amount,  or  recurrent 
and  of  small  amount.  As  in  the  experimental  work, 
whole  liver  or  whole  liver  and  large  doses  of  iron 
are  valuable  (Murphy  and  Powers;  Keefer  and 
Yang;  Vaughan).  As  noted  by  Vaughan,  additional 
treatment  with  meat,  fruit  and  green  vegetables 
whenever  possible,  is  necessary  to  offset  the  deficien- 
cies of  the  usual  bland  gastro-intestinal  diet. 


In  hookworm  disease,  the  two  factors  of  gastro- 
intestinal derangement  (Rhoads  and  Castle)  and 
loss  of  erythrocytes  by  their  ingestion  by  the  worms 
(Wells;  Whipple)  are  best  combated  by  removal  of 
the  worms,  adequate  diet,  replacement  of  the  gastric 
hydrochloric  acid  if  absent,  and  adequate  amounts 
of  iron  by  mouth.  Other  rarer  cases  of  excess  blood 
loss,  such  as  hemophilia,  hereditary  hemorrhagic 
telangiectasis  and  thrombocytopenic  purpura,  are 
treated  in  similar  fashion  once  the  anemia  is  estab- 
lished, but,  in  view  of  the  promising,  although  tem- 
porary, local  hemostatic  properties  of  tiger  snake 
venom  (Rosenfeld  and  Lenke),  development  of  sec- 
ondary' anemia  would  seem  to  be  precluded  in  cer- 
tain of  these  cases  if  used  early  enough. 

The  third  etiological  factor,  namely,  excess  blood 
destruction,  occurs  classically  in  acholuric  jaundice 
or  hemolytic  icterus.  The  only  satisfactory  treat- 
ment for  this  anemia  is  splenectomy,  which  is  fol- 
lowed not  only  by  practically  immediate  disappear- 
ance of  the  anemia  but  also  in  great  clinical  im- 
provement of  the  patient  (Vaughan).  There  is  cor- 
responding disappearance  of  the  microcj'tosis  and 
reticulocytosis.  “Liver,  iron,  and  other  hemato- 
poietic remedies  are  valueless”  (Vaughan).  Sickle 
cell  anemia  requires  use  of  most  of  the  measures  of 
value  in  treating  various  other  anemias  before  any 
results  may  be  expected  or  obtained. 
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The  fourth  group  of  anemias,  those  secondary  to 
circulating  toxins,  are  caused  by  such  chemicals  as 
benzene,  phenol  and  other  organic  chemicals,  and 
nephritis.  If  benzol  anemia  is  taken  as  an  example 
of  the  type  secondary  to  chemicals,  there  are  so 
many  ways  in  which  the  bone  marrow  is  affected, 
depending  upon  the  dose  and  period  of  exposure, 
that  the  only  directions  for  treatment  which  may  be 
given  here  are  general  ones,  namely,  remove  the  pa- 
tient from  the  offending  agent,  watch  for  evidences 
of  tiring  or  exhaustion  of  the  bone  marrow  (chiefly 
by  study  of  cells  obtained  by  sternal  marrow  biop- 
sies) and  give  supportive  but  not  too  stimulating 
treatment  in  order  that  new  erthyrocytes  might  be 
produced. 

In  the  early  stages  of  nephritis  when  there  is 
little  retention  of  the  nitrogenous  products  normally 
excreted,  the  mild  secondary  anemia  responds  some- 
what to  iron,  that  is,  the  erythrocyte  count  may  rise 
from  3.8  to  4.3  millions  following  3 grams  of  iron 
and  ammonium  citrate  daily.  Iii  the  advanced  cases 
of  nephritis  neither  iron  nor  liver  is  effective  (Figure 
3). 
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Fig.  3. — R.  G.»  showing  increasingly  severe  anemia  over  a period 
of  five  years*  despite  iron  and  liver  administration  in  a 
case  of  chronic  glomerulo-nephritis. 


The  above  discussion  has  considered  only  those 
cases  in  which  response  to  therapeutic  measures  is 
both  prompt  and  satisfactory.  However,  conditions 
other  than  this  hold  in  many  instance.  First,  the 
response  to  usual  measures  may  be  delayed,  so  that, 
if  the  measures  are  continued  for  a sufficient  period 
of  time,  satisfactory  results  may  be  obtained;  second, 
the  anemia  may  persist,  and  not  show  any  resp>onse 
to  the  usual  measures;  or,  finally,  the  condition  may 
become  progressively  worse  despite  even  the  most 
painstaking  therapeutic  measures. 


Under  such  circumstances  it  is  not  enough  to  rely 
upon  the  diagnosis  from  the  circuiting  blood  alone, 
assuming  that  all  possible  etiolt/gical  factors  had 
been  investigated  during  the  period  of  initial  consul- 
tation, but  rather  it  is  important  to  determine  the 
condition  of  the  entire  erythron,  that  is,  the  condi- 
tion of  both  the  circulating  blood  and  the  bone  mar- 
row. Thus,  in  the  absence  of  direct  tests  which 
would  be  valuable  in  showing  the  presence  of  ab- 
normal substances  in  the  blood  forming  tissues  or 
in  the  circulating  blood,  the  condition  produced  by 
these  abnormal  invading  agents  must  be  taken  as  an 
indication  of  the  kind  of  treatment  necessary.  By 
this  token,  even  though  the  majority  of  cells  of  the 
circulating  blood  were  microcytes  (i.  e.,  less  than 
7.5  microns  in  diameter),  if  large  numbers  of  ery- 
throblasts  were  present  in  the  bone  marrow  obtained 
by  sternal  puncture,  whole  liver  or  liver  e.xtract 
would  be  indicated.  The  missing  maturation  sub- 
stance thus  would  be  supplied.  When  the  marrow 
contains  an  excess  number  of  cells  of  the  myeloid 
series,  even  though  the  leucocytes  of  the  circulati^ 
blood  are  not  especially  abnormal,  treatment  should 
be  directed  towards  the  leukemia  more  p:^icularly, 
and  towards  the  secondary  anemia  only  secondarily.. 
When  the  bone  marrow  contains  only  a few  cells  ^ 
of  either  the  myeloid  or  erythroblasti^  series,  the 
response  to  measures  designed  to  increase  either  or 
both  types  will  be  disappointing.  There  are  no 
therapeutic  agents  at  the  present  time  effective  in 
treating  anemia  secondary  to  aplasia  of  the  bone 
marrow.  ^ fj- 

In  summary,  the  etiological  factor  is  known, 
within  certain  limits,  in  practically  all  types  of  sec- 
ondary anemias.  Treatment  of  the  iron  and  vitamin 
deficient  types  is  replacement  in  nature.  Treat- 
ment of  excess  loss  of  blood  consists  in  supplying 
adequate  amounts  of  iron  and  foodstuff  necessary 
for  erythropoiesis.  Treatment  of  secondary  anemia 
resulting  from  toxins  consists  in  removal  of  the 
offending  agent.  Finally,  prevention  of  aplastic 
anemia  is  the  only  way  of  combating  this  disturb- 
ance, because  of  the  ineffectiveness  of  all  therapeutic 
agents  used  in  this  disease. 
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REPORT  OF  TWO  CASES  OF  TUBERCULOUS  PERITONITIS  DUE 
4 TO  BOVINE  TYPE  FROM  SAME  FARM.* 


Malcolm  H.  H.^rris,  M.  D., 

West  Point,  Va. 


/ 

It  has  been  known  for  a long  time  that  man  be- 
comes infected  with  the  bovine  type  of  tubercle 
bacillus,  the  two  tt  pes  having  been  differentiated  by 
Theobald  Smith  in  1879.  However,  Koch,  who 
discovered  the  tubercle  bacillus  in  1882,  disputed 
the  fact  as  late  as  1908,  that  the  bovine  type  was 
pathogenic  for  man,  and  this  contention  led  to  a 
great  deal  of  research  which  has  now  acceptably 
disproved  Koch’s  statement.  The  incidence  of 
bovine  tuberculosis  as  a definite  cause  is  relatively 
unimportant.  Wang  reported  a series  of  1,273  adult 
cases  with  only  thirty-eight  of  the  bovine  tj^pe,  and 
in  the  same  series  there  were  twenty-four  abdominal 
cases  with  seven  of  the  bovine  type.  Griffith  found 
bovine  bacilli  in  1.1  per  cent  in  all  cases  of  pul- 
monar}'  tuberculosis.  Corbett  called  the  attention 
of  the  profession  to  the  high  incidence  of  lx)vine  type 
in  infection  of  cer\ical  nodes  and  alimentary  infec- 
tion in  children  and  its  seeming  unimportance  in 
the  lungs.  Brown  and  Hayes  state  that  6.5  per  cent 
of  all  deaths  from  tuberculosis  may  be  attributed 
to  the  bovine  bacillus. 

•Read  before  the  Mid-Tidewater  Medical  Society  at 
its  meeting  in  Saluda,  Va.,  April  27,  1936. 


This  shows  the  comparative  unimportance  of  bo- 
vine type  as  a cause  of  tuberculosis  in  human  be- 
ings. The  bovine  type  is  recognized  as  being  spread 
by  ingestion  of  milk  from  cows  having  active  tuber- 
culosis, which  makes  us  feel  that  the  emphasis  on 
the  testing  of  cattle  is  highly  important  as  a control 
measure. 

About  1924  the  numbers  of  scrofulous  glands  in 
children  became  so  noticeable  in  our  community  that 
steps  were  taken  to  find  the  cause.  The  several 
dairymen  supplying  the  town  with  milk  were  ap- 
proached with  an  idea  of  getting  a cooperative  and 
general  testing  of  the  cattle,  and  to  this  they  freely 
assented.  From  the  herds  supplying  the  commu- 
nity with  milk  at  that  time  there  were  about  twenty- 
five  cows  found  to  be  reactors.  This  was  high  being 
about  40  per  cent  of  the  whole.  One  of  these  herds 
alone  had  seventeen  cows  out  of  a total  of  twenty- 
three  proved  infected  with  tuberculosis,  and,  strange 
as  it  may  be,  from  the  same  farm  came  our  twev 
cases  of  peritonitis.  These  facts  are  added  as  they 
helped  materially  in  making  the  diagnoses. 

It  is  added  with  no  little  degree  of  satisfaction 
that  since  these  infected  cattle  were  destroyed  in 
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1925  and  our  herds  have  been  tested  regularly,  there 
has  not  been  a single  case  of  scrofulous  gland  to 
leave  its  ugly  scar  to  mar  the  appearance  of  our 
children.  Unfortunately  they  seem  to  occur  with 
much  greater  frequency  in  girls. 

Case  Reports 

C.ASE  1.  Mr.  G.,  age  fifty-eight,  married,  dairy 
farmer,  proprietor  of  the  farm  concerned. 

F.  H.  Nothing  of  importance. 

P.  H.  Gave  history  of  probable  ruptured  appen- 
dicitis in  past. 

Pres.  H.  Began  with  cramp-like  pains  in  abdo- 
men, which  required  morphine  to  relieve.  Had  re- 
current attacks  with  increasing  frequency.  His  gen- 
eral health  became  impaired  and  at  my  suggestion 
he  went  to  see  Dr.  O.  O.  Ashworth,  Richmond,  Va., 
who  reported  as  follows  under  date  of  November, 
1929: 

“Briefly  my  impression  in  his  case  is  that  his 
ascites  is  from  a portal  cirrhosis.  However,  (1)  he 
has  a very  few  dilated  veins  over  the  lower  chest; 
(2)  chronic  hypertension;  (3)  slight  cardiac  hyper- 
trophy; (4)  chronic  myocarditis,  B.  P.  180/100. 
The  left  border  of  the  heart  seemed  to  extend  some- 
what abnormally  to  the  left.  His  axillary  arteries 
are  definitely  palpable  and  there  are  occasional  ex- 
tra systoles;  (5)  small  pharyngeal  polyp;  (6)  irreg- 
ular dilated  pupil  rt.  (from  injury) ; (7)  hyper|3itui- 
tary;  (8)  atrophy  of  left  testicle;  (9)  laboratory 
findings:  Wassermann  negative.  Hmg.  90  per  cent. 
Red  count  5,000,000;  White  count  8,000;  Lym.  26; 
Neutro.  71;  Eosin.  2.  Urine:  Hyaline  and  gran- 
ular casts.  Heavy  trace  albumen. 

Personally,  I would  feel  better  about  this  case  if 
we  could  tap  him  and  rule  out  any  inflammatory 
condition  of  his  abdomen.” 

November  15,  1929.  Man  was  tapped  and  num- 
bers of  acid  fast  bacilli  were  found.  Guinea  pigs 
were  injected.  Opinion  now  that  man  has  a low 
grade  tuberculosis  peritonitis,  of  bovine  type. 

February  28,  1930.  Fluid  still  collecting  in  peri- 
toneum. Drawn  off  and  air  injected  in  its  place. 
Bacilli  abundantly  free  in  the  fluid. 

October  28,  1930.  Laparotomy  at  Danville  (by 
Dr.  S.  E.  Hughes)  who  reported  by  letter  to  Dr. 
Ashworth,  October  27,  1930: 

“The  operation  revealed  a rather  unusual  condi- 
tion. No  tubercles  were  found  on  the  peritoneum 
or  about  the  head  of  the  cecum  but  numerous  small 


nodules  were  found  on  the  omentum — more  num- 
erous on  the  greater  omentum.  Your  diagnosis  of 
tubercular  peritonitis  is  probably  correct  but  I am 
inclined  to  the  opinion  that  there  must  be  some 
complication  of  the  portal  circulation.” 

December  2,  1930.  Patient  died.  Autopsy 

showed  in  addition  to  the  above  information,  a 
typical  hobnail  liver  and  meningitis.  The  causa- 
tive organism  of  the  meningitis  has  not  been  deter- 
mined. (Letter  Dr.  Ashworth  to  writer.) 

Case  2.  Mr.  H.,  age  twenty-nine  years,  white 
male,  married,  paper  mill  worker.  Moved  to  the 
above  farm  after  Mr.  G.  had  vacated  it  and  lived 
there  about  two  years. 

F.  H.  Nothing  of  importance. 

P.  H.  Influenza.  Broken  leg  and  fractured 
skull  1925  as  result  railroad  accident.  Shortening 
of  right  leg. 

Pres.  H.  About  eighteen  months  ago  he  began 
to  have  attacks  of  pain  in  belly,  which  lasted  sev- 
eral days.  Usually  began  wdth  constipation  and 
developed  pain  afterwards.  On  one  occasion  in 
July,  1933,  he  was  seen  by  another  doctor  who  told 
him  that  he  had  appendicitis,  on  the  strength  of 
which  he  was  taken  by  me  next  day  to  confer  with 
a surgeon  who  did  not  feel  there  was  sufficient  evi-. 
dence  at  that  time  to  operate.  Early  the  next 
morning  he  had  an  unexplained  convulsive  seizure. 
Subsequently,  at  varying  intervals,  he  had  similar 
attacks  of  pain,  discomfort,  loss  of  appetite,  gurg- 
ling, constipation,  etc.  .A.bout  Augu.st  15,  1935,  he 
began  to  have  pain,  was  constipated  and  since  then 
he  has  had  a pain  in  lower  part  of  abdomen.  Fills 
up  when  he  eats,  though  he  is  hungry,  and  eats 
very  little.  He  has  not  been  free  from  pain  since  it 
began  six  weeks  ago.  Lately  he  has  been  sw'ollen, 
through  abdomen. 

Physical  Examination:  Heart  normal.  Lungs: 
few  scattered  rales.  B.  P.  130/82.  Rate  86.  Ab- 
domen: Distended,  tense.  No  areas  of  tenderness 
or  masses.  Feels  like  fluid. 

Laboratory  Findings:  Urine  about  normal.  Few 
pus  cells;  Red  cells  4,630,000;  White  cells  7,400; 
Hmg.  92  per  cent;  Pmn.  27;  Sm.  L.  18;  Eosin.  55. 

Sedimentation  test  shows  a diagonal  line  with 
sedimentation  index  of  two  at  end  of  an  hour.  X-ray 
conclusion:  There  is  evidence  of  an  inflammatory 
process — chiefly  in  the  hilum.  There  is  also  evi- 
dence of  a good  deal  of  bronchial  thickening,  but 
there  are  no  soft  unhealed  tubercles  made  out.  Some 


420 


Virginia  Medicai,  Monthly 


[October, 


thickening  of  the  right  interlobar  pleura  with  effu- 
sion. 

September  29,  1935.  Laparotomy  by  Dr.  F.  S. 
Johns,  Johnston-Willis  Hospital,  Richmond,  Va., 
disclosing  a large  amount  of  free  cloudy  fluid  which 
was  siphoned  off.  The  upper  abdomen,  especially 
around  the  stomach,  showed  some  atypical  nodules, 
which  were  considered  most  probably  an  early  tuber- 
culous peritonitis. 

.\pril  8,  1936.  The  acid  fast  bacillus  cultured 
and  injected  into  a ginuea  pig  show'ed  a tubercle 
nodule,  proving  the  diagnosis  of  tuberculosis  of 
bovine  type.  (Letters  of  Dr.  D.  B.  Cole,  quoted 
above. ) 

Discussion 

We  do  not  expect  to  add  anything  to  the  knowl- 
edge of  tuberculosis.  It  seems  that  lightning  strikes 
in  the  same  place  twice.  The  diagnosis  in  these 
two  cases,  while  proved  by  laboratory  findings,  was 
clearly  pointed  out  by  the  past  history  and  the  in- 
cident tuberculosis  in  the  herds  on  the  plantation. 
There  had  been  cases  of  tuberculosis  on  the  place 
long  before  this,  which  may  have  too  been  connected 
with  the  barns,  etc. 

We  do  not  feel  that  the  presence  of  two  cases 
has  proved  the  presence  of  tuberculosis  in  the  barn 
but  we  would  certainly  not  put  a clean  herd  of  cat- 
tle in  the  same  barn.  That  is  a matter  of  opinion. 
There  was  no  history  of  prior  tuberculosis  in  either 
of  these  cases,  no  contact  history,  and  no  connec- 
tion between  the  two,  they  occupying  the  farm  after 
each  other,  and  on  this  we  are  basing  our  deduction 
that  the  source  of  infection  was  from  the  farm. 

The  general  testing  of  cattle  will  probably  en- 
tirely eliminate  bovine  type  of  tuberculosis  from 
children,  as  it  has  ended  the  scrofulous  glands  in 


our  community.  The  disappearance  of  the  type  of 
infection  undoubtedly  goes  with  the  more  stringent 
laws  governing  milk  production.  Milk  ingestion  in 
children  would  seem  to  explain  the  higher  inci- 
dence of  alimentary  and  gland  infection  in  children 
than  their  personal  habits  of  putting  things  in  their 
mouths. 

The  second  case  six  months  after  the  operation 
appears  well  and  states  that  he  feels  fine.  He  is 
back  at  his  former  occupation.  The  only  treatment 
he  had  after  returning  home  was  sunshine,  an 
abundant  diet,  and  rest.  It  is  to  be  hoped  that  he 
will  remain  well. 

We  wish  to  express  to  Drs.  O.  O.  Ashworth  and 
Dean  B.  Cole  our  thanks  for  their  able  assistance 
and  advice  in  these  cases. 

Summary 

1.  Two  proved  cases  of  tubercular  peritonitis 
due  to  the  bovine  type  of  tubercle  bacilli  are  pre- 
sented and  are  traced  to  residence  on  the  same  farm. 

2.  The  significant  disappearance  of  scrofulous 
glands  in  the  community  after  destroying  tubercular 
cattle  is  noted. 

3.  The  similarity  of  the  abdominal  sjTnptoms  to 
those  of  appendicitis  and  the  dependence  on  a 
thorough  study  to  make  a differential  diagnosis  are 
emphasized. 

4.  The  advantage  the  family  physician  has  in 
knowing  the  details  of  environment  and  history  in 
diagnosis  is  in  these  cases  fully  illustrated. 
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AN  UNUSUAL  CASE  OF  STRICTURE  OF  THE  ESOPHAGUS. 


Emanuel  U.  Wallerstein,  M.  D., 
Richmond,  Va. 


The  most  frequent  cause  of  benign  stricture  of 
the  esophagus  is  the  swallowing  of  corrosive  fluids. 
.\mong  these,  lye  solution  is  overwhelmingly  pre- 
ponderant. 

Von  HeindP  collected  statistics  of  137  cases  of 

•From  the  Department  of  Oto-Laryngology  of  the 
Medical  College  of  Virginia. 


chemical  burns  of  the  esophagus.  In  this  series, 
73  per  cent  were  due  to  lye.  Von  Hacker^  in  a 
larger  series  of  477  cases  occurring  within  a period 
of  nine  years  in  all  the  hospitals  of  Vienna  found 
that  in  70  per  cent  lye  was  the  etiological  agent. 
Vinson^  of  the  Mayo  Clinic  tabulated  the  causes  of 
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186  benign  cicatricial  strictures  of  the  esophagus. 
This  included  benign  strictures  from  all  causes, 
chemical,  inflammatory  and  congenital.  In  this 
group  52  per  cent  were  due  to  lye.  Lye  burns  con- 
stituted an  even  higher  percentage  of  chemical 
burns,  viz.,  84  per  cent. 

There  are  many  other  chemicals  which  will  cause 
burns  of  the  esophagus.  Among  those  mentioned 
in  the  literature  are  nitric,  hydrochloric,  sulphuric, 
carbolic,  acetic,  chromic  and  oxalic  acids,  lysol, 
bichloride  of  mercury,  copper  sulphate  and  silver 
nitrate. 

Case  Report 

Mrs.  V.  B.  T.  (referred  by  Dr.  Clifton  Miller), 
age  thirty-one  years,  white,  married,  complained  of 
inability  to  swallow,  even  water  being  regurgitated. 

Present  Illness.  Three  days  before  consulting 
me  she  noted  increasing  difficulty  in  swallowing. 
For  the  last  twenty-four  hours  the  patient  stated 
that  she  was  unable  to  swallow  anything.  Liquids 
were  immediately  regurgitated. 

Past  History.  The  patient  at  six  months  of  age 
was  a healthy  infant  who  had  no  previous  diffi- 
culty in  nursing.  While  attended  by  her  nurse  the 
infant  put  a brilliantly  multi-colored  East  Indian 
print  handkerchief  in  her  mouth.  The  lips  and 
mouth  were  stained  by  the  dye  and  there  was  a 
rapidly  progressive  edema  of  the  lips,  mouth  and 
tongue.  Dysphagia  immediately  ensued.  The  next 
day  the  patient  with  great  difficulty  was  able  to 
swallow.  This  continued  until  the  child  was  two 
years  of  age.  On  account  of  the  extreme  difficulty 
of  swallowing  and  the  resulting  malnutrition  the 
child’s  life  was  despaired  of.  At  this  time  the  child 
was  brought  to  Dr.  Miller.  Since  esophagoscopy 
was  not  available  at  this  time  a whalebone  bougie 
was  used.  By  continued  use  of  the  bougie  the  child 
was  enabled  to  drink  liquids  and  eat  soft  food 
that  had  been  strained  through  a fine  sieve.  These 
treatments  continued  until  the  patient  was  eight 
years  old.  At  this  time  the  patient  did  not  report 
for  further  treatment.  Although  she  was  unable 
to  swallow  anything  but  liquids  and  finely  divided 
solids,  the  patient  did  not  consult  a physician  again. 
Until  the  present  acute  difficulty  at  the  age  of  thirty- 
one,  she  led  a normal  life,  was  married,  and  main- 
tained herself  in  fairly  good  health  except  for  con- 
siderable emaciation. 

Examination  and  Treatment.  X-ray'  studies 


showed  a stricture  in  the  lower  third  of  the  esoph- 
agus with  complete  stoppage  of  the  barium  mix- 
ture. Esophagoscopy  was  done  under  local  anes- 
thesia. A dense  white  fibrotic  area  was  found  at 
30  cm.  from  the  upper  teeth.  The  entire  esophagus 
was  occluded  except  for  a centrally  located  open- 
ing which  admitted  with  difficulty  a 12  F.  bougie. 
This  was  dilated  under  visual  control  until  a 16  F. 
bougie  could  be  passed. 


A.  Before  dilatation.  B.  After  dilatation. 


After  esophagoscopy  the  patient  was  again  able, 
to  swallow  liquids.  Over  a period  of  four  months 
successively  larger  bougies  have  been  passed  over  a 
swallowed  thread.  At  present  a No.  34  bougie  can 
be  passed. 

The  patient  has  gained  weight  and  is  able  to  eat 
a regular  diet.  It  is  proposed  to  carry  treatments 
further  until  a 45  F.  bougie  can  be  passed. 

Comment 

Although  the  history  of  this  case  dates  back  over 
thirty  years,  the  etiology  seems  to  be  certain.  Since 
the  case  was  so  unusual  the  father  at  the  time  of 
the  accident  tested  the  caustic  quality  of  the  dye. 
He  placed  the  handkerchief  in  his  mouth  for  a very 
short  time.  There  was  an  immediate  burning  sensa- 
tion and  edema  of  the  mouth  and  lips.  The  hand- 
kerchief w'as  submitted  to  Dr.  William  H.  Taylor, 
well-known  chemist  and  toxicologist  of  that  day, 
who  reported  that  it  contained  a very  caustic  dye. 

Besides  the  unusual  nature  of  the  etiologic  agent 
the  case  presents  the  remarkable  feature  of  a per- 
son whose  diet  was  practically  liquid  for  thirty- 
one  years  and  whose  health  has  been  well  main- 
tained. 
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A CASE  REPORT. 


John  R.  Hamilton,  M.  D.,  F.  C.  P., 

Nassawadox,  Va. 


The  following  case  is  reported  because  of  the 
diagnostic  problem  it  presented,  the  large  doses  of 
sodium  cacodylate  administered  in  its  treatment, 
and  the  clinical  improvement  obtained. 

The  patient  was  referred  on  April  4,  1935,  by 
Drs.  W.  L.  Cosby,  H.  L.  Denoon,  and  W.  C.  Hen- 
derson. A brief  of  the  patient’s  record  at  that  time 
is  as  follows:  White  male,  fifty-three  years  old, 
occupation  fishing  and  farming.  His  chief  com- 
plaint was  swelling  on  the  left  side  of  the  abdomen 
after  eating.  For  the  past  four  months  had  just 
not  been  feeling  well.  Ten  weeks  before  there  had 
appeared  a painful  lump  under  the  left  arm  and, 
later,  lumps  developed  under  the  other  arm  and  in 
the  groins.  During  the  same  period  he  developed 
a severe  cough,  believed  that  he  had  run  some  tem- 
perature, and  stated  that  recently  he  had  been 
nervous.  His  past  history  revealed  that  his  only 
illness  had  been  pleurisy  in  his  left  side. 

On  examination  he  gave  the  appearance  of  having 
suffered  a recent  loss  of  weight;  his  skin  and  mu- 
cous membranes  were  pale;  temperature  99.6;  pulse 
120;  respiration  16;  teeth  in  poor  condition;  lungs 
had  moist  rales  in  both  bases;  circulator}-  system 
showed  no  pathology;  blood  pressure  130  over  60. 
There  was  a large  mass  believed  to  be  the  spleen 
practically  covering  the  left  upper  quadrant  of  the 
abdomen.  The  axillary  and  inguinal  h-mph  glands 
were  markedly  enlarged,  distinct,  and  not  tender. 
The  examination  other  than  above  showed  no  path- 
ological findings. 

The  laborator}-  work,  done  by  Mr.  Shanks, 

was  as  follows:  Sahli  hb.  55  per  cent;  w.b.c.  5,500; 
r.b.c.  4,016,000;  polys  28  per  cent;  l}-mphs  70  per 
cent;  myelocytes  2 per  cent;  blood  smear  showed 
marked  anisoc}-tosis;  color  index  0.7;  coagulation 
time  eight  and  one-half  minutes;  Kahn  test  nega- 
tive; agglutinations  for  t}-phoid,  tularemia,  [Malta 
and  Flexner  negative;  blood  culture  negative.  .A 
gland  removed  by  Dr.  M’.  C.  Henderson  from  the 


inguinal  region  on  examination  by  Dr.  Wm.  A. 
Shepherd  was  classified  as  a simple  lymphoma  with 
further  clinical  observation  necessary  for  diagnosis. 

It  was  my  feeling  that  the  case  was  either  Hodg- 
kin’s disease  or  l}-mphosarcoma  with  the  preponder- 
ance of  evidence  in  favor  of  Hodgkin’s  disease. 

The  treatment  from  .April  4 to  .August  22,  1935, 
was  started  with  Blaud’s  pills,  ninety  grains  a day. 
The  response  in  the  hemoglobin  rise  was  satisfactory 
and  the  Blaud's  pills  were  gradually  decreased.  On 
July  30th,  this  medication  was  discontinued  when 
the  hemoglobin  was  90  per  cent,  and  no  further 
iron  medication  has  been  required.  Fowler’s  so- 
lution was  first  administered  on  .April  4th,  begin- 
ning with  nine  drops  a day  and  gradually  increas- 
ing to  thirty  drops  a day,  with  one  week’s  rest  from 
this  medication  allowed  out  of  each  six  weeks.  This 
rest  period  was  found  necessary  because  of  edema 
under  the  eyes  which  promptly  disappeared  on  the 
withdrawal  of  the  Fowler’s  solution,  and  did  not 
recur  after  the  rest  period  had  been  included  in  the 
schedule  of  treatment. 

During  the  period  from  .April  4 to  .August  22, 
1935,  the  cough  gradually  became  worse,  first  re- 
quiring cough  syrups;  then  codeine  in  half  grain 
doses,  which  had  to  be  increased  to  one  grain  doses; 
and,  finally,  morphine  grains  one-eighth  was  given; 
and  as  many  as  four  of  these  in  twenty-four  hours 
were  required  to  keep  the  patient  moderately  com- 
fortable. 

During  the  same  period  the  glandular  enlarge- 
ment became  general;  the  glands  increased  in  size, 
some  reaching  the  size  of  hen  eggs;  they  remained 
firm,  discrete,  and  not  tender.  The  spleen  gradually 
enlarged  until  it  filled  the  left  side  of  the  abdomen 
and  extended  to  the  crest  of  the  ilium.  .At  this  time, 
.August  22,  1935,  the  patient’s  skin  was  a bronze 
color,  the  cough  racking  in  character  and  almost 
continuous,  edema  of  the  legs  had  developed,  emaci- 
ation and  weakness  were  severe,  laxatives  were  re- 
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quired  for  each  bowel  movement,  and,  except  that 
his  appetite  and  food  intake  were  good,  no  encour- 
agement was  to  be  had. 

Beginning  August  22,  1935,  sodium  cacodylate 
was  administered  intramuscularly  at  bi-weekly  in- 
tervals, the  dose  being  increased  from  three-fourths 
of  a grain  to  one  and  a half  grains,  then  to  three 
and  six  grains.  While  no  physical  change  had  taken 
place,  the  patient  stated  on  September  7,  1935,  that 
he  felt  better  than  he  had  for  months.  On  Septem- 
ber 18th,  the  dose  was  increased  to  seven  grains.  On 
September  21st,  the  spleen  had  decreased  to  approxi- 
mately one-third  of  its  size  at  the  beginning  of  the 
administration  of  the  sodium  cacodylate;  but  the 
cough  still  required  two  morphine  pills  of  an  eighth 
of  a grain  for  its  control,  and  very  little  if  any  de- 
crease in  the  size  of  the  glands  was  noted. 

By  October  19,  1935,  the  patient,  while  still  un- 
able to  work,  was  greatly  improved  in  the  way  he 
felt.  The  spleen  had  decreased  until  it  was  two 
inches  below  the  costal  margin,  and  the  glands  were 
reduced  to  approximately  one-half  their  maximum 
size.  Only  one-eighth  of  a grain  of  morphine  was 
now  required  in  twenty-four  hours  for  the  cough, 
and  bowel  movements  were  obtained  with  less  laxa- 
tive. No  toxic  symptoms  having  developed,  the 
dose  of  sodium  cacodylate  was  increased  to  fifteen 
and  a half  grains. 

By  December  7,  1935,  the  patient  had  no  com- 
plaint. The  spleen  could  not  be  palpated,  glands 
had  decreased  until  only  a few  could  be  felt  in  the 
neck  and  groin,  and  these  were  about  the  size  of  an 
almond.  No  medication  was  required  for  cough  or 
for  constipation.  The  dose  of  sodium  cacodylate 
was  changed  to  fifteen  and  a half  grains  once 
weekly.  When  seen  on  December  31,  1935,  the  pa- 
tient had  a severe  chest  cold  which  was  symptom- 


less by  January  18,  1936.  Cough  syrup  and  cas- 
cara  were  given  for  the  cold,  but  general  progress 
did  not  seem  to  be  retarded.  On  January  22,  1936, 
a check-up  examination  showed  the  skin  average 
color,  the  glands  were  not  palpable  except  one  small 
anterior  cervical  gland  on  the  left,  the  spleen 
could  not  be  palpated,  and  the  patient  was  doing  a 
full  day’s  work  without  becoming  unusually  tired. 

The  weather  and  condition  of  the  roads  made 
dosage  irregular  over  the  winter  period,  though  he 
came  as  frequently  as  he  could  manage  transporta- 
tion. In  February,  1936,  he  received  six  doses  of 
fifteen  and  a half  grains  of  sodium  cacodylate. 
Since  March,  1936,  he  has  complained  of  some  ful- 
ness in  the  left  upper  portion  of  the  abdomen  after 
eating  large  meals.  During  this  month  two  diseased 
teeth  were  extracted  without  any  complications  aris- 
ing. 

On  April  4,  1936,  the  patient  was  working  as 
laborer  on  the  road,  was  symptom  free,  weighed  160 
pounds,  a gain  of  forty  pounds,  and,  on  examina- 
tion, showed  no  glandular  enlargement  and  the 
spleen  could  not  be  palpated.  On  April  16,  1936, 
the  dose  of  sodium  cacodylate  was  reduced  to  seven 
grains;  on  April  25,  1936,  to  three  grains;  and  has 
been  continued  weekly  at  three  grains.  In  this 
month.  May,  1936,  another  cold  developed,  but  gave 
no  more  than  average  inconvenience. 

During  the  period  from  August  22,  1935,  to  May 
9,  1936,  the  patient  received  a total  of  five  hundred 
eighty-six  and  one-fourth  grains  of  sodium  caco- 
dylate without  signs  of  toxicity.  He  also  changed 
from  a complete  invalid  to  a person  able  to  earn  his 
own  living  at  manual  labor  for  the'  present. 

I should  like  to  repeat  that  this  case  has  been 
reported  merely  because  of  the  three  interesting  fea- 
tures stated  at  the  beginning,  and  not  as  any  cure. 


A DEDICATION  TO  STUDENTS  IN  MEDICINE. 


Theodore  C.  Merrill,  M.  D., 
Paris,  France. 


The  ideas  contained  in  this  little  address,  or 
causerie,  are  offered  in  a spirit  of  affection  and  re- 
gard for  those  who  belong  to  the  immense  group  in- 
terested in  the  technical  and  practical  relations  of 
medical  science.  As  so  defined,  this  student  group 
includes  mature  and  experienced  physicians,  sur- 


geons and  specialists,  laboratory  workers,  hospital 
chiefs,  practitioners  of  all  degrees  of  competence  and 
reputation,  hospital  internes,  undergraduates  in 
medicine  and  members  of  the  nursing  corps  which, 
from  its  ideals  and  its  real  and  intimate  value,  may 
well  be  considered  a corps  d’elite. 
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Now,  what  element  or  quality  is  primarily  and 
distinctively  characteristic  of  students?  I think  we 
may  readily  agree  that  it  is  enthusiasm.  Enthusiasm 
is  the  factor  inherent  in  utility.  Mere  curiosity  may 
be  languid,  passive  or  temporar}',  but  enthusiasm  is 
vital,  active  and  persistent.  It  is  basic  in  medicine 
because,  in  the  promotion  of  its  purposes,  it  implies 
the  possession  of  other  qualities,  especially  those  of 
tolerance,  sincerity  and  impartiality.  It  is  exempli- 
fied in  the  life  of  Pasteur  and  admirably  expressed 
by  Pasteur’s  familiar  principle,  “I  do  not  know; 
I will  investigate.” 

Ever}-  advance  in  human  progress  has  been  ac- 
complished through  the  efforts  of  enthusiasts,  from 
Abelard  to  Zondek.  In  medicine,  enthusiasm  has 
motivated  a multitude  innumerable  of  students. 
Among  the  names  familiar  to  us  all  are  not  only 
those  of  Hippocrates,  Galen  and  less  remote  pioneers 
in  anatomy,  physiology  and  therapeutics,  but  such 
names  as  Ambroise  Pare,  Larrey,  Laennec,  Harvey, 
Ronald  Ross,  Ehrlich,  Carrel,  Billroth,  Banting  and 
Best,  Widal,  Wrchow,  Koch,  Jenner,  Whipple,  Flor- 
ence Nightingale,  Metschnikoff,  !Matas,  Babinski, 
Schaudinn,  Osier,  Semmelweiss,  Lister,  Trudeau, 
von  Pirquet,  Pinel,  Behring,  Councilman,  Einthoven, 
\\’illiam  W.  Keen,  Claude  Bernard,  Yersin,  Welch, 
Pavlov,  Clara  Barton,  Klebs  and  Loeffler,  Cajal, 
the  IMayos,  Castellan!  and,  may  we  not  add,  Edith 
Cavell. 

These  names  constitute  eloquent  testimony  to  an 
enthusiasm  always  identical  with  a capacity  for  be- 
ing, eternally  and  irrepressibly,  students.  As  pre- 
sented, they  require  rapid  mental  leaps,  backward 
and  forward,  from  epoch  to  epoch,  clime  to  clime 
and  place  to  place.  The  list  thus  offered  is  suffi- 
cient, yet  admittedly  incomplete,  although  still  other 
names  fortunately  appear  elsewhere  in  this  commen- 
tar}’.  Not  one  but  will  arouse  recognition  and  hom- 
age in  the  mind  of  anyone  who  is  familiar  with  the 
histor}-,  not  only  of  medicine,  but  of  humanity.  Not 
one  but  must  evoke  a sentiment  of  humility  in  any- 
one who  would  claim  a place  in  the  endless  caravan 
whose  units,  whatever  their  grade  of  brilliance,  re- 
main but  students,  after  all. 

Enthusiastic  pursuit  of  the  vital  interests  of 
science,  and  for  our  present  purposes,  of  medical 
science  in  particular,  brings  rewards  which  are  not 
necessarily  of  placid  character.  It  may  result  in 
brusque  and  decisive  extinction,  as  in  the  fatalities 
terminating  the  careers  of  men  like  Curie  who,  ab- 


sorbed in  reflection,  was  struck  by  a vehicle  and 
killed,  in  Paris;  or  like  Ricketts,  succumbing  to  the 
infection  of  Rocky  Mountain  fever;  or  like  Lazear 
and  Noguchi,  both  of  whom  yielded  up  their  lives 
to  the  yellow  fever  which  they  were  studying.  An 
application  of  a misplaced  sense  of  humour,  as  w'ell 
as  of  sheer  dread,  may  possibly  prevent  some  minds 
from  enlisting  in  warfare  against  minute  but  potent 
agencies  of  infection,  but  no  wholly  riskless  game 
is  likely  to  appeal  to  personalities  of  courage  and 
spirit.  Those  who  shirk  adventure  often  miss  what 
is  best  in  life. 

As  exemplified  in  medicine,  enthusiasm  may  have 
many  aspects.  One  form  is  that  typified  by  the  lives  i 
of  medical  missionaries  or  of  physicians  like  Gren-  I 
fell  of  Labrador;  or  Watrous,  a contemporary 
worker  obliged  to  surmount  problems  in  medicine, 
surger}',  obstetrics  and  several  of  the  medical  special-  j 
ties,  in  a vast  stretch  of  territor}’  extending  through-  ' 
out  large  sections  of  the  Philippines;  or,  again, 
Dafoe,  who  has  overcome  a host  of  obstacles  in 
successfully  preserving  the  lives  of  the  famous  quin- 
tuplets. This  aspect  is  familiar  to  a huge  array  of 
physicians  quite  unknown  to  fame,  yet  who  have 
met  and  are  meeting  far-flung  responsibility  with 
their  ovm  keen  wits,  dauntless  spirit  and  tireless 
fidelity  to  their  tasks  in  proving  what  can  be  accom- 
plished by  educated  intelligence  and  resourceful- 
ness, otherwise  largely  unaided. 

Another  variety  of  enthusiasm  is  that  of  the  de- 
voted laboratory  worker  who,  if  he  wish  to  achieve 
supreme  excellence,  must  eliminate  from  his  exist- 
ence almost  everything  save  his  immediate  labours. 
What  glowing  examples  of  this  form  arise  before 
one’s  vision  at  the  mere  mention  of  the  Pasteur  In-  ! 
stitute!  Pasteur  and  Roux  repose  within  the  ter- 
rain in  which  their  fruitful  lab.)urs  evolved  and  were 
concluded.  It  has  been  my  fortune  many  times  to 
accompany  visitors  to  this  shrine  of  science  and  I 
cherish  memories  ineffaceable  of  Professor  Roux, 
sitting  quietly  and  unobtrusively,  yet  a tA-pe  of  un- 
assuming greatness,  in  the  Economat,  or  business  of- 
fice, of  the  Pasteur  Institute  at  Paris,  and  always 
freely  granting  opportunities  of  visiting  the  Insti- 
tute, quite  regardless  of  day  or  hour.  The  ideals 
animating  these  spirits  shine  brilliantly  clear,  for 
all  the  world  to  see,  above  the  impressive  descent  to 
the  ciyqDt  where  sleeps  Pasteur  amid  the  aureate 
mosaics  which  testify  to  the  immortality  of  his 
achievement:  “Happy  is  he  who  bears  within  him- 
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. self  a God,  an  ideal  of  beauty,  and  follows  its  guid- 
ance; an  ideal  in  art,  an  ideal  in  science,  an  ideal 
native  land,  an  ideal  penetrated  by  the  virtues  of 
the  Gospel.”  I add  the  French  original,  both  for 
its  own  sake  and  in  order  that  there  may  be  no 
omission  of  the  beauty  and  exactness  of  the  thought ; 
“Heureux  celui  qui  porte  en  soi  un  Dieu,  un  ideal 
de  beaute,  et  qui  lui  obeit;  ideal  de  I’art,  ideal  de  la 
science,  ideal  de  la  patrie,  ideal  des  vertus  de 
I’Evangile.” 

Finally,  enthusiasm  is  the  most  powerful  agent 
for  the  preservation  of  mental  elasticity,  without 
which  scientific  interest  and  activity  cannot  con- 
tinue any  vigorous  and  practical  existence. 

It  was  mentioned  a few  moments  ago  that  en- 
thusiasm in  medicine  should  be  inseparable  from 
tolerance,  sincerity  and  impartiality.  Tolerance! 
After  all,  w'hat  more  delightful  and  agreeable  qual- 
ity exists?  Experience  in  medicine,  as  in  life  in 
general,  comes  to  teach  that  an  identical  end  may 
often  be  reached  by  any  one  of  a plurality  of  roads. 
The  field  of  opinion  is  wide.  This  is  especially  true 
of  therapeutic  applications.  In  a certain  way,  it 
must  appear  strange,  indeed,  that  differences  of 
opinion  on  scientific  subjects  have  not  seldom  been, 
and  sometimes  still  are,  invested  with  acrimony.  A 
striking  example  consists  in  the  criticism  and  ridi- 
cule that  were  heaped  upon  Pasteur’s  denial  of 
spontaneous  generation.  The  violence  of  those  po- 
lemics may  appear  puerile  and  unnecessary  to  us 
of  the  present  era,  since  the  presentation  of  such  an 
important  contention  as  Pasteur’s  merited  at  least 
cool  consideration,  yet  it  cannot  be  said  that  even 
modern  controversies  are  invariably  fraught  with 
gentle  deference  and  mildness. 

As  medical  men  embark  on  their  careers,  they 
manifest  not  infrequently  a certain  intolerance  of 
mind.  As  we  emerge  from  the  modernity  of  our 
medical  training,  we  may,  perhaps  naturally,  con- 
sider ourselves  well  equipped  and  in  possession  of 
resources  which  are  final.  Broad  acquaintance  and 
accumulating  experience,  however,  dispel  these  early 
notions.  Relatively  few  amply  tested  resources  and 
principles  survive,  while  many  fancies  and  inno- 
vations prove  to  be  meteoric,  temporary  and  illu- 
sive. One  must  retain  an  open  mind,  neither  sweep- 
ingly  rejecting  nor  blindly  adopting  the  novelties 
W'hich  must  eternally  continue  to  emerge  upon  the 
medical  horizon. 

As  enthusiasm  is  thus  illuminated  and  enhanced 


by  tolerance,  its  forces  must  be  guided  by  a spirit 
of  sincerity,  applied  as  a check  and  a curb,  in  or- 
der that  the  greater  and  more  forceful  agent  may 
not  be  weakened  by  self-deception.  Is  a good,  per- 
haps brilliant,  result  obtained?  If  so,  the  success- 
ful medical  beneficiary  will,  if  sincere,  remain  im- 
perturbable and  little  moved  by  elation,  his  equanim- 
ity experiencing  no  imbalance.  He  will  recall  those 
brief  words  so  many  times  repeated  in  the  writings 
of  Ambroise  Pare:  “I  treated  him — God  healed 
him  (je  I’ai  panse,  Dieu  I’a  gueri).”  If  he  please, 
he  may  replace  the  idea  of  divinity  with  the  more 
general  one  of  natural  phenomena,  remembering  the 
ancient  phrasing,  “vis  medicatrix  naturae.”  The 
brilliant  Einthoven,  when  complimented  upon  his 
invention  of  the  electrocardiograph,  disclaimed  the 
praise,  modestly  insisting  that  he  had  “really  done 
but  a very  little  thing.”  Sincerity  must  compel  our 
admiration  for  this  “very  little  thing.” 

The  sincere  student  in  medicine  is  daily  con- 
fronted with  his  frailty  and  powerlessness.  While 
he  reaches  not  seldom  the  objectives  which  he  has 
defined  for  himself,  he  nevertheless  very  often  fails 
to  attain  them.  He  is  continually  obliged  to  con- 
fess ignorance.  If  he  could  remain  in  permanent 
contact  with  his  cases,  he  would  be  obliged  invaria- 
bly to  concede  defeat  in  the  end  and  final  inability 
to  avert  the  occurrence  of  death,  final  failure  to 
forestall  the  inexorable  operation  of  natural  law. 
This  point  is  illustrated  by  the  interrogation  of  a 
medical  expert  witness  at  a trial  held  in  Chicago. 
The  expert  was  of  unquestionable  integrity  and  at- 
tainment. 

“You  are  well  known  here,  doctor,  are  you  not?” 
began  the  cross-examiner.  “I  may  say  so,”  modest- 
ly replied  the  witness.  “You  have  a university  and 
hospital  position?”  “Yes.”  “You  have  been  prac- 
ticing medicine  in  this  city  for  some  thirty  years?” 
“For  about  that  length  of  time.”  “In  the  course  of 
your  practice  you  have  treated  some  of  our  well- 
known  citizens?”  The  doctor  bowed  assent.  “Well, 
doctor,  you  treated  Mr.  Blank,  the  steel  man,  did 
you  not?”  “I  did.”  “Where  is  he  now?”  “He  is 
dead.”  “You  treated  Mr.  Ecks,  the  banker,  did 
you  not?”  “Yes.”  “Well,  where  is  he  now?” 
“Er — he  is  dead.”  “You  treated  our  packer,  Mr. 
Wy,  I think?”  “Certainly  I did.”  “Where  is  he 
now?”  “He  is  dead,  but — ” “Never  mind  the  buts, 
doctor.  You  treated  Mr.  Doubleyou,  our  oil  man, 
didn’t  you?”  “I  did.”  “Where  is  he  now?  That’s 
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all,  doctor.”  The  physician  stepped  from  the  stand 
and  the  attorney  waved  a deprecating  hand  to  the 
jury.  However,  his  attempt  to  cast  a shade  of  dis- 
credit upon  medical  powers  and  authority  was  pat- 
ently in  the  nature  of  an  implication  and  a sophistry. 
It  could  in  no  way  create  a doubt  concerning  the 
usefulness  of  medicine  to  mankind,  it  could  not  de- 
tract from  the  value  and  dignity  of  the  medical  pro- 
fession, nor  could  it  invalidate  the  testimony  con- 
stituting authentic  evidence  in  a duly  constituted 
legal  procedure,  in  which  invalidation  of  that  testi- 
mony on  the  basis  implied  by  the  cross-examiner 
would  necessarily  invalidate  the  essential  principles 
of  legal  procedure  and  expert  evidence. 

The  third  factor,  flawless  impartiality,  permits 
enthusiasm  to  develop  its  full  powers.  Opinions 
and  conclusions  must  be  controlled  and  tested  by 
facts,  and  not  by  sentiment  or  personal  bias.  A 
broad,  clear  outlook  must  be  constantly  maintained, 
in  order  that  results  may  not  be  vitiated  by  prejudice 
and  prematurity.  The  principle  expressed  by  Mark 
Twain  is  largely  applicable  to  medicine.  V"ou  will 
recall  that  he  remarked  that  no  opinion  has  any 
ex  cathedra  value  whatsoever,  since  it  may  be  con- 
fronted with  one  of  equal  validity.  With  parallel 
mental  development  and  ability  John  Smith  still 
decidedly  differs  from  Jack  Jones;  Wagner  does  not 


agree  with  Mozart;  Darwin  and  Spencer  cannot  ac- 
cept the  beliefs  cherished  by  Cardinal  Newman  and 
the  dweller  in  the  Vatican.  “Who  shall  decide  when 
doctors  disagree?” 

The  function  and  necessity  of  impartiality  as 
applied  to  medicine  need  no  further  discussion  here. 
They  are  self-evident.  In  conclusion,  I would  that 
I might  capably  express  the  pleasure  and  inspira- 
tion which  have  been  charmingly  conferred  upon  me 
through  association  with  enthusiastic  and  active  stu- 
dent minds,  regardless  of  individual  chronology,  for 
chronological  is  not  necessarily  coincident  with  func- 
tional, age.  To  those  who  are  just  entering  upon 
the  manifold  relations  of  medical  theory  and  prac- 
tice I would  extend  my  sincere  felicitations,  together 
with  my  heartiest  wishes  for  success  which,  in  order 
to  be  ideal  and  genuine,  must  be  coloured  with  good- 
ness and  gayety,  with  gentleness  and  with  broad 
humanity.  From  such  a godspeed  and  valedictory 
to  students  in  medicine  I might,  perhaps,  be  unable 
to  omit  a certain  expression  of  regret  induced  by 
memory  of  the  finally  inevitable  extinction  of  vital 
energ}'  which  imposes  arrest  of  all  individual  en- 
deavour; yet  even  such  fulgurant  distress  can  be 
but  momentary  when  submerged  in  contemplation  of 
any  measure  of  accomplishment  which  represents 
one’s  faithfullest  and  one’s  best. 

10  bis  rue  Herran. 


PROPOSED  IMMUNIZATION  PROGRAM.* 


A.  B.  McCreary,  A.  B.,  IM.  D., 

Health  Officer,  Northampton  County, 
Eastville,  Va. 


'I'he  necessity  of  cooperation  between  the  health 
department  and  organized  medicine  is  essential  to 
the  promotion  of  any  sound  health  policy. 

No  one  places  any  more  value  upon  the  s}m- 
pathetic  and  intelligent  sujtport  of  the  practicing 
jthysicians  than  your  local  department. 

Your  department  will  have  the  following  objec- 
tives, viz. : 

1.  General  sanitation  (proper  and  adequate 

*Read  before  the  Northampton  County  Medical  So- 
ciety, at  their  regular  meeting  at  the  Rafters,  Eastville, 
Virginia,  April  3,  1935. 

Since  presenting  this  paper  Dr.  McCreary  has  moved  to 
Jacksonville  where  he  is  connected  with  the  Florida  State 
Board  of  Health. 


sewage  disposal). — wholesome  environment  plus 
safe  water,  milk  and  foods. 

2.  The  promotion  of  hygiene  through  health  edu- 
cation with  a health  conscious  public  as  the  ulti- 
mate goal. 

3.  The  reduction  of  infant  mortality  through 
education,  demonstration  and  competent  nursing  in- 
struction by  the  health  nurse,  especially  among  the 
under-privileged  class.  This  service  is  to  be  ren- 
dered only  upon  invitation  of  the  physician  in  charge 
of  the  case,  and  then  the  nurse  will  consult  with  the 
physician  before  calling  upon  the  patient.  It  is  to 
be  understood  that  this  is  not  a service  of  general 
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duty  nursing,  but  one  primarily  and  solely  of  in- 
struction to  the  pre-natal  and  post-natal  patient  in 
the  proper  care  of  herself  and  the  baby.  It  is  to 
be  thoroughly  understood  that  in  so  doing  the  nurse 
will  take  her  orders  from  the  physician  in  charge  of 
the  case. 

4.  Reduction  of  the  number  of  midwives  prac- 
ticing in  the  county — with  their  complete  elimination 
as  the  final  goal, — the  motive  being  to  educate  the 
public  to  realize  and  appreciate  the  greater  safety  to 
motherhood  through  competent  medical  service. 

5.  Inspection  and  examination  of  school  chil- 
dren; and  special  emphasis  upon  the  pre-school 
child.  Here  the  physician  can  render  a great  serv- 
ice by  urging  that  the  children  of  his  patients  re- 
ceive all  the  necessary  immunizations  before  reach- 
ing school  age. 

The  department  will  attempt  to  find  the  defects  in 
the  school  child  and  refer  them  to  the  family  phy- 
sician for  correction. 

6.  The  reduction  of  the  communicable  disease 
rates  through  better  sanitation,  isolation,  immuni- 
zation and  education. 

There  are  three  diseases  at  least  which  it  is  within 
our  power  to  practically  eliminate,  smallpox,  typhoid, 
and  diphtheria.  Medical  science  has  given  us  the 
means  through  immunization.  Smallpox  has  prac- 
tically been  eliminated  from  Northampton  County, 
no  cases  having  been  reported  since  the  epidemic 
year  of  1928,  when  there  were  102  cases  for  a rate 
of  5.6  per  thousand. 

You  know’,  of  course,  that  typhoid  and  diphtheria 
have  been  very  prevalent  within  the  past  few  years. 
The  typhoid  rate  has  been  exceptionally  high,  159 
per  hundred  thousand  in  1932,  132  per  hundred 
thousand  in  1933,  and  climaxed  by  a rate  of  185  per 
hundred  thousand  in  1934.  The  department  w'ould 
like  to  stress  the  advisability  of  early  blood  cultures 
in  every  case  of  continued  fever,  and  the  department 
is  at  your  service  at  any  time  for  consultation  or  aid 
in  the  collection  of  the  specimens.  Naturally,  cor- 
rect diagnosis  is  one  of  the  essentials  of  proper  treat- 
ment as  well  as  efficient  preventive  measures. 

The  Detroit  and  Wayne  County  plan  of  immuni- 
zation is  familiar  to  most  physicians.  Such  a plan 
is  not  practicable  in  this  county  due  to  the  financial 
demands  it  would  make  upon  county  government, 
but  a modification  of  that  plan  may  be  practical 
here,  and  I wfish  to  present  one  for  your  considera- 


tion. Do  you  know  any  reason  wdiy  the  family  phy- 
sician should  not  be  the  health  adviser  for  the  fam- 
ilies that  he  serves?  Is  there  any  reason  that  he 
should  not  see  that  they  are  immunized  for  typhoid, 
diphtheria  and  smallpox? 

Undoubtedly  the  easiest  program  for  a health  unit 
is  to  embark  immediately  upon  a wholesale  immuni- 
zation campaign.  There  is  some  doubt  regarding 
the  lasting  benefits  of  mass  immunization  through 
free  clinics  to  the  community.  If  the  public  can  be 
made  health  conscious  and  taught  to  pay  for  these 
benefits  just  as  they  w'ould  for  some  other  desirable 
thing  in  life,  the  results  w'ould  probably  be  of  a far 
more  permanent  character.  People  appreciate  more 
the  things  for  w’hich  they  pay.  It  then  has  monetary 
value  to  them. 

In  your  practice  you  have  patients  who  pay  and 
some  who  do  not.  You  do  practice  for  some  whom 
you  know  cannot  and  will  never  pay. 

Our  plan  is  for  you  to  do  the  immunizations  on 
the  same  basis.  The  department  will  furnish  you 
with  the  necessary  immunizing  agents  at  no  cost, to 
you.  You  w'ill  keep  a record  of  all  immunizations 
on  cards  supplied  to  you,  the  cards  to  be  the  prop- 
erty of  the  health  department  and  filed  there  as  a 
record  of  our  expenditure  for  biologic  products  as 
well  as  a record  of  immunity. 

The  department  does  not  attempt  to  dictate  the 
fee  for  this  service,  but  feels  that  anything  more 
than  a reasonable  fee  would  defeat  the  purpose  of 
the  plan. 

Through  health  education  we  will  bend  every 
effort  to  get  the  public  to  avail  themselves  of  im- 
munity by  a visit  to  their  doctor.  You  understand, 
of  course,  that  you  will  have  to  take  the  scalaw’ag 
as  w’ell  as  the  prince,  as  any  attempt  to  draw  a line 
between  those  receiving  it  from  the  health  officer  and 
those  receiving  it  from  the  practicing  physician 
would  be  fatal  to  the  plan.  It  should  not  become 
necessary  for  the  health  officer  to  step  in  w’ith  mass 
immunizations  in  the  presence  of  threatened  epi- 
demics. You  can  fence  these  off  by  sincere  coopera- 
tion with  the  plan. 

You  must  all  be  thoroughly  in  accord  with  this 
plan  if  it  is  to  succeed.  Naturally,  where  a definite 
responsibility  for  a particular  phase  of  prevention 
is  taken  over  by  the  medical  group,  there  must  be  a 
complete  understanding,  and  a reasonable  degree  of 
harmony  within  the  group  itself,  as  well  as  complete 
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cooperation  and  coordination  with  the  legally  con- 
stituted health  agencies. 

The  rates  must  decline.  The  department  owes  an 
obligation  to  the  18,957  people  of  Northampton 
County  to  see  that  the  rates  are  markedly  reduced. 
The  department  must  give  an  account  of  its  steward- 
ship both  to  the  local  governmental  bodies  and  the 
State  Department  of  Health. 

Health  authorities  have  neither  the  intention, 
means  nor  desire  to  encroach  upon  the  field  of  cura- 
tive medicine,  and,  furthermore,  are  glad  to  give  to 
the  medical  profession  all  the  preventive  phase  for 
which  they  will  accept  the  responsibility;  yet  this 
in  no  wise  relieves  the  health  department  of  its  re- 
sponsibility for  the  ultimate  reduction  of  disease 
rates. 

The  important  functions  of  a health  department 
may  be  considered  as  being  within  the  scope  of  the 
meaning  of  four  words.  There  are  few  activities,  if 
any,  that  cannot  be  described  as  educational,  advi- 
sory, investigatory  or  legal,  and  so  long  as  this  is 
borne  in  mind  there  is  little  likelihood  of  encroach- 
ment upon  the  field  of  curative  medicine. 

In  order  for  the  department  to  function  best  in 
such  a capacity,  it  must  have  a knowledge  of  the 
presence  of  disease  and  the  conditions  under  which 
it  exists.  An  epidemiological  study  cannot  be  made, 
nor  control  measures  instituted  unless  the  existence 


thereof  is  reported  to  the  department.  Let  me  urge 
that  you  report  promptly  to  the  department  the  pres- 
ence of  any  of  the  reportable  diseases.  I cannot  too 
strongly  urge  this,  if  such  an  immunization  pro- 
gram is  to  succeed.  The  plan  may  fail,  or  the  plan 
may  succeed.  It  depends  on  what  we  physicians 
will  do  about  it. 

^^’e  can  assure  you  that  no  one  will  work  harder 
for  its  success  than  your  health  unit.  We  are  fully 
convinced  that  such  a plan  is  the  best  method  in 
which  to  serve  the  public,  and  that  the  benefits  of 
health  education  derived  will  far  outweigh  the  pass- 
ing benefits  of  spasmodic  mass  immunization.  The 
profession  should  take  the  immunizations  away  from 
public  health  officials  and  do  such  a good  job  of 
it  that  there  would  never  be  any  thought  of  its  re- 
turn to  public  health  agencies. 

In  closing,  I want  to  urge  the  constant  use  of  the 
laboratory  especially  in  the  diagnosis  of  typhoid  and 
diphtheria.  Take  swabs  on  every  suspected  throat 
and  blood  on  every  typhoid  suspect. 

Your  frank  discussion  is  not  only  invited,  but 
urged. 

Note:  At  the  suggestion  of  Dr.  McCreary,  and  upon 
motion  by  Dr.  Henderson,  an  advisory  committee,  com- 
posed of  the  three  medical  members  of  the  County  Health 
Board  and  the  President  of  the  Medical  Society,  was 
created  to  work  with  Dr.  McCreary  in  the  further  interest 
of  the  plan  with  the  hope  of  assuring  its  success. 

The  paper  was  discussed  by  Drs.  Holland,  Hamilton, 
Ames,  Fisher,  and  others. 


AURICULAR  FIBRILLATION— CLINICAL  SIGNIFICANCE.* 


Harry  Golston,  M.  D., 
Roanoke,  Va. 


One  of  the  most  common,  easily  recognizable  and 
responsive  types  of  cardiac  conditions  to  therapeutic 
activity  is  auricular  fibrillation. 

It  was  the  disease  that  made  Withering  famous 
with  the  use  of  digitalis,  and  its  clinical  existence 
was  suspected  by  Cushny  and  Edmonds  (1906)  in 
dog  experimentation  with  cardiac  stimulation  with 
an  electric  current.  It-  was  clinically  proved  by 
Rothberger  and  Winterberg  (1909)  and  by  Lewis 
two  months  later  independently.  McKenzie  (1910) 
collaborated  the  clinical  manifestations  with  the 
electrocardiographic  findings  and  followed  with  care- 


ful notes  his  patients  who  had  mitral  stenosis  and 
later  fibrillated  in  the  span  of  years. 

Auricular  fibrillation^  is  considered  a common 
form  of  irregular  rhythm  and  is  probably  the  great- 
est cause  of  cardiac  failure.  If  the  condition  per- 
sists, it  results  in  dyspnea,  edema,  enlargement  of 
the  liver,  ascites,  albuminuria,  pulmonar)"  conges- 
tion and  cyanosis,  dependent  upon  which  the  ven- 
tricular chamber  fails. 

It  is  a disease  that  may  occur  at  any  age,  but  is 
found  mostly  in  the  rheumatic  type  during  middle 
life,  and  is  most  frequent  in  the  male  in  the  ratio 
of  4:1,  this  being  due  to  the  greater  physical  ac- 
tivity of  the  male. 


*Read  before  the  Roanoke  Academy  of  Medicine. 
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In  the  clinical  groups^  you  will  note : 

(1)  Rheumatic  history  45.6%'| 

(2)  Senile  heart  disease — coronary  | 

disease  21.4%|-75.3% 

(3)  Thyrotoxicosis  4.0%  | 

(4)  Hypertension  4.3 %J 

(5)  Transient  phenomena — thrombosis 

(6)  Acute  infections — pneumonia,  syphilis 

(7)  Miscellaneous: 

(a)  Angioneurotic  edema 

(b)  Anesthesia 

(c)  Toxic  agents:  Digitalis,  nicotine,  physo- 

stigmine. 

In  considering  the  physiological  pathology,  Lewis® 
noted  that  in  cases  of  mitral  stenosis  the  auricles  are 
contracting  during  pre-systole  with  a regular  rhythm 
with  the  sign  of  a mitral  pre-systolic  murmur;  then, 
when  the  cardiac  rate  becomes  irregular,  the  mur- 
mur disappears.  This  is  explained  by  the  fact 
that  auricular  systole  is  lost  and  the  auricles  are 
in  a state  of  paralyzed  diastole.  This  latter  phenom- 
ena of  absolute  irregularity  is  the  cessation  of 
rhythmic  beats  from  the  pacemaker,  the  beats  aris- 
ing anywhere  in  the  auricular  musculature  with 
rapid  bombardment  of  impulses  which  strive  to  get 
through  the  A-V  nodes.  Due  to  the  lack  of  uni- 
formity of  these  impulses  from  an  initial  site,  we 
get  a gross,  irregular  rate  of  350-600  beats  at  an 
irregular  rhythm,  all  of  which  throws  the  auricular 
muscle  into  a state  of  quivering  tetany  with  impure 
circus  movements. 

In  seeing  a patient  with  a cardiac  irregularity  the 
question  of  differential  diagnosis  arises,  and  we 
therefore  consider  the  following: 

(1)  Sinus  arrhythmia.  Hold  breath  and  see  if  you 

have  slowing  of  heart  rate  and  change  in 
rate  with  respiration. 

(2)  Multiple  premature  beats 

(a)  Disappear  on  exercise 

(b)  Early  cardiac  contraction,  followed  by 

compensatory  pause,  longer  than  usual 
intervals  between  regular  beats. 

(3)  Paroxysmal  tachycardia 

(a)  Not  influenced  by  exercise 

(b)  Not  as  rapid  in  rate  (100-200) 

(c)  Influenced  by  pressure  on  vagus  nerve — 

rate  slows. 

(4)  Auricular  flutter 

(a)  Is  a pure  circus  movement  (200-400) 

(b)  If  upon  pressure  of  the  vagus  you  inhibit 


the  rate,  upon  counting  rate  before  and 
after,  note  that  the  rate  is  halved.  In 
flutter  we  find  temporary  change  in  ven- 
tricular rate.  You  never  stop  the  flut- 
ter; it  goes  back  after  pressure  stops, 

(c)  Rapid  steady  heart  under  various  circum- 
stances. 

After  ruling  out  the  above,  our  diagnosis  is  then 
based  on  the  following  facts: 

(a)  Rate — 400-600  beats  per  minute. 

(b)  Impure  circus  movement. 

(c)  Gross  irregularity  of  rate  and  rhythm. 

(d)  Pulse  deficit — 10  or  more  beats. 

(e)  Not  influenced  by  respiratory  changes. 

(f)  Exercise  increases  the  rate.  Rate  increased 

by  amyl  nitrite  or  atropine. 

(g)  Not  influenced  by  vagal  stimulation  other 

than  the  bringing  out  of  the  irregularity 

in  rapid  ventricular  rates. 

(h)  Permanent  as  a rule — less  paroxysmal. 

(i)  Organic  mainly. 

(k)  The  one  condition  that  responds  well  to  digi- 

talis and  quinidine. 

(l)  Electrocardiogram. 

In  the  electrocardiographic'*-  ® examination  we 
have  an  absolute  aid  in  the  diagnosis  of  auricular 
fibrillation.  We  note,  as  follows: 

(1)  Absence  of  P wave,  showing  lack  of  auric- 
ular contraction  before  the  ventricular  wave. 

(2)  We  have  a series  of  fff  waves  between  the 
ventricular  complexes.  These  waves  vary  in  height, 
width  and  rate,  and  may  appear  like  a P wave, 
but  on  close  inspection  we  note  their  lack  of  uni- 
formity and  occurrence  at  a different  interval  be- 
fore the  ventricular  level. 

The  fff  waves  of  fibrillation  depend  mainly  upon 
the  same  factors  as  the  P wave.  They  are  found 
large  most  often  with  hearts  that  have  mitral  stenosis 
(auricular  hypertrophy)  and  small  with  hearts  that 
have  diffuse  myocardial  disease  and  are  in  poor 
condition. 

We  also  note  three  different  types®  or  forms  in 
the  electrocardiogram : 

( 1 ) Coarse  type  of  wave  with  slow  rate  of  cir- 
cus movem.ent,  and  seen  when  condition  is  recent  or 
under  quinidine.  Rate  300-400. 

(2)  Fine  type  with  high  rate  of  circus  move- 
ment (500-600)  and  seen  in  a fibrillation  of  long 
standing,  particularly  mitral  stenosis.  With  digitali- 
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zation  the  waves  become  finer  and  more  rapid,  but 
the  ventricular  responses  become  more  regular. 

(3)  Auricular  fibrillation  with  auriculo-ven- 
tricular  block.  The  ventricular  complexes  may  be 
regular,  and  we  may  get  rapid  rate  of  the  latter 
(80-90)  due  to  digitalis,  but  this  is  rare. 

As  you  can  see  the  electrocardiograph  can  give  a 
great  deal  of  clinical  information  in  the  correct 
handling  of  these  patients.  Occasionally  we  see  a 
patient  in  whom  the  ventricular  rate  is  75  with- 
out the  use  of  medication;  these  patients  are  thought 
to  have  a vagotonia  or  A-V  system  disturbed  by 
disease. 

When  auricular  fibrillation  is  present  and  the 
ventricles  are  perfectly  regular,  we  know  that  com- 
plete heart  block  is  present,  and  we  know  that  dig- 
italis would  be  contra-indicated,  except  in  failure. 

Telecardiographic  examination  as  a rule  will 
show  these  patients  having  a normal  outline  of 
their  heart  except  in  those  cases  where  they  have 
been  of  long  existence,  in  which  case  the  auricules 
become  hypertrophied  and  later,  as  failure  sets  in, 
the  ventricles  hypertrophy.  Fluoroscopically  the 
irregularity  is  seen  as  the  heart  functions. 

The  question  of  prognosis^  arises  and  the  de- 
termination of  which  heart  will  do  its  best  work 
to  the  demands  of  the  circulation  and  what  is  the 
proper  treatment. 

\\'hen  auricular  fibrillation  is  long  established  it 
is  usually  permanent,  although  occasionally  we  have 
one  that  will  revert  to  a normal  rhythm.  The 
prognosis  likewise  depends  upon  the  severity  of  dis- 
ease of  the  heart  muscle  and  the  amount  of  work 
with  which  it  may  be  handicapped,  such  as  valvular 
lesions  or  high  blood  pressure.  The  chronic  forms 
usually  are  involved  with  a fibrotic  process  within 
the  auricular  muscle,  but  may  have  a good  cardiac 
reserve  sufficient  to  do  most  anything,  providing 
the  ventricles  are  in  good  condition. 

A patient  with  a slow  heart  in  similar  cases  is 
worse  off  than  one  with  a fast  rate  because  the 
fibrillator  can  be  slowed  and  treated  intelligently 
when  the  ventricular  rate  is  fast. 

The  larger  hearts  with  the  same  degree  of  fail- 
ure have  a worse  prognosis. 

The  slower  the  reaction  to  drugs,  the  poorer  the 
outlook  and  the  more  rapidly  symptoms  appear. 
An  example  is  the  patient  who  will  clear  up  on 
rest  in  bed  therapy  presenting  a good  prognosis. 

Change  in  rhythm  may  throw  a patient  into  an 


acute  emergency,  such  as  a rheumatic  mitral  stenosis 
developing  fibrillation  with  embolus. 

A few  patients  with  auricular  fibrillation  have  a 
persistent  tachycardia  despite  thorough  digitaliza- 
tion as  seen  in  thyrotoxicosis  and  acute  injury  to  the 
myocardium  from  any  cause.  In  these  cases  it  is 
not  the  irregularity  but  the  pulse  deficit  and  the 
tachycardia  which  are  harmful  to  the  heart. 

In  one  sense,  auricular  fibrillation  is  an  asset* 
as  compared  to  the  insidious  myocardial  degenera- 
tion of  other  hearts  with  its  regular  rhythm.  The 
reasons  are: 

(a)  The  tachycardia  of  auricular  fibrillation  is 
a common  precipitating  cause  of  heart  failure,  but 
this  factor  can  be  removed  as  a response  to  treat- 
ment. 

(b)  Digitalis  is  peculiarly  fitted  for  the  slowing 
down  of  arrhythmia  to  60  or  less  beats  per  minute 
without  toxic  manifestations,  whereas  one  cannot 
usually  decrease  the  rate  of  a patient  with  regular 
rln  thm  to  less  than  70-80  beats  without  becoming 
toxic. 

Patients  are  less  likely  to  develop  congestive  fail- 
ure between  50-60  rate  than  at  a normal  rate  of  70- 
80.  You  can  see  the  logic  of  this  when  you  realize 
that  a hypertrophied  heart  with  a tachycardia  re- 
quires a longer  time  to  recover  between  beats,  and 
that  more  oxygen  is  required  to  complete  its  task  and 
the  maintenance  of  an  adequate  blood  supply  to  its 
own  group  of  muscle  fibers. 

The  cardiac  output  is  increased  25  per  cent  upon 
proper  digitalization,  mainly  when  the  cardiac  rate 
is  slowed  and  the  pulse  deficit  eliminated.  These 
patients  will  likewise  show  an  increase  in  their  vital 
capacity. 

In  rare  cases  of  mitral  stenosis  and  fibrillation 
there  is  formed  free  in  the  left  auricle  a ball  throm- 
bus which  may  cause  sudden  death. 

As  a group  the  fibrillators  can  be  looked  upon 
with  optimism,  the  duration  of  life  being  from  fif- 
teen to  thirty  years,  if  properly  handled. 

In  the  treatment  of  this  condition  our  two  main 
drugs  are  digitalis  and  quinidine.  Digitalis  is  the 
drug  par  excellence: 

(1)  It  tends  to  increase  the  refractor}-  period 
through  its  action  on  the  auricles  causing  intra- 
auricular  block. 

(2)  Its  usual  effect  is  to  increase  the  rate  and 
irregularity  of  its  circus  movement  and  to  shorten 
its  course  by  decreasing  the  refractor}-  period  through 
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carotid  sinus  and  vagal  action.  The  vagal  action 
is  greater  than  the  muscular  action. 

Digitalis®  is  given  when  fibrillation  is  permanently 
established  and  should  keep  the  heart  slowed  to  60 
beats  in  order  to  prevent  heart  exhaustion  from 
rapid  ventricular  beating.  Now  one  may  come  in 
and  see  a patient  who  has  been  taking  digitalis  and 
note  that  the  heart  is  apparently  normal,  regular; 
however,  do  not  assume  that  the  heart  has  ceased 
to  fibrillate,  as  the  ventricles  may  be  beating  with 
an  idio-ventricular  rhjfihm,  the  rate  being  controlled 
mainly  from  the  junctional  tissue,  with  a ventricular 
rate  of  72,  and  probably  an  auricular  rate  of  400. 
You  can  have  a partial  block  and  this  can  only  be 
checked  with  an  electrocardiogram.  Now  if  too 
much  digitalis  is  given,  we  may  get  digitalis  death, 
as  sho'vn  with  increased  heart  rate  after  digitaliza- 
tion. This  is  very  rare. 

A well-digitalized  heart  slowed  down  is  better  off 
irregular  at  60  than  regular  at  80.  A heart  that 
has  been  complicated  with  embolic  phenomena  is 
better  off  with  digitalis  than  by  trying  to  make  reg- 
ular with  quinidine,  because  a heart  that  has  fibril- 
lated  a long  time  is  apt  to  develop  mural  thrombi, 
due  to  stagnation  of  blood  in  the  auricular  appen- 
dages, and,  if  given  quinidine,  the  resulting  auricular 
muscular  activity  may  cause  bits  of  thrombi  to  be 
broken  up  and  set  free  in  the  blood  stream.  Quini- 
dine is  given  when  the  heart  failure  cannot  be 
controlled  by  digitalis. 

Quinidine  is  indicated,  as  a rule,  in  (1)  fibrilla- 
tions of  recent  origin.  (2)  No  congestive  failure, 
and  (3)  small  heart.  We  hesitate  to  use  this  drug 
otherwise  because  there  have  been  fatalities  to  its 
use. 

Quinidine  acts  by  ( 1 ) slowing  the  circus  move- 
ment by  increasing  the  refractory  period  of  the 
auricular  muscle,  at  the  same  time  increasing  the 
length  of  its  circuit,  this  being  necessary'.  (2)  It 
depresses  the  vagus  nerve  and  muscle. 

Wenckebach  (1914)  showed  that  when  quinidine 
is  properly  given,  these  patients  may  revert  to  a 
normal  rhythm  for  weeks  or  months  in  at  least 
two-thirds  of  the  cases,  and  permanent  fibrillation 
can  be  thus  postponed  from  time  to  time. 

It  is  best  to  observe  patients  who  are  receiving 
large  doses  of  quinidine  by  keeping  them  in  bed 
and  checking  with  the  electrocardiogram  so  that  its 
toxic  as  well  as  its  beneficial  effects  may  be  noted. 

It  is  occasionally  noted  that  fibrillation  will  occur 


as  a complication  of  coronary  thrombosis.  As  a 
rule,  this  will  pass  off,  but,  if  persistent  for  ten 
days  or  more,  it  is  well  to  give  quinidine  to  break 
up  this  arrhythmia. 

Following  thyroidectomy  in  a patient  having  con- 
gestive heart  failure  there  may  follow  the  thyrotoxic 
crisis,  and  at  this  time  auricular  fibrillation  will 
set  in.  In  such  cases  quinidine  will  usually  cause  a 
reversion  to  the  normal  rhythm  in  a few  hours; 
how’ever,  one  should  start  out  with  a small  dose  to 
test  the  sensitivity  of  the  patient.  Auricular  fibril- 
lation when  complicating  thyrotoxicosis  is  less  sus- 
ceptible to  digitalis  and  more  reactive  to  quinidine. 

Concerning  other  conditions,  excitement  and  exer- 
tion will  increase  the  heart  rate  in  spite  of  digitalis, 
even  more  than  is  the  case  for  normal  rhythm. 

Surgical  operations  and  anesthesia  should  not  be 
withheld.  As  you  can  w'ell  see,  auricular  fibrillation 
is  one  cardiac  condition  in  which  you  can  give  the 
patient  an  optimistic  mental  and  physical  outlook 
on  life  and  help  make  a useful  member  of  society 
without  being  labeled  a cardiac  cripple  and  failure. 
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New  Members 

Names  of  the  doctors  who  have  become  members 
of  the  Medical  Society  of  Virginia  since  the  list  pub- 
lished in  the  May,  1936,  is.sue  of  the  Monthly  are; 
Dr.  Joseph  Albert  Abercrombie,  Richlands. 

Dr.  Henry  Louis  Bastien,  Arlington. 

Dr.  Paul  Jette  Bundy,  Dante. 

Dr.  James  Lawson  Cabaniss,  Roanoke. 

Dr.  Walter  A.  Carr,  Harman. 

Dr.  Homer  E.  Clarke,  Massies  Mill. 

Dr.  Robert  Henry  Detwiler,  Arlington. 

Dr.  Charles  Howe  Eller,  Richmond. 

Dr.  William  Penn  Frazer,  Hamilton. 

Dr.  Samuel  Howard  Garst,  Staunton. 

Dr.  James  Alfred  Gooch,  Alexandria. 

Dr.  Emanuel  Greenspon,  Newport  News. 

Dr.  Charles  Yeatman  Griffith,  Mount  Holly. 

Dr.  Ray  Huddle  Grubbs,  Christiansburg. 
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Dr.  Jabez  P.  Hankins,  Orange. 

Dr.  Frank  Hill  Hedges,  Richmond. 

Dr.  Edgar  Wilson  Kirby,  Jr.,  Charlottesville. 

Dr.  Ralph  Willis  Jack,  Farmville. 

Dr.  Clarence  Porter  Jones,  Jr.,  Craigsville. 

Dr.  Andrew  Matthews  McLaughlin,  Waynesboro. 

Dr.  Hugh  Bennett  Magill,  Jr.,  Eastville. 

Dr.  Robert  Mazet,  Jr.,  Richmond. 

Dr.  Samuel  Howard  Mirmelstein,  Newport  News. 

Dr.  Clyde  Garvice  O’Brien,  Appomattox. 

Dr.  Frederick  Ralph  Person,  Williamsburg. 

Dr.  William  Ribble  Pretlow,  Warrenton. 

Dr.  William  Vincent  Rucker,  Bedford. 

Dr.  Jamie  Pleasant  Scott,  Martinsville. 

Dr.  Randolph  Beaton  Turnbull,  Sanatorium. 

Dr.  A.  McGarvey  Wallace,  Gate  City. 

Dr.  John  Cheatham  Wallace,  Arlington. 

Dr.  Karl  Kenneth  Wallace,  Norfolk. 

Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 

The  communicable  disease  report  received  at  the 
office  of  Dr.  G.  F.  ^IcGinnes,  State  Epidemiologist, 
for  the  month  of  August,  1936,  shows  the  following 
cases  compared  with  the  same  month  in  1935: 

1936  1935 


Typhoid  and  Paratyphoid 105  209 

Diphtheria  +9  100 

Scarlet  Fever  +8  76 

Measles  102  61 

Meningitis  12  12 

Poliomyelitis  18  277 

Rocky  Mountain  Spotted  Fever — 20  12 

Typhus  Fever  1 1 

Undulant  Fever  5 + 

Tularaemia 6 8 

Smallpox  0 0 

Measles 

The  much  too  prevalent  attitude  of  triviality  tCH 


ward  measles  on  the  part  not  only  of  parents  but 
also  physicians  and  health  officers  is  indeed  un- 
fortunate  from  a public  health  standpoint.  The  fact 
that  the  majority  of  measles  cases  have  mild  illnesses 
in  comparison  to  some  of  the  other  communicable 
diseases  and  that  the  majority  recover  without  com- 
plications or  sequelae  has  led  to  a false  feeling  of 
security  in  regard  to  this  disease  in  general.  The 
impression  that  any  attempt  toward  the  control  of 
measles  under  present  conditions  and  with  present 
knowledge  is  of  little  avail  has  caused  the  disease  to 
be  often  ignored  or  neglected. 

The  fatality  rate  of  measles  usually  varies  be- 
tween 0.5  and  1.0  per  cent,  but  considering  that  an 


unknown  number  of  deaths  are  attributed  to  the 
complications  and  not  to  the  disease  itself,  the  actual 
rate  is  probably  even  higher.  The  seriousness  of  the 
disease  becomes  apparent,  however,  when  the  fatal- 
ity rates  for  specific  age  groups  are  considered. 
Though  only  a small  proportion  of  the  total  measles 
cases  occur  in  children  under  three  years  of  age, 
approximately  50  per  cent  of  all  deaths  occur  in  that 
small  number  of  cases. 

The  case  fatality  rate  in  measles  varies  likew'ise 
with  the  physicial  condition  and  nutritional  state 
of  the  patient.  Undernourished  children  qind  those 
already  suffering  from  other  disease  fare  badly 
with  measles. 

Though  it  is  true  that  under  present  conditions 
it  is  practically  impossible  to  prevent  any  individual 
who  lives  a normal  life  from  developing  measles 
sometime  during  life,  it  is  also  true  that  the  disease 
can  in  some  measure  be  limited  to  those  age  groups 
in  which  it  will  do  the  least  harm,  and  that  many 
of  the  serious  consequences  can  be  prevented. 

Measles  convalescent  serum  has  proven  very  ef- 
fective in  preventing  or  modifying  the  typical  course 
of  a case  of  measles.  If  given  within  the  first  four 
days  after  initial  e.xposure,  a passive  immunity  is 
produced  wEich  lasts  four  to  six  weeks.  A much 
more  common  practice,  however,  is  to  give  the 
convalescent  serum  on  the  fifth  or  sixth  day  follow- 
ing e.xposure.  In  practically  every  instance  the  pa- 
tient will  develop  a mild  form  of  measles,  recover 
without  complications  and  will  develop  a life  long 
immunity  to  the  disease. 

In  children  under  two  years,  and  those  suffering 
from  other  disease  or  in  such  physical  condition  that 
measles  would  be  hazardous  to  health  or  life,  it  is 
advised  that  the  disease  be  prevented  by  giving  the 
proper  dosage  of  serum  previous  to  the  fifth  day 
after  exposure. 

Normal  adult  serum,  either  pooled  or  from  adults 
giving  a histor}’  of  measles  at  some  time  during  life, 
has  also  proven  of  value;  and  likewise  adult  whole 
blood,  though  the  dosage  in  this  latter  case  is  large — 
25  to  40  C.C.,  and  for  many  reasons  this  method  is 
not  so  satisfactory  or  effective  as  the  use  of  con- 
valescent serum. 

IMcKhann  has  used  placental  extract  to  great  ad- 
vantage in  the  prevention  and  modification  of 
measles.  This  immune  globulin  fraction  has  been 
recently  used  by  several  workers  with  promising 
results. 
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Reports  for  Sixty^seventh  Annual  Session 

of  the 

Medical  Society  of  Virginia 


Introductory  Note 

Reports  to  have  the  consideration  of  the  House 
of  Delegates  at  the  sixty-seventh  annual  session 
of  the  Medical  Society  of  Virginia  in  Staunton, 
October  13-15,  are  given  below.  Delegates  and 
alternates  are  requested  to  read  these  carefully  and 
be  prepared  to  discuss  and  act  upon  the  reports 
promptly  when  they  are  brought  up  by  the  President 
at  the  first  meeting  of  the  House.  Chairmen  may, 
of  course,  make  supplementary  reports  where  neces- 
sary, but  much  time  will  be  saved  for  new  business 
and  for  attendance  upon  scientific  sessions  if  dele- 
gates consider  these  reports  promptly. 


The  Council 

Minutes  of  the  Winter  Meeting 

The  Council  of  the  Medical  Society  of  Virginia  held 
its  winter  meeting  at  the  Society’s  offices  in  Richmond, 
on  February  5,  1936,  at  2:00  P.  M.,  with  Dr.  P.  St.  L. 
Moncure,  president,  of  Norfolk,  presiding.  On  account 
of  the  weather,  several  of  the  councilors  were  unable  to 
attend.  In  addition  to  the  president,  those  present  were 
Dr.  J.  M.  Hutcheson,  Dr.  J.  L.  Rawls,  Dr.  Roshier  W. 
Miller,  Dr.  Wright  Clarkson,  and  the  secretary.  Others 
sitting  in  the  meeting  and  extended  the  privilege  of  the 
floor  were  Dr.  F.  S.  Johns,  Richmond,  chairman  of  Leg- 
islation Committee,  Dr.  C.  L.  Harrell,  Norfolk,  and  Dr. 
Guy  R.  Fisher,  Staunton,  chairman  of  the  Committee  of 
Arrangements  for  the  Staunton  meeting.  Dr.  Herbert  C. 
Jones,  Petersburg,  and  Dr.  Beverley  R.  Tucker,  Rich- 
mond. 

Minutes  of  the  Council  meeting  in  Norfolk  in  October, 
1935,  were  read  and  approved. 

In  view  of  an  increase  in  revenue  in  the  first  four 
months,  it  was  voted  to  allow  the  Publication  Committee 
an  additional  $250.00  or  as  much  thereof  as  necessary 
to  be  used  on  the  journal,  this  being  in  accord  with  a 
resolution  adopted  in  October. 

The  question  as  to  the  deed  to  the  Walter  Reed  Home 
was  brought  up  in  the  minutes  and  it  was  stated  by  the 
Secretary  that  Dr.  Clarence  Porter  Jones,  chairman  of 
the  Walter  Reed  Commission,  had  written  that  he  would 
locate  the  deed  and  send  it  to  the  Society’s  office. 

A statement  was  given  each  one  present  showing  the 
financial  condition  of  the  Society  at  this  time.  The  secre- 
tary-treasurer announced  that  Dr.  F.  H.  Smith,  retiring 


president,  wrote  that,  as  he  was  exempt  from  dues  as  an 
ex-president,  he  was  sending  the  $5.00  he  had  been  paying 
each  year  to  be  added  to  the  Trust  Fund  for  Post- 
Graduate  Clinical  Education,  making  the  total  at  this 
time  $20.38. 

Dr.  Miller  stated  that  Dr.  Beverley  R.  Tucker  had 
presented  a resolution  before  the  Richmond  Academy  of 
Medicine  with  regard  to  certain  legislative  matters  and 
asked  that  he  be  invited  to  come  and  present  this  to  the 
Council.  This  request  was  granted  and  the  invitation 
extended  to  Dr.  Tucker. 

In  speaking  of  legislative  matters.  Dr.  Jones  said  that 
the  representative  in  the  General  Assembly  from  Peters- 
burg is  a man  who  wishes  to  be  guided  by  organized 
medicine  and  could  be  counted  on  to  help  the  doctors  in 
matters  pertaining  to  the  medical  profession.  He  wished 
to  know  about  the  hospital  board  proposed  by  the  Gov- 
ernor and  approved  the  suggestion  of  Dr.  Johns  that  we 
try  to  have  this  board  placed  under  the  State  Depart- 
ment of  Health.  He  also  spoke  of  the  Hobson  bill  in 
Legislature  for  the  establishment  of  a rehabilitation  farm 
or  sanatorium  for  those  addicted  to  the  use  of  alcohol 
or  drugs  that  they  might  be  segregated  from  the  insane, 
this  being  a more  humane  handling  of  such  cases. 

Dr.  Clarkson  was  the  only  councilor  who  had  a special 
report  to  make.  He  stated  that  he  had  been  working 
on  a plan  to  have  all  counties  in  his  district  organize 
into  the  Fourth  Congressional  District  Medical  Society, 
this  to  replace  the  present  Post-Graduate  Medical  So- 
ciety of  Southern  Virginia.  Upon  his  request,  the  Coun- 
cil approved  the  plan  and  moved  that  a charter  be 
granted  the  new  organization,  when  it  had  been  com- 
pleted, in  accordance  with  the  By-Laws.  Motion  carried. 

Dr.  Moncure  stated  that  if  the  Council  had  no  sugges- 
tions to  make,  the  matter  of  arranging  a program  for  the 
Health  Division  of  the  Virginia  Conference  on  Social 
Work  would  be  left  entirely  in  the  hands  of  Dr.  W.  P. 
Jackson,  chairman  of  the  Society’s  Committee  to  cooperate 
with  that  organization. 

Upon  suggestion  of  Dr.  Fisher,  October  13th,  14th,  and 
15th  were  selected  as  dates  for  the  1936  meeting  of  the 
Society  in  Saunton  with  headquarters  at  the  Stonewall 
Jackson  Hotel.  Representing  the  Augusta  County  Med- 
ical Association,  Dr.  Fisher  stated  that  the  doctors  and 
civic  organizations  of  his  city  were  much  pleased  that 
the  Society  is  to  meet  in  their  city  and  they  were  plan- 
ning entertainment  for  the  visitors,  which  would  per- 
haps include  a barbecue  for  the  members  as  well  as  en- 
tertainment for  the  ladies.  Attention  was  called  to  the 
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fact  that  the  Council  had  voted  several  years  ago  that 
entertainments  should  be  omitted  at  our  annual  meetings. 
In  view  of  the  fact  that  Dr.  Fisher  said  the  civic  organi- 
zations wished  to  plan  entertainment  for  the  Society, 
however,  it  was  decided  to  leave  this  matter  in  the 
hands  of  the  local  committee. 

A letter  was  presented  from  Mr.  Tufts  in  regard  to 
handling  the  scientific  exhibits  for  our  meetings  but  it 
was  deemed  best  to  continue  the  plan  which  had  been  in 
force  for  several  years  of  letting  the  local  committee 
look  after  these  and  use  the  money  received  in  defraying 
expenses  of  the  meeting. 

Dr.  Tucker,  who  had  arrived  during  the  above  discus- 
sion, was  asked  as  to  the  resolution  he  had  offered  before 
the  Richmond  Academy  of  Medicine.  He  clarified  the 
situation  as  to  the  General  Hospital  Board  referred  to 
in  the  Governor's  message  to  Legislature,  the  additional 
appropriation  for  a new  unit  to  the  Dejarnette  Sana- 
torium, Dr.  Henry’s  bill  as  to  the  commitment  of  patients 
to  State  Hospitals,  the  Mental  Hygiene  Advisory  Board 
for  the  State  Penitentiary,  and  the  new  advisory  board 
which  he  felt  might  replace  this.  Dr.  Tucker  then  pre- 
sented the  following  resolution: 

The  Medical  Society  of  Virginia,  through  its  Coun- 
cil assembled,  respectfully  recommends  to  the  Gov- 
ernor and  to  the  General  Assembly  that  the  functions 
of  the  Governor’s  present  Mental  Hygiene  Advisory 
Board  for  the  State  Penitentiary  be  enlarged  to  in- 
clude, in  an  advisory  capacity,  legislative  and  ap- 
pointive functions  for  the  State  hospitals  and  the 
feeble-minded  and  epileptic  colony  of  the  State  of 
Virginia.  We  further  request  that  the  name  of  this 
board  be  changed  to  the  Governor’s  Mental  Hygiene 
Advisory  Board  for  the  State  of  Virginia  and  that 
the  members  constituting  this  board  be  recommended 
by  the  Medical  Society  of  Virginia. 

It  was  moved  by  Dr.  Rawls,  seconded  by  Dr.  Clarkson, 
that  this  resolution  be  referred  to  Dr.  Johns,  chairman  of 
the  Legislative  Committee,  to  handle  as  seemed  best  to 
his  Committee. 

A resolution  received  from  the  Ohio  State  Medical 
Association  as  to  having  all  accredited  American  med- 
ical colleges  requested  to  provide  instruction  for  senior 
students  on  the  activities,  services  and  benefits  of  or- 
ganized medicine  was  approved  and  the  secretary  was 
authorized  to  notify  the  deans  of  the  two  medical  schools 
in  Virginia  in  regard  to  this. 

Dr.  Jones,  with  the  consent  of  the  Council,  then  pre- 
sented the  following  resolution: 

The  Medical  Society  of  Virginia,  through  its  Coun- 
cil assesmbled,  endorses  the  idea  made  in  a bill 
authorizing  the  establishment  of  a farm  or  other 
suitable  institution  for  the  care  of  inebriates,  apart 
from  institutions  for  the  care  of  the  insane. 

This  was  ordered  referred  to  the  Legislativ’e  Com- 
mittee, to  be  properly  drawn  up  and  presented  to  Legis- 
lature. 

A letter  was  read  from  the  Philadelphia  County  Med- 


ical Society,  stating  that  it  is  planned  to  invite  the  Amer- 
ican Medical  Association  to  hold  its  ninetieth  annual  meet- 
ing in  Philadelphia  in  1937,  this  being  the  year  in  which 
that  city  will  commemorate  its  one  hundred  and  fiftieth 
anniversary  of  the  signing  of  the  Constitution  of  the 
United  States  of  America.  It  was  deemed  especially  fit- 
ting' to  have  the  Association,  which  was  founded  in 
Philadelphia  in  1847,  meet  there  at  the  same  time.  Greater 
interest  would  be  added  to  the  occasion  as  two  doctors 
were  among  the  signers  of  the  Constitution.  The  sug- 
gestion was  ordered  referred  to  our  delegates  to  the 
A.  M.  A. 

There  being  no  further  business,  the  meeting  adjourned. 

Agnes  V.  Edwards,  Secretary. 


Report  of  Delegates  to  the  American  Medical 
Association 

As  your  representatives  in  the  House  of  Delegates  of 
the  American  Medical  Association,  we  have  the  honor 
to  submit  this  report: 

The  Annual  Meeting  of  the  Association  this  year  was 
highly  successful  and  our  stay  in  Kansas  City  was  de- 
lightful and  instructive.  As  Virginians,  however,  we 
were  particularly  distressed  at  the  illness  of  Doctor  J. 
Tate  Mason,  a former  Virginian,  and  president-elect  of 
the  American  Medical  Association.  Because  of  his  be- 
ing too  ill  to  attend  the  meeting.  Doctor  Mason  was  in- 
stalled as  president  in  absentia  by  special  action  of  the 
House  of  Delegates. 

In  making  his  nominations  for  the  standing  committees. 
Doctor  Mason  honored  one  of  us  (J.  C.  Flippin)  with  an 
appointment  to  the  Scientific  Assembly.  In  his  address 
which  was  read  to  the  House  of  Delegates,  Doctor  Mason 
expressed  surprise  that  the  average  American  physician 
knows  so  little  about  the  work  that  is  being  carried  on 
at  the  headquarters  of  the  American  Medical  Association, 
and  suggested  that  each  state  send  at  its  own  expense  a 
representative  to  Chicago  for  a week  each  year,  to  study 
and  acquaint  himself  with  the  activities  of  the  Associa- 
tion so  that  he  may  bring  an  idea  of  these  home  to  the 
men  of  his  state. 

In  the  death  of  Doctor  Mason,  on  June  20th,  your 
delegates  feel  keenly  the  loss  of  a staunch  friend  and  of 
a colleague  who  has  rendered  a great  service  to  or- 
ganized medicine. 

Doctor  Charles  Gordon  Heyd,  professor  of  surgery,  in 
the  Post-Graduate  Medical  School  of  Columbia  Univer- 
sity, was  elected  vice-president,  and  under  by-laws  for 
the  American  Medical  Association  he  has  automatically 
assumed  the  duties  of  president.  Doctor  John  Howell 
Janeway  Upham,  dean  of  the  Medical  School  of  Ohio 
State  University,  was  elected  president-elect.  The  Gov- 
ernor of  Missouri  and  the  Governor  of  Kansas  attended 
the  meeting  in  person  and  gave  addresses  of  welcome. 

Lord  Horder,  London,  England;  Leon  Asher,  Berne, 
Switzerland;  and  VValfang  Heubner,  Berlin,  Germany, 
were  distinguished  foreign  guests. 

The  House  of  Delegates  adopted  many  important  reso- 


Virginia  Medical  Monthly 


4.55 


1936J 

lutions,  the  details  of  which  rttay  be  found  in  The  Jour- 
nal of  the  American  Medical  Association  under  the  dates 
of  May  23rd  and  May  30th  of  this  year.  It  would  be 
impracticable  to  attempt  a full  account  of  all  of  these 
activities  in  this  report,  but  the  reading  of  these  minutes 
in  The  Journal  of  the  American  Medical  Association 
will  be  well  worth  the  time  of  every  physician  in  Vir- 
ginia. 

At  this  session,  special  attention  was  given  to  the  rela- 
tionship now  existing  between  physicians  and  hospitals, 
to  the  question  of  raising  further  the  standards  of  med- 
ical ethics,  and  of  elevating  further  the  standards  of 
medical  education. 

The  weather  was  ideal  during  the  Kansas  City  ses- 
sion, the  attendance  was  good,  the  scientific  papers  and 
the  exhibits  were  excellent,  and  the  various  entertain- 
ments were  impressive  and  were  accompanied  by  a sense 
of  good  fellowship  and  exceptionally  fine  hospitality. 

As  your  delegates,  we  wish  to  express  to  you  our  sin- 
cere appreciation  for  the  privilege  of  representing  the  Med- 
ical Society  of  Virginia  at  this  meeting,  and  finally  we 
would  like  to  emphasize  the  importance  of  further  stimu- 
lating a widespread  interest  in  the  work  of  the  American 
Medical  Association  among  our  members  with  the  hope 
that  the  number  of  Fellowships  from  Virginia  may  be 
materially  increased. 

Respectfully  submitted, 

Wright  Clarkson,  Chairman, 

J.  C.  Flippin, 

W.  B.  Martin. 


Report  of  Executive  Secretary-Treasurer 
To  THE  President  and  Members  of  the  House  of  Dele- 
gates : 

In  addition  to  the  Standing  Committees  named  by  Dr. 
Moncure  when  he  took  over  the  presidency  of  the  So- 
ciety last  October,  he  named  several  Special  Committees 
and  all  have  been  active  as  evidenced  by  reports  pub- 
lished in  this  issue  of  the  Monthly.  We  regret  the  death 
of  three  Committeemen — Dr.  Southgate  Leigh  of  the  Ad- 
visory Board  to  the  Woman’s  Auxiliary,  Dr.  H.  T.  Smith 
of  the  Legislative  Committee  and  Dr.  A.  W.  Hammond  of 
the  Membership  Committee.  It  did  not  seem  necessary  to 
fill  these  vacancies  until  the  annual  meeting. 

Mr.  G.  B.  Zehmer,  executive  secretary  of  the  Depart- 
ment of  Clinical  and  Medical  Education,  is  on  leave  of 
absence  for  a year  and  Mr.  J.  A.  Rorer,  also  of  the  Ex- 
tension Division  of  the  University  of  Virginia,  will  be 
acting  secretary  in  his  absence. 

As  requested  by  the  Council,  Dr.  C.  P.  Jones,  chair- 
man, has  sent  us  the  deed  to  the  Walter  Reed  Home, 
and  this  is  now  filed  in  the  Society's  lock  box. 

The  usual  changes-in  membership  have  occurred  with 
perhaps  more  deaths  than  in  any  one  year  for  sometime. 
Figures  will  be  given  as  of  September  30th. 

As  ordered  by  the  Council  last  year,  charter  was  is- 
sued to  Culpeper  County  Medical  Society,  making  a total 
of  fifty-three  chartered  societies  including  ninety  coun- 


ties and  one  city.  Plans  have  not  yet  been  completed 
for  issuance  of  charter  to  the  Fourth  District  Society 
which  will  replace  the  Post-Graduate  Medical  Society 
and  include  some  additional  counties.  We  regret  again 
to  report  inactivity  in  some  societies.  However,  this 
side  is  counterbalanced  by  reports  of  greater  interest  in 
other  sections,  notably,  Dickenson-Buchanan  County  So- 
ciety which  recently  re-organized  and  is  holding  monthly 
meetings. 

Our  regularly  elected  delegates.  Dr.  Wright  Clarkson, 
Dr.  J.  C.  Flippin,  and  Dr.  Walter  B.  Martin,  represented 
our  Society  at  the  meeting  of  the  American  Medical  As- 
sociation in  Kansas  City  in  May. 

As  is  well  known  to  the  majority  of  our  members,  sev- 
eral vears  ago  the  Society  advanced  a sum  of  money 
to  the  publishers  of  the  History  of  Medicine  in  Virginia  to 
hasten  the  publication  of  the  third  volume  of  this  splen- 
did set  of  books.  These  are  valuable  and  interesting 
and  members  of  the  Society  who  wish  them  should  pur- 
chase the  volumes  promptly  as  the  publishers  advise  that 
the  supply  on  hand  is  limited  and  there  will  be  no 
further  editions. 

The  management  at  both  The  Homestead  at  Hot 
Springs  and  The  Cavalier  at  Virginia  Beach  have  writ- 
ten us  with  regard  to  our  1937  convention  and  have 
offered  to  do  all  possible  for  the  success  of  our  meeting 
should  we  select  either  resort. 

Our  financial  status  is  good  this  year  as  will  be  evi- 
denced by  the  auditor’s  report  to  appear  with  the  minutes 
of  our  Staunton  meeting.  We  have  received  several  pay- 
ments on  the  principal  of  the  $1,000  bond  held  in  trust 
since  the  depression  which  reduces  the  balance  now  due 
to  $200.  By  instruction  of  the  Finance  Committee,  we 
have  invested  $525  in  United  States  Savings  bonds  which, 
if  left  to  maturity,  will  in  ten  years  yield  $700  includ- 
ing interest. 

Through  the  efforts  of  the  chairman.  Dr.  F.  H.  Smith, 
as  stated  in  his  report,  our  trust  fund  for  post-graduate 
clinical  education  has  increased  some  this  year  and  we 
suggest  this  as  an  excellent  opportunity  for  free-will  of- 
ferings. 

A large  amount  of  detail  work  has  had  the  attention 
of  our  office  and  we  wish  to  thank  the  members,  com- 
mitteemen, and  officers  who  have  cooperated  with  us  in 
a splendid  way. 

Agnes  V.  Edwards, 
Executive  Secretary-Treasurer. 


Report  of  Committee  on  Publication  and  Program 
This  Committee  has  held  its  usual  meetings  during  the 
past  year  for  the  consideration  of  the  affairs  of  the  Vir- 
ginia Medical  Monthly  and  to  plan  the  program  of 
the  annual  meeting.  We  appreciate  the  increase  in  the 
appropriation  allowed  for  the  preparation  of  the  journal 
and' have  used  this  in  improving  its  appearance  and  in 
increasing  the  number  of  pages  published  in  each  i'jsue. 
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Changes  made  in  the  arrangement  of  this  year’s  pro- 
gram will,  we  hope,  increase  the  interest  of  the  annual 
meeting. 

H.  B.  Mulholland, 

H.  A.  Tabb, 

W.  B.  Blanton,  Chairman. 


Report  of  the  Committee  on  Scientific  Exhibits 
and  Clinics 

Mr.  President  and  Members  of  the  House  of  Dele- 
gates: 

The  members  of  the  committee  were  notified  October  25, 
1936,  of  their  appointment  by  the  President  of  the  Society, 
Dr.  P.  St.  L.  Moncure.  Because  past  experience  indi- 
cated the  impossibility  of  making  any  progress  until 
three  or  four  months  before  the  time  for  the  meeting  of 
the  Society,  the  committee  was  relatively  inactive.  Since 
that  time,  however,  attempts  have  been  made  to  secure 
scientific  exhibits  from  members  of  the  Society  and  institu- 
tions in  the  State  and  elsewhere.  Up  to  September  1, 
1936,  five  very  promising-looking  exhibits  had  been  se- 
cured. If  past  experience  is  an  index,  several  additional 
exhibits,  volunteered  and  solicited,  should  be  secured  for 
the  meeting. 

The  Program  Committee  met  July  31,  1936,  and  de- 
cided that,  because  of  the  difficulty  of  obtaining  material, 
the  usual  Clinics  would  not  be  held  this  year. 

The  financial  report  this  year  is  in  keeping  with  better 
times.  The  committee  acknowledges  with  thanks  and  ap- 
preciation an  increase  in  appropriation  by  $25.00  last 
year,  giving  the  committee  $75.00  for  its  work  this  year. 
An  attempt  will  be  made  to  acquire  some  permanent 
equipment  for  the  scientific  exhibits  and  this  policy,  if 
followed,  will  eventually  greatly  improve  the  facilities 
available  for  the  exhibitors.  As  in  the  past,  the  appro- 
priation will  be  made  available  for  the  local  chairman 
by  the  Executive  Secretary  of  the  Society  to  whom  item- 
ized expense  accounts  will  be  submitted. 

The  chairman  of  this  committee,  having  completed  two 
three-year  terms  as  its  chairman,  wishes  in  retiring  to 
thank  the  Society  for  the  honor  and  privilege  of  serving 
in  this  capacity  and  to  bespeak  the  same,  hearty,  con- 
tinuing cooperation  of  the  Society  for  succeeding  chair- 
men. 

The  Committee  again  acknowledges  with  thanks  the 
generous  help  of  the  Executive-Secretary  of  the  Society, 
Miss  Edwards,  who  has  been  of  invaluable  assistance  in 
coordinating  the  work  of  the  Committee. 

Respectfully  submitted, 

W.  Ambrose  McGee,  M.  D., 

J.  D.  Willis,  M.  D., 

C.  Bruce  Morton,  M.  D.,  Chairman. 


Report  of  the  Department  of  Clinical  and  Medical 
Education 

The  Department  of  Clinical  and  Medical  Education 
can  report  little  in  the  way  of  concrete  achievements  for 


the  year  ending  in  comparison  with  the  achievements 
in  previous  years.  It  can,  however,  report  significant 
progress. 

The  failure  to  report  the  continuation  in  any  note- 
worthy degree  of  the  post-graduate  clinics  and  lectures 
and  to  show  concrete  results  is  due  in  part  to  financial 
difficulties.  The  last  annual  report  showed  a balance 
in  the  Department’s  funds  of  $9.91.  The  Society  at  its 
annual  meeting,  upon  the  recommendation  of  the  De- 
partment, appropriated  $500  for  the  continuation  of  the 
educational  program.  No  further  funds  seemed  available 
except  those  to  be  derived  from  attendance  fees  charged 
physicians  who  enrolled  in  the  lecture-clinics  sponsored 
by  the  Department.  At  best  a budget  of  no  more  than 
$2,000  could  be  expected.  Since  this  budget  would  not 
support  a large  program,  the  Department  decided  to 
concentrate  its  energies  and  resources  on  spring  and 
summer  programs  since  these  appear  to  be  the  most 
suitable  seasons  for  the  kind  of  post-graduate  work  that 
has  been  emphasized.  Accordingly  no  clinics  or  post- 
graduate programs  were  undertaken  during  the  late  fall 
and  winter  months. 

Before  spring  arrived,  however,  there  were  possibil- 
ities that  funds  adequate  to  finance  a rather  extensive 
post-graduate  program  might  be  available.  After  in- 
vestigating these  possibilities,  the  Department  concluded 
that  funds  were  available,  through  cooperative  measures 
to  be  taken  with  the  State  Department  of  Health,  to  pro- 
vide for  an  indefinite  period  adequate  for  the  full  salary 
and  travelling  expenses  of  two  graduate  clinicians,  one 
in  the  field  of  Obstetrics  and  Gynecology,  the  other  in  the 
field  of  Pediatrics.  The  scheme  required  that  the  De- 
partment provide  the  facilities  and  funds  necessary  for 
administering  and  supervising  the  work.  In  view  of  this 
possibility  and  the  Department’s  approval  of  the  plan  of 
procedure,  the  Department  concluded  that  it  would  be 
wise  to  forego  the  organization  of  independent  clinics 
and  to  use  its  appropriations  to  take  advantage  of  the 
two  full-time  clinicians  for  what  seemed  to  be  an  assured 
two-  or  three-year  program. 

The  Department  is  glad  to  report  that  during  the  late 
spring  months  plans  were  completed  calling  for  the  co- 
operation of  the  Bureau  of  Child  Welfare  of  the  United 
States  Department  of  Labor,  the  State  Department  of 
Health,  and  the  Medical  Society  of  Virginia  and  pro- 
viding for  an  indefinite  period  for  two  full-time  clin- 
icians who  would  work  under  the  general  direction  and 
supervision  of  the  Department.  The  plan  was  approved 
in  principle  and  formally  accepted  by  your  Department, 
after  careful  and  prolonged  study  and  consideration,  at 
a called  meeting  In  Richmond  on  March  26,  1936. 

The  selection  and  appointment  of  Dr.  L.  L.  Sham- 
burger  as  post-graduate  clinician  in  Obstetrics  and  Gyne- 
cology has  already  been  reported  in  the  columns  of  the 
Virginia  Medical  Monthly.  Dr.  Shamburger  com- 
menced his  appointment  on  July  1st  last.  At  the  advice 
of  the  Department,  he  spent  the  first  few  weeks  in  visit- 
ing officials  of  the  Department  and  of  the  Society  and 
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physicians  in  strategic  communities  and  sections  of  the 
State.  At  the  request  of  the  Medical  Society  of  the 
city  of  Suffolk  and  of  the  counties  of  Isle  of  Wight  and 
Nansemond,  Dr.  Shamburger  then  spent  the  three  weeks 
beginning  July  20th  in  these  communities.  No  formal 
clinics  or  lectures  were  anticipated  or  planned.  The 
procedure  recommended  and  followed  was  that  of  in- 
formal meetings  with  physicians  followed  by  informal 
visits,  conferences  and  consultations  when  requested. 
One  objective  was  to  discover  the  most  effective  method 
for  building  upon  the  former  work  in  Obstetrics  carried 
on  by  Dr.  M.  E.  Lapham.  Dr.  Shamburger  reported  that 
while  in  Suffolk,  Isle  of  Wight  and  Nansemond,  he  met 
and  was  warmly  greeted  by  all  of  the  practicing  phy- 
sicians and  that  he  held  upon  invitation  one  or  more 
conferences  or  consultations  with  most  of  them. 

Based  upon  the  experience  in  these  communities  and 
acting  especially  upon  the  suggestions  of  the  physicians 
whom  Dr.  Shamburger  met  and  with  whom  he  conferred, 
it  was  decided  to  attempt  in  other  communities  more 
formal  lectures  and  clinics  resembling  somewhat  the  lec- 
ture-clinics conducted  by  Dr.  Lapham  and  referred  to 
above.  After  this  plan  was  announced,  requests  for 
clinics  came  from  the  communities  of  South  Boston  in 
Halifax,  Lawrenceville  in  Brunswick,  and  Emporia  in 
Greensville  Counties.  A lecture  circuit  including  these 
three  centers  was  organized  and  lecture-clinics  com- 
menced the  week  of  August  17th.  This  circuit  is  still  in 
progress  at  the  time  of  preparing  this  report  so  the  en- 
rollment and  attendance  figures  will  have  to  be  given 
in  the  next  annual  report. 

Already  invitations  have  come  for  Dr.  Shamburger 
to  appear  on  the  programs  of  the  Clinch  Valley  Society 
that  meets  at  Lebanon  September  19th  and  the  South- 
west Medical  Society  that  meets  at  Wytheville  on  Sep- 
tember 24th-25th.  These  invitations  have  been  accepted. 
Plans  to  arrange  lecture-clinics  in  southwest  Virginia 
immediately  following  these  programs  are  under  consid- 
eration. 

The  attempt  to  find  a suitable  and  available  graduate 
clinician  in  Pediatrics  has  not  yet  met  with  success. 
The  special  committee  appointed  by  the  Department  to 
select  this  clinician,  and  consisting  of  Drs.  J.  C.  Flippin 
and  E.  Lee  Sutton,  reports  contacts  with  favorable  can- 
didates and  that  it  expects  to  announce  the  appointment 
of  the  clinician  in  Pediatrics  soon. 

The  Medical  College  of  Virginia  and  the  Department 
of  Medicine  of  the  University  of  Virginia  continued  to 
conduct,  in  cooperation  with  the  Department  of  Clinical 
and  Medical  Education,  graduate  clinics  at  their  re- 
spective centers  to  which  all  licensed  physicians  in  the 
State  are  invited.  The  clinics  conducted  this  year  were 
well  attended  and  practicing  physicians  expressed  in- 
terest and  approval  of  these  opportunities  for  refreshing 
their  memories  and  receiving  reports  on  new  techniques 
and  medical  discoveries.  There  follow  summaries  of  the 
programs  conducted  during  the  year  at  each  of  the 
medical  centers  and  names  of  physicians  attending  each. 


The  financial  statement  is  also  included  below.  Very 
few  items,  it  will  be  observed,  have  been  charged  against 
the  Department  for  this  year.  The  executive  agency 
of  the  Department  reports,  however,  that  a few  items  for 
expenses  incurred  in  the  organization  of  the  proposed 
southwest  clinics  will  be  submitted  later. 

In  conclusion,  the  Department  wishes  to  reaffirm  its 
approval  of  and  faith  in  the  cooperative  program  re- 
ferred to  above  and  worked  out  in  cooperation  with  the 
Child  Welfare  Bureau  of  the  U.  S.  Department  of 
Labor  and  the  Virginia  State  Department  of  Health. 
It  requests  the  cooperation  of  component  societies  in 
bringing  the  lectures  and  clinics  in  Obstetrics  and 
Gynecology  and  in  Pediatrics  to  the  physicians  through- 
out the  State.  It  requests  also  suggestions  as  to  ways 
and  means  for  making  this  post-graduate  work  better 
adapted  to  the  needs  of  the  practicing  physicians  and 
accordingly  more  effective  in  keeping  the  members  of  the 
Medical  Society  of  Virginia  informed  of  significant  de- 
velopments in  the  field  of  medicine. 

The  Department,  furthermore,  urgently  recommends 
that  the  Society  appropriate  for  the  forthcoming  year, 
1936-37,  the  sum  of  $500.00,  the  amount  appropriated  to 
the  Department  for  the  year  covered  by  this  report,  to 
carry  forward  not  only  the  program  outlined  above  but 
other  types  of  graduate  instruction  in  which  members 
of  the  Society  express  an  interest,  and  that  seem  ex- 
pedient and  practical  to  the  committee  in  charge. 

F.  H.  Smith,  Chairman 

G.  B.  Zehmer,  Executive  Secretary, 
1.  C.  Rigcin, 

Committee  i.  J.  C.  Flippin, 

Lee  E.  Sutton, 

G.  F.  Simpson, 

H.  C.  Henry. 


Medical  College  of  Virginia  Clinics 
Program 

Monday,  April  6,  1936 

Focal  Infection  and  Elective  Localization.  Dr.  Edward 
C.  Rosenow,  University  of  Minnesota,  Rochester,  Minn. 

Tuesday,  April  7,  1936 

The  Importance  of  Alveolar  Infection  in  Focal  Infec- 
tions. Dr.  Harry  Bear. 

The  Importance  of  Tonsils  and  Nasal  Accessory  Sinuses 
in  Focal  Infection.  Dr.  Karl  S.  Blackwell. 

Focal  Infection  and  Eye  Disease.  Dr.  Emory  Hill. 

Focal  Infection  and  Chronic  Arthritis.  Dr.  Donald  M. 
Faulkner. 

Focal  Infection  and  Infections  of  the  Genito-Urinary 
Tract.  Dr.  A.  I.  Dodson. 

Focal  Infection  and  Diseases  of  the  Nerv'ous  System. 
Dr.  L.  S.  Meriwether. 

Focal  Infection  and  Cardio  Vascular  Disease.  Dr.  Wil- 
liam B.  Porter. 

Round  Table  Discussion  of  Symposium.  Discussion  led 
by  Dr.  Wm.  B.  Porter. 
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Tuesday  Evening,  April  7th 

Streptococci  in  Relation  to  Diseases  of  the  Nervous  Sys- 
term.  Dr.  Edward  C.  Rosenow. 

Physicians  Attending 
Dr.  Carleton  Moorman,  Altavista. 

Dr.  John  H.  Bonner,  Beaumont. 

Dr.  C.  F.  Manges,  Blacksburg. 

Dr.  John  C.  White,  Blackstone. 

Dr.  G.  S.  Fultz,  Butterworth. 

Dr.  R.  M.  DeHart,  Christiansburg. 

Dr.  J.  A.  Wright,  Doswell. 

Dr.  H.  W.  Pritchett,  Danville. 

Dr.  W.  E.  Jennings,  Danville. 

Dr.  E.  B.  Robertson,  Danville. 

Dr.  J.  J.  Neal,  Danville. 

Dr.  L.  D.  Morgan,  Gladys. 

Dr.  James  D.  Clements,  Gloucester. 

Dr.  Thomas  F.  Gill,  Richmond. 

Dr.  Irwin  Rifkin,  Richmond. 

Dr.  Walter  A.  Porter,  Hillsville. 

Dr.  S.  E.  Gunn,  Hopewell. 

Dr.  J.  M.  Habel,  Jetersville. 

Dr.  T.  B.  Ely,  Jonesville. 

Dr.  E.  F.  Younger,  L^mchburg. 

Dr.  Clarence  P.  Jones,  Newport  News. 

Dr.  J.  C.  Cutler,  Newport  News. 

Dr.  B.  L.  Carleton,  Newport  News. 

Dr.  M.  H.  Bland,  Norfolk. 

Dr.  F.  J.  Wright,  Petersburg. 

Dr.  H.  Davis,  Roanoke. 

Dr.  J.  R.  Parker,  Providence  Forge. 

Dr.  G.  B.  Barrow,  Staunton. 

Dr.  G.  E.  Stone,  Staunton. 

Dr.  Marshall  J.  Payne,  Staunton. 

Dr.  P.  D.  Johnston,  Tazewell. 

Dr.  W.  R.  Pretlow,  The  Plains. 

Dr.  J.  F.  Thaxton,  Tye  River. 

Dr.  H.  T.  Hawkins,  Waynesboro. 

Dr.  C.  O.  Dearmont,  White  Post. 

Dr.  A.  R.  Grant,  Utica,  N.  Y. 

Dr.  C.  F.  Ridge,  Thurmond,  W.  Va. 

Dr.  L.  I.  Hoke,  Layland,  W.  Va. 

Dr.  W.  E.  Bundy,  Minden,  W.  Va. 

Dr.  G.  S.  Barbee,  Zebulon,  N.  C. 

Dr.  H.  M.  Brown,  Greenville,  N.  C. 

Dr.  M.  B.  Brown,  Greenville,  N.  C. 

Dr.  G.  G.  Dixon,  Ayden,  N.  C. 

Dr.  W.  F.  Evans,  Williamson,  N.  C. 

Dr.  W.  A.  Hoggard,  Hertford,  N.  C. 

Dr.  L.  M.  Massey,  Zebulon,  N.  C. 

Dr.  R.  C.  Miller,  Gastonia,  N.  C. 

Dr.  J.  E.  Raby,  Tarboro,  N.  C. 

Dr.  C.  B.  Robertson,  Jackson,  N.  C. 

Dr.  D.  M.  Royal,  Salemburg,  N.  C. 

Dr.  H.  Royster,  Tarboro,  N.  C. 

Dr.  F.  W.  Long,  Roanoke  Rapids,  N.  C. 

Dr.  R.  L.  Tomlinson,  Wilson,  N.  C. 

Dr.  N.  W.  Ward,  Greenville,  N.  C. 


Dr.  T.  M.  Watson,  Greenville,  N.  C. 

Dr.  J.  W.  Wilkins,  Mount  Olive,  N.  C. 

Dr.  J.  L.  Winstead,  Greenville,  N.  C. 

The  Si.xth  S.\ivt  Philip  Hospit.al  Post-Gr.aduate  Clinic 
FOR  Negro  Physici.ans 

The  sixth  Saint  Philip  Hospital  Post-Graduate  Clinic, 
sponsored  by  the  Medical  College  of  Virginia,  was  held 
June  15th  to  June  27th,  inclusive.  The  course  of  instruc- 
tion was  presented  bj’  the  departments  of  medicine,  sur- 
gery, pediatrics,  obstetrics  and  their  sub-divisions.  The 
type  of  instruction  A-aried  very  little  from  that  of  the 
preceding  clinics.  Dr.  Peter  M.  Murray,  of  New  York 
City,  was  again  the  Ausiting  lecturer,  giving  seA-eral 
talks  on  gynecological  problems.  Thirty-six  Negro  phy- 
sicians Avere  in  attendance,  twenty-seA’en  from  V'irginia 
and  nine  from  North  Carolina.  At  the  present  time  it 
seems  A-erj'  likely  that  the  clinic  will  be  presented  again 
next  year. 

Clinics  at  University  of  Virginia  Hospital 
Program 

Sixteenth  Post-Graduate  Clinic 

Friday,  November  15,  1935 
Pregnancy  and  Hypertension.  Dr.  J.  E.  Wood. 
Present-Day  Treatment  of  Malignant  Disease.  Dr.  V.  W. 
Archer. 

Indigestion.  Dr.  Staige  D.  Blackford. 
Clinico-Pathological  Conference.  Dr.  J.  C.  Flippin  and 
Dr.  James  R.  Cash. 

Surgical  Clinic.  Dr.  Carrington  Williams,  of  Richmond, 
Virginia. 

Ward  Rounds  and  Round  Table. 

Physicians  Attending 
Dr.  A.  E.  Turman,  Richmond. 

Dr.  J.  F.  Thaxton,  Tye  RiA'er. 

Dr.  R.  E.  Booker,  Lottsburg. 

Dr.  J.  C.  Coulter,  CharlottesA'ille. 

Dr.  H.  G.  Byrd,  Louisa. 

Dr.  C.  B.  Fox,  Monterey. 

Dr.  D.  M.  Kipps,  Front  Royal. 

Dr.  E.  L.  Grubbs,  Front  Royal. 

Dr.  W.  O.  Cox,  St.  Paul. 

Dr.  G.  F.  Simpson,  Purcelh'ille. 

Dr.  G.  H.  MusgraA-e,  Leesburg. 

Dr.  H.  L.  Baptist,  Hy. 

Dr.  C.  D.  Bennett,  Chatham. 

Dr.  Elizabeth  B.  Sherman,  Front  Royal. 

Dr.  O.  W.  Carper,  Front  Royal. 

Dr.  Anita  Lotti,  CharlottesA’ille. 

Dr.  Glenn  C.  Campbell,  Staunton. 

Dr.  C.  P.  Obenschain,  Staunton. 

Dr.  G.  R.  Elliott,  Orange. 

Dr.  C.  M.  Rice,  Sweet  Briar. 

Dr.  W.  H.  Turner,  Round  Hill. 

Dr.  Marshall  J.  Payne,  Staunton. 

Dr.  J.  E.  Womack,  Staunton. 
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Dr.  H.  J.  Morton,  Stuart’s  Draft 
Dr.  R.  S.  Griffith,  Basic  City. 

Dr.  W.  A.  Kyger,  Free  Union. 

Dr.  John  E.  Cole,  Fredericksburg. 

Dr.  T.  W.  Dew,  Fredericksburg. 

Dr.  Carroll  H.  Iden,  Berryville. 

Dr.  W.  O.  Smith,  Altavista. 

Dr.  Frank  Tappan,  Berryville. 

Dr.  C.  O.  Dearmont,  White  Post. 

Dr.  R.  F.  Weems,  Harrisonburg. 

Dr.  B.  L.  Carleton,  Newport  News. 

Dr.  C.  W.  Scott,  Newport  News. 

Dr.  R.  L.  Page,  Batesville. 

Dr.  Carrington  Williams,  Richmond. 

Dr.  William  Walker,  Scottsville. 

Dr.  J.  F.  Stover,  Doe  Hill. 

Dr.  C.  E.  Watson,  Broadway. 

Dr.  L.  G.  Roberts,  Moorman’s  River. 

Dr.  H.  F.  White,  Fishersville. 

Dr.  Elizabeth  Cole,  Norfolk. 

Dr.  Ruth  Mason  Grigg,  Petersburg. 

Program 

Seventeenth  Post-Graduate  Clinic 

Friday,  May  8,  1936 
Neurological  Clinic.  Dr.  D.  C.  Wilson. 

Clinical  Pathological  Conference.  Drs.  J.  C.  Flippin 
and  J.  R.  Cash. 

Biliary  Disease.  Dr.  Albert  M.  Snell  of  the  Mayo  Clinic. 
Dermatological  Clinic.  Dr.  D.  C.  Smith. 
Oto-Laryngological  Clinic.  Dr.  F.  D.  Woodward. 
Orthopedic  Clinic.  Dr.  R.  V.  Funsten. 

Surgical  Clinic.  Dr.  C.  B.  Morton. 

Round  Table  Discussions. 

Physicians  Attending 
Dr.  R.  R.  Goad,  Hillsville. 

Dr.  E.  L.  Grubbs,  Front  Royal. 

Dr.  D.  M.  Kipps,  Front  Royal. 

Dr.  W.  O.  Smith,  Altavista. 

Dr.  J.  W.  Preston,  Roanoke. 

Dr.  G.  B.  Barrow,  Staunton. 

Dr.  John  O.  Hurt,  Staunton. 

Dr.  J.  F.  Repass,  Wytheville. 

Dr.  W.  R.  Culbertson,  Norton. 

Dr.  H.  E.  Clarke,  Massie’s  Mills. 

Dr.  J.  F.  Thaxton,  Tye  River. 

Dr.  B.  A.  Rice,  Forest. 

Dr.  O.  W.  Carper,  Front  Royal. 

Dr.  N.  M.  Canter,  Harrisonburg. 

Dr.  W.  S.  Ferguson,  Lynchburg. 

Dr.  E.  A.  Harper,  Lynchburg. 

Dr.  E.  G.  Scott,  Lynchburg. 

Dr.  J.  J.  Waff,  Shenandoah. 

Dr.  Carol  Rice,  Sweet  Briar. 

Dr.  M.  J.  Payne,  Staunton. 

Dr.  J.  S.  Dejarnette,  Staunton. 

Dr.  Alex.  Robertson,  Staunton. 


Dr.  W.  A.  Murphy,  Staunton. 

Dr.  C.  D.  Bennett,  Chatham. 

Dr.  W.  A.  Kyger,  Free  Union. 

Dr.  O.  N.  Shelton,  Orange. 

Dr.  H.  S.  Daniel,  Louisa. 

Dr.  H.  G.  Byrd,  Louisa. 

Dr.  Charles  O.  Dearmont,  White  Post. 
Dr.  E.  D.  Davis,  Jr.,  Crozet. 

Dr.  C.  H.  Iden,  Berryville. 

Dr.  H.  L.  Baptist,  Ivy. 

Dr.  W.  C.  Archer,  Waynesboro. 

Dr.  F.  J.  Wright,  Petersburg. 

Dr.  J.  Bolling  Jones,  Petersburg. 

Dr.  D.  C.  Mayes,  Church  Road. 

Dr.  B.  F.  Randolph,  Arrington. 

Dr.  Charles  Robins,  Jr.,  Richmond. 

Dr.  L.  T.  Stoneburner,  Jr.,  Richmond. 
Dr.  Anita  Lotti,  Charlottesville. 

Dr.  Dan  O.  Nichols,  Charlottesville. 

Dr.  W.  H.  Turner,  Round  Hill. 

Dr.  G.  R.  Elliott,  Orange. 

Dr.  John  E.  Cole,  Fredericksburg. 

Dr.  T.  W.  Dew,  Fredericksburg. 

Dr.  F.  T.  Cassiday,  Fredericksburg. 

Dr.  H.  C.  McCoy,  Gordonsville. 

Dr.  H.  F.  White,  Fishersville. 

Dr.  C.  W.  Putney,  Staunton. 

Dr.  I.  M.  Nuckols,  Mt.  Sidney. 

Dr.  L.  G.  Roberts,  Moorman’s  River. 

Dr.  C.  C.  Canada,  Staunton. 

Dr.  C.  W.  Rodgers,  Staunton. 

Dr.  S.  H.  Garst,  Staunton. 

Dr.  A.  S.  Graham,  Richmond. 

Dr.  J.  M.  Hurt,  Blackstone. 

Dr.  Percy  Harris,  Scottsville. 

Dr.  L.  B.  Newman,  Hampton. 

Dr.  H.  T.  Chelf,  Culpeper. 

Dr.  J.  O.  Mundy,  Charlottesville. 

Dr.  T.  E.  Patteson,  Ransons. 


Financi.\l  Statement 
September  1,  1935 — August  31,  1936 


Receipts 

Balance  on  hand  September  1,  1935 $ 9.91 

Medical  Society  of  Virginia  500.00 


$509.91 


Disbursements 

Dr.  F.  H.  Smith,  traveling  expenses,  Abingdon  to 


Richmond,  to  attend  Department  Meeting, 

March  6,  1936  $ 10.00 

Dr.  H.  C.  Henry,  traveling  expenses,  Petersburg  to 
Richmond,  to  attend  Department  Meeting, 

March  6,  1936  4.00 

Dr.  J.  C.  Flippin,  traveling  expenses,  Charlottes- 
ville to  Richmond,  to  attend  Department  Meet- 
ing, March  6,  1936  , 5.00 
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Extension  Division,  University,  Virginia,  refunds 
for  following  items: 

Trip,  J.  A.  Rorer,  to  Richmond,  Suffolk,  N'anse- 
mond,  Brunswick,  Greensville,  Hampton — July 
11th  and  15th:  Meals  $7.65,  Hotel  $2.50,  Fer- 
ries, $2.25,  Telephone  $.60,  Est.  Mileage 

(515  @ .03)  $15.45 28.45 

Trips,  J.  A.  Rorer,  to  Halifax,  Lunenburg,  Meck- 
lenburg, Brunswick,  Greensville — August  3th, 

5th  and  6th:  Meals  $6.20,  Hotel  $2.50,  Tele- 
phone $.60,  Service  to  car.  $.75,  Est.  Mileage 


(725  miles  @ .03)  $21.75 47.25 

Michie  Company,  printing  announcements  for 

Halifax,  Brunswick  and  Greensville  clinics 8.50 

Postage  3.89 


$107.09 

Balance  on  Hand $402.82 


Report  of  Legislation  Committee 

Your  Committee  has  kept  in  touch  with  national  med- 
ical affairs  through  our  Senator,  Mr.  Carter  Glass. 
We  feel  that  Mr.  Glass  has  rendered  real  service  in  the 
interest  of  the  Medical  Society  of  Virginia. 

In  legislative  affairs  of  the  State  of  Virginia,  your 
Committee  attempted  to  carry  out  the  wishes  of  the 
Council  of  this  Society  and  takes  this  opportunity  to 
thank  every  member  of  the  Society  who  responded  when 
called  upon. 

This  Committee  has  not  put  the  Society  to  any  expense 
during  the  past  year. 

The  Committee  would  like  to  urge  a more  solid  and 
enthusiastic  support  from  the  Medical  Society  of  Vir- 
ginia than  has  been  given  in  the  past.  With  an  unsel- 
fish attitude  from  all  its  members,  much  could  be  done 
in  Legislative  affairs  toward  the  advancement  of  medi- 
cine. 

With  regret,  we  report  the  death  of  one  of  our  mem- 
bers, Dr.  H.  T.  Smith  of  Independence,  who  was  also  a 
member  of  the  General  Assesmbly  of  Virginia. 

Fra.vk  S.  Johns,  Chairman, 
Robert  J.  Payne. 


Report  of  Committee  on  Medical  Economics 
The  Committee  on  Medical  Economics  has  had  no 
matter  brought  to  its  attention  during  the  past  year  that 
required  action. 

Walter  B.  Martin,  Chairman. 


Report  of  Membership  Committee 
No  applications  for  membership  from  doctors  not 
affiliated  with  component  scoieties  have  been  received  for 
attention  of  our  Committee.  Obituary  notices  have  been 
prepared  for  those  members  of  whose  deaths  we  have 
learned  and  these  have  been  published  in  the  Monthly. 
One  of  our  Committee,  Dr.  A.  W.  Hammond,  was  among 
those  reported  during  the  past  year. 


In  recognition  of  his  splendid  service  to  our  Society 
during  his  term  of  office,  we  take  pleasure  in  proposing 
the  name  of  our  president.  Dr.  P.  St.  L.  Moncure,  for 
honorary  membership  in  our  organization. 

Isaac  Peirce, 

J.  A.  White,  Chairman. 


Report  of  Committee  on  Ethics 
Up  to  September  1st  the  Committee  on  Ethics  has  had 
no  matter  referred  to  it  for  consideration  or  action. 

J.  C.  Flippin,  Chairman. 


Report  of  the  Advisory  Board  to  the  Woman’s 
Auxiliary 

It  is  a pleasure  to  report  continued  and  growing  in- 
terest in  the  activities  and  service  of  the  State  Auxil- 
iary. 

The  Executive  Committe  submitted  to  the  Advisory 
Board  three  recommendations  for  acquainting  the  public 
with  the  work  of  the  doctors  and  interpreting  it  in  care- 
fully guarded  statements  intended  to  show  the  purposes 
of  their  scientific  efforts  for  the  benefit  of  humanity. 

With  the  aid  of  local  physicians,  they  hope  to  be  of 
great  benefit  in  preparing  the  public  to  understand  and 
readily  appreciate  the  value  of  the  new  scientific  ideas 
as  they  are  evolved,  and  make  practical  use  of  them. 

For  the  present,  the  work  will  not  be  introduced  into 
the  Negro  public  schools  as  recommended  by  the  Com- 
mittee as  there  is  so  much  danger  of  misconception  of 
the  aims  of  the  profession,  and  all  safeguards  will  be 
used  to  prevent  this. 

It  is  believed  that  the  Auxiliary  members  can  be  of 
great  serv'ice  in  extending  the  work  of  the  physicians  in 
this  way. 

J.  Allison  Hodges,  Chairman. 


Report  of  the  Committee  to  Administer  Trust 
Fund  for  Post-Graduate  Clinical  Education 

This  Committee  is  composed  of  the  five  ex-presidents 
last  to  hold  office.  It  is  set  up  in  the  organic  law  of  the 
Society  to  administer  the  earnings  only  of  any  donation 
which  may  be  made  to  the  cause  of  post-graduate  educa- 
tion. The  Committee  has  been  in  existence  six  years, 
and  yet  the  “Fund”  available  for  “administration”  is 
exactly  58c! 

The  Committee  reports  that  this  Fund  by  August  15, 
1936  is  intact.  A total  of  $20.00  has  been  subscribed  to 
the  Fund  and  the  proceeds  of  investment  of  this  Fund 
at  above  date  are  58c,  a total  of  $20.58  ! 

It  is  proper  to  remind  ourselves  that  this  Society  has 
two  committees  the  functions  of  which  overlap  in  part — 
this  Committee  and  the  Department  of  Clinical  Educa- 
tion. This  Committee  to  Administer  the  Fund  for  Post- 
Graduate  Clinical  Education  does  not  receive  an  ap- 
propriation, or  allocation  of  funds  from  the  Society  s 
treasury,  as  the  Department  of  Clinical  Education  does. 
On  the  other  hand  this  present  committee  depends  en- 
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tirely  upon  free-will  donations  to  what  it  was  hoped 
would  grow  into  a sizeable  fund,  the  earnings  of  which 
would  carry  on  a worthwhile  work. 

This  hope  has  not  been  realized,  perhaps  because  of 
the  economic  conditions,  perhaps  because  those  who 
might  have  been  interested  have  doubted  the  necessity 
of  raising  a trust  fund  for  the  very  same  purposes  for 
which  the  Society  is  appropriating  funds  through  an- 
other committee  or  department. 

Recently  another  factor  has  arisen,  namely,  an  appro- 
priation of  the  Federal  government,  through  the  State 
Board  of  Health,  which  can  be  used  for  instruction  of 
physicians  under  certain  limitations.  These  Federal  funds 
originate  in  the  Social  Security  laws.  At  present  they 
can  be  used  only  for  instruction  in  Obstetrics  as  a part 
of  the  Maternal  Welfare  Campaign.  Possibly  we  may 
be  allowed  to  add  Pediatrics  as  a part  of  the  Child  Wel- 
fare Program.  At  any  rate,  these  funds  are  now  avail- 
able through  the  cooperation  of  the  State  Board  of  Health 
with  two  Medical  Schools  and  the  Medical  Society  of 
Virginia.  So  long  as  the  Government  continues  this 
program,  we  may  be  able  to  keep  a clinician  constantly 
in  the  field,  at  a relatively  small  cost  to  the  Medical 
Society  of  Virginia. 

How  long  we  can  depend  upon  these  governmental 
grants  is  unpredictable.  Furthermore,  post-graduate  edu- 
cation will  be  quite  lop-sided  if  it  must  be  confined  to 
Obstetrics  and  possibly  Pediatrics.  Hence,  it  seems  to 
this  Committee  wise  to  continue  to  support  our  own  pro- 
gram of  post-graduate  education  as  supplementary  to  that 
made  possible  by  grants  from  the  Government. 

Therefore,  the  Committee  to  Administer  the  Fund  for 
Post-Graduate  Clinical  Education  has  reached  the  con- 
clusion that  it  should  make  a real  effort  to  arouse  in- 
terest in  this  fund  and  to  solicit  subscriptions  or  dona- 
tions thereto.  To  this  end  we  have  proposed  to  all 
living  ex-presidents  that  they  donate  each  year  the  equiv- 
alent of  the  dues  from  which  they  are  now  excused 
when  upon  retiring  from  the  presidency  they  were  made 
honorary  members  of  the  Society.  The  response  has  been 
ready  and  hearty  from  eight  of  those  still  in  active  prac- 
tice. They  will  subscribe  to  the  fund  at  least  $5.00 
annually,  though  each  reserves  the  right  to  discontinue 
this  donation  when  he  sees  fitA 

Of  course,  this  action  of  the  ex-presidents  is  but  a 
gesture,  and  a futile  gesture,  unless  it  stimulates  a wide 
interest  in  this  program  and  general  subscriptions  to  the 
fund.  Hence,  the  Committee  will  watch  with  interest  the 
response  by  the  members  of  the  Medical  Society. 

We  recommend,  therefore,  that  this  House  of  Dele- 
gates give  thought  to  the  present  situation  as  it  effects 
the  whole  problem  of  post-graduate  education  of  Vir- 
ginia physicians,  to  determine  whether  we  should  con- 
tinue to  function  as  in  the  past;  whether  there  should 
be  consolidation  of  these  two  Committees;  and,  if  the 
Committee  to  Administer  the  Fund  for  Post-Graduate 

*The  ex-presidents  who  promised  contributions  have  been 
heard  from  and  at  date  of  publication,  the  fund  amounts  to 
$5.5.68. 


Clinical  Education  is  to  continue  as  an  independent  body, 
we  ask  that  the  House  urge  the  Councilors  to  present  this 
matter  to  the  physicians  of  their  several  districts,  ap- 
pealing for  general  subscriptions  to  be  made  regularly 
to  this  fund. 

F.  H.  Smith,  Chairman, 
R.  D.  Bates, 

J.  C.  Flippin, 

I.  C.  Harrison, 

Note:  Dr.  J.  A.  Hodges’  name  is  not  signed  to  report 
as  he  had  not  replied  to  time  of  going  to  pres;;. 


Report  of  Committee  on  Child  Welfare 
To  THE  House  of  Delegates,  Medical  Society  of  Vir- 
ginia : 

For  the  Child  Welfare  Committee  consisting  of  Dr. 
L.  T.  Royster,  Dr.  F.  D.  Wilson,  Dr.  Chas.  E.  Conrad, 
Dr.  R.  D.  Bates,  Dr.  J.  B.  Stone,  Dr.  P.  W.  Miles,  and 
myself,  I wish  to  make  the  following  report: 

It  will  be  recalled  that  at  the  1935  meeting  of  this 
body  a report  of  the  recommendations  of  the  State  Child’s 
Conservation  Committee  was  made.  This  Committee  is 
composed  of  members  of  the  Child  Welfare  Committee  of 
the  Medical  Society  of  Virginia  and  members  from  the 
Virginia  Tuberculosis  Association,  the  Virginia  Pediatric 
Society,  the  Virginia  Parent-Teacher  Association,  the 
Virginia  Education  Association,  the  State  Superintend- 
ents’ Association,  and  the  Virginia  Federation  of  Women's 
Clubs. 

In  that  report  there  were  pointed  out  some  specific 
health  needs  in  Virginia  and  some  specific  amounts  of 
money  were  recommended  to  be  used  for  alleviation  of 
at  least  a part  of  those  needs.  Specific  departments  were 
designated  as  considered  the  best  for  handling  those 
amounts  of  money.  This  report  was  indorsed  by  the 
Medical  Society  of  Virginia  in  its  annual  session  last 
year  and  by  all  the  other  organizations  represented  on 
the  joint  Child  Conservation  Committee. 

The  report  was  then  taken  to  the  Governor,  the  State 
Budget  Committee,  and  the  State  Finance  and  Appro- 
priations Committee  successively,  with  a request  for  fa- 
vorable action  by  the  Virginia  General  Assembly  at  its 
biennial  session. 

The  different  amounts  recommended  for  the  different 
departments  were  embodied  in  last  year’s  report  and 
will  not  be  repeated  here.  Attention  to  that  report  is 
invited  (see  page  526,  December,  1935,  Virginia  Med- 
ical Monthly).  Of  the  total  amount  of  $197,000  re- 
quested, only  a very  small  part,  about  $10,500  was  ap- 
propriated. That  amount  is  to  be  used  for  increasing 
the  number  of  free  beds  for  tuberculosis  patients  and  for 
the  employment  of  an  eye  specialist  in  rural  schools. 
The  immediate  net  result  of  our  achievements  seems 
quite  small,  although  the  request  was  approved  by  all 
the  organizations  represented,  and  the  need  is  urgent. 

In  spite  of  this  discouraging  report  of  immediate  re- 
sults we  feel  that  much  was  accomplished  educationally. 
This  was  done  bv  informing  the  public  generally  of  these 
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great  needs  through  the  year’s  intensive  campaign  of 
carrying  the  information  to  all  sections  of  the  State  and 
to  many  groups  of  interested  citizens.  We  think  pub- 
lic interest  in  health  protective  measures  has  very  def- 
initely increased  as  a result  of  this  joint  campaign.  We 
think  also  that  continued  effort  of  this  kind  by  as  many 
organizations  as  will  cooperate  must  reflect  in  increased 
appropriations  for  such  preventive  work  in  the  future 
and  bring  Virginia  up  to  a more  favorable  position 
with  regard  to  health  protection  and  child  care  among 
the  States  of  the  Union  than  she  now  holds. 

We  are  convinced  that  our  recommendations  are  sound 
and  are  also  convinced  that  any  failure  to  reach  a 
proper  position  in  measures  of  health  protection  is  a 
direct  index  of  public  attitude.  Our  legislators  are  our 
representativ'es  and  as  such  they  desire  to  grant  our  re- 
quests as  far  as  possible.  If  we  bring  sufficient  support 
by  a convinced  public  opinion  they  most  likely  will  gladly 
accede  to  our  wishes. 

We  feel  that  there  is  a great  need  for  more  health 
work  in  our  schools  which  involves  especially  careful 
selection  of  teachers  who  are  living  examples  of  health 
and  proper  training  of  them  in  health  conservation.  It 
also  requires  continued  effort,  state-wide  in  nature,  both 
in  increasing  the  percentage  of  physically  fit  children  en- 
tering school  for  the  first  time  and  also  in  increasing  the 
amount  and  improving  the  quality  of  health  teaching  in 
our  public  schools.  These  last  two  items  show  verf’  def- 
inite improvement  in  recent  years,  yet  there  is  much 
left  to  be  done  if  we  believe  as  we  do  that  health  teach- 
ing ranks  among  the  most  important  items  of  education. 

There  is  also  need  for  vigorous  continued  effort  in 
trying  to  bring  to  and  keep  up  to  proper  standards  the 
living  conditions  in  the  homes  and  health  service  in  our 
public  schools.  i'- 

For  the  immediate  future  it  seems  that  the  logical  plan 
is  to  continue  this  educational  program  and  continue  to 
cooperate  with  the  Bureau  of  Child  Health  of  the'  State 
Department  of  Health  in  an  advisory  capacity.  For  the 
past  several  years  this  Bureau  has  striven  as  far  as 
possible  to  carry  out  our  recommendations.  With  this 
continued  concerted  effort  we  hope  that  still  more  in- 
terest in  preventive  health  measures  will  be  obtained 
and  larger  appropriations  may  be  granted  in  the  near 
future  for  this  most  important  work. 

Respectfully  submitted, 

W.  P.  Jackson,  Chairman. 


Report  of  the  Walter  Reed  Memorial  Commission 
Belroi,  the  birthplace  of  the  Hero,  Dr.  Walter  Reed, 
is  in  good  physical  condition.  Dr.  J.  D.  Clements  of 
Ordinary,  the  local  member  of  our  Committee,  attends 
promptly  to  any  repairs,  which  thus  far  have  been  of  a 
minor  nature:  the  Gloucester  Woman’s  Club  has  had 
supervision  over  the  building  and  grounds  since  the 
restoration.  The  patriotic  ladies  deserve  the  sincere 
thanks  of  the  Commission,  as  well  as  the  profession,  for 
this  valuable  service;  by  their  zeal  in  the  premises,  we 


have  been  saved  the  expense  of  a caretaker’s  wage. 
The  building  is  cleaned  at  regular  intervals,  the  grass 
is  cut  several  times  each  year.  The  visitors’  register  re- 
veals many  persons  from  a distance  have  entered  the 
shrine  to  commune  with  the  spirit  of  this  great  leader. 

We  will  ask  that  the  fire  insurance  protection  be  con- 
tinued and  that  ten  dollars  additional  to  our  last  year’s 
budget  be  placed  in  the  hands  of  the  treasurer  of  the 
Medical  Society  of  Virginia  for  the  coming  year,  that  so 
much  thereof  as  is  needed  may  be  used  for  repairs  and 
cleaning  of  buildings  and  grounds.  No  expense  of  any 
nature  is  incurred  in  the  premises  without  authorization 
from  Dr.  Clements. 

A most  desirable  improvement  would  be  a concrete 
walk  from  the  highway  to  the  front  doorsteps.  While 
the  grass  is  not  usually  allowed  to  grow  to  any  great 
height,  there  have  been  some  pungent  protests  received 
from  visiting  ladies,  especially  from  out  of  the  State, 
that  a damage  has  been  done  to  shoes  and  hosiery  from 
walking  through  “that  stubble,”  as  they  term  it.  Other 
improvements  would  be  building  the  log  kitchen  which 
was  burned  before  we  secured  the  property;  also  a 
permanent  fence  around  the  boundary  of  one  acre.  If 
some  rich  person  would  remember  the  shrine  in  his  will 
for  a modest  sum  and  quickly  pass  on  to  his  reward,  it 
would  help. 

Respectfully  submitted, 

Clarence  Porter  Jones,  Chairman. 


Report  of  Committee  to  Arrange  Program  for  the 
Health  Division  of  the  Virginia  Conference  of 
Social  Work 

To  THE  House  of  Delegates,  Medical  Society  of  Vir- 
ginia: 

As  per  request  of  your  president,  this  committee  ar- 
ranged the  program  for  the  Health  Division  of  the  an- 
nual meeting  of  the  Virginia  Conference  of  Social  Work 
which  was  held  at  Roanoke  in  March  of  this  year.  This 
section  of  the  Conference  held  three  sessions,  each  with 
a different  theme.  First,  the  “Social  and  Public  Health 
Aspects  of  Venereal  Diseases,”  second,  “Medical  Care 
for  the  Indigent  Sick  and  Low  Income  Groups,”  and 
third,  “Health  Education  and  Methods  of  Appraising 
Local  Health  Needs  and  Facilities.” 

These  subjects  were  well  presented  and  ablj'  discussed. 
It  is  to  be  regretted  that  not  more  physicians  heard  these 
discussions.  At  the  last  session  the  Findings  Committee 
made  the  following  recommendations: 

Report  and  Reco.mmendations  of  the  Findings  Commit- 
tee OF  THE  Division  of  Public  Health  and  Medical 
Care  of  the  Virginia  Conference  of 
Social  Work,  1936 

1.  The  Division  on  Public  Health  and  Medical  Care 
of  the  V'irginia  Conference  of  Social  Work  con- 
tinues to  endorse  the  recommendations  of  the  Pub- 
lic Health  Section  of  the  1935  Conference  and  recom- 
mends the  continuation  of  efforts  to  carry  out  this 
report. 
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II.  We  also  endorse  the  program  and  efforts  of  the 
State  Health  Commissioner  to  extend  rural  health 
work  in  Virginia. 

III.  We  endorse  the  program  of  the  Child  Conservation 
Committee  of  Virginia  and  urge  that  every  effort 
be  made  to  promote  its  efforts  toward  the  expan- 
sion of  State  and  local  programs  for  tuberculosis 
control,  venereal  disease  control,  sight-saving,  im- 
munization, tonsil  and  adenoid  clinics,  and  other 
services  for  the  indigent  sick. 

IV.  We  recommend  that  a continuing  committee  of  the 
Medical  Society  of  Virginia  lend  its  efforts  through- 
out the  year  toward  the  carrying  out  of  these  recom- 
mendations and  we  further  recommend  that  this 
committee  cooperate  and  coordinate  its  efforts 
wherever  possible  with  those  of  the  Child  Conser- 
vation Committee  and  other  committees  working 
for  improvement  of  State  health  problems. 

V.  We  further  recommend  that  this  committee,  in  co- 
operation with  other  groups  in  the  State,  develop  a 
program  for  the  interpretation  to  and  education  of 
the  community  at  large  concerning  health  needs  in 
the  State,  with  the  objective  of  creating  public  sup- 
port for  the  development  of  adequate  health  pro- 
grams throughout  the  State. 

f W.  P.  Jackson,  M.  D., 

C.  B.  Ransone,  M.  D., 
Commifiee-I  T.  J.  Hughes,  M.  D., 

C.  L.  Gotland,  M.  D., 

B.  B.  Bagby,  M.  D., 

R.  W.  Garnett,  M.  D. 


The  Conference  at  its  final  business  session  voted  to 
organize  the  Virginia  Welfare  Council.  As  many  prob- 
lems concerning  public  health  and  treatment  of  disease 
will  doubtless  be  presented  before  the  Council,  it  seemed 
advisable,  and  the  Council  requested,  that  one  of  its 
members  be  a representative  from  the  Medical  Society 
of  Virginia.  Therefore,  subject  to  your  approval,  I rec- 
ommend that  a member  of  our  Society  be  appointed  to 
represent  us  in  the  proceedings  of  the  Council. 

In  accordance  with  action  by  the  House  of  Delegates 
at  our  1935  session,  the  Medical  Society  of  Virginia  ac- 
cepted the  responsibility  for  sponsoring  the  program  of 
the  Health  Division  at  each  annual  meeting  of  the  Vir- 
ginia Conference  of  Social  Work  and  the  president  was 
empowered  to  appoint  this  committee. 

Respectfully  submitted, 

W.  P.  Jackson,  Chairman. 

Report  of  the  Committee  on  Maternal  Welfare 

The  Maternal  Welfare  Committee  of  the  Medical  So- 
ciety of  Virginia  met  on  Sunday,  May  3,  1936,  in  Rich- 
mond, Va. 

Members  of  the  Committee  present  were: 

Dr.  Greer  Baughman,  Richmond. 

Dr.  F.  O.  Plunkett,  Lynchburg. 

Dr.  C.  J.  Andrews,  Norfolk. 

Dr.  T.  J.  Williams,  Chairman,  University.  ^ 

Also  present  at  the  meeting  were  the  following  ob- 
stetricians and  gynecologists; 


Dr.  Joseph  Bear,  Richmond. 

Dr.  William  Bickers,  Richmond. 
Dr.  B.  H.  Gray,  Richmond. 

Dr.  Harrison  Picot,  Richmond. 

Dr.  M.  P.  Rucker,  Richmond. 

Dr.  H.  S.  Spalding,  Richmond. 

Dr.  A.  L.  Stratford,  Richmond. 

Dr.  W.  D.  Suggs,  Richmond. 

Dr.  J.  M.  Whitfield,  Richmond. 
Dr.  H.  H.  Ware,  Jr.,  Richmond. 
Dr.  E.  S.  Groseclose,  Lynchburg. 
Dr.  G.  Bentley  Byrd,  Norfolk. 

Dr.  P.  E.  Thornhill,  Norfolk. 

Dr.  M.  B.  Savage,  Norfolk. 

Dr.  W.  R.  Payne,  Newport  News. 
Dr.  J.  M.  Nokes,  University. 


With  this  group  as  a nucleus,  an  obstetrical  and 
gynecological  society  was  organized  to  be  known  as  the 
Virginia  Obstetrical  and  Gynecological  Society,  whose 
object  is  to  advance  the  study  and  practice  of  obstetrics 
and  gynecology  in  the  State  of  Virginia. 


Dr.  Williams  as  Chairman  of  the  Committee  read  let- 
ters from  Dr.  Fred  Adair,  Chairman  of  the  American 
Committee  on  Maternal  Welfare,  Inc.,  and  Dr.  1.  C. 
Riggin,  State  Health  Officer,  concerning  the  plans  of  fhe 
National  Committee  for  maternal  welfare  and  post- 
graduate instruction  under  the  provisions  of  the  Social 
Security  Legislation.  The  plans  for  a proposed  post- 
graduate course  of  instruction  in  obstetrics  in  Virginia 
were  freely  and  frankly  discussed  by  the  members  of 
the  Committee  and  by  the  members  of  the  Virginia  Ob- 
stetrical and  Gynecological  Society  present.  Consider- 
able skepticism  was  expressed  by  the  various  discussants 
regarding  the  success  of  an  exact  duplication  of  the 
course  given  by  Dr.  Lapham  a few  years  ago.  It  was  the 
general  feeling  that  the  course  should  not  be  given  in  the 
same  territory  as  that  covered  by  Dr.  Lapham,  and  that 
it  should  be  given  to  smaller  groups  of  physicians  in  the 
rural  areas.  The  Committee  agreed  to  cooperate  in  any 
possible  way  to  secure  the  success  of  the  course  of  in- 
struction in  obstetrics.  Dr.  Williams  was  instructed  to 
convey  the  opinion  of  the  Committee  to  the  State  Health 
Officer,  and  to  cooperate  with  him  in  any  way  possible 
to  secure  the  success  of  the  post-graduate  course. 


The  need  for  obstetrical  papers  on  the  program  of  the 
meeting  of  the  State  Society  was  discussed  and  Dr.  An- 
drews was  appointed  to  contact  the  program  committee 
of  the  State  Society  in  an  effort  to  have  an  obstetrician 
of  national  reputation  as  an  invited  guest  speaker  of 
the  Society  at  the  fall  meeting. 


The  meeting  adjourned  at  5:45  P.  M. 


Committee 


T.  J.  WlLI.IA.MS, 
John  O.  Boyd, 

F.  O.  Plunkett, 
C.  J.  Andrews, 
Greer  Baughman, 
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Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Fletcher  J.  Wright,  49  S.  Market  St., 
Petersburg. 

President-Elect — Mrs.  F.  D.  Wilson,  5352  Studley  Ave., 
Norfolk. 

Corresponding  Secretary — Mrs.  Meade  Edmunds,  Wal- 
nut Hill,  Petersburg. 

Recording  Secretary — Mrs.  Harold  W.  Potter,  70  33rd 
St.,  Newport  News. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Ave.,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  James  B.  Stone, 
15  Maxwell  Road,  Richmond. 

Our  Staunton  Meeting. 

The  fourteenth  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Virginia  will 
convene  in  Staunton,  October  13th,  14th  and  15th. 
.\n  annual  meeting  of  the  Auxiliary  is  always  an 
occasion  to  be  eagerly  anticipated  and  long  remem- 
bered. It  brings  about  the  meeting  of  old  friends 
and  the  making  of  new.  It  enables  the  members  to 
learn  what  the  “other  half”  of  the  auxiliary  groups 
are  accomplishing  in  various  localities  throughout 
the  State,  and  how  they  do  it.  An  annual  meeting 
stimulates,  it  strengthens,  and  it  spurs  us  on  to 
greater  achievements.  It  has  been  twelve  years  since 
Staunton  has  been  the  Convention  City  of  the  Med- 
ical Society  of  Virginia.  Its  picturesque  location 
makes  it  an  ideal  selection,  particularly  so  at  this 
time  with  the  newly  opened  Sykline  Drive  available. 
The  birthplace  of  Dr.  Ephriam  ^IcDowell  nearby 
in  Rockbridge  County,  not  far  from  Lexington, 
should  prove  of  particular  interest  to  our  Jane  Todd 
Crawford  Memorial  Committee.  A marker  was 
placed  at  the  site  in  1928  by  the  Medical  Society  of 
Virginia. 

A full  and  most  interesting  program,  both  busi- 
ness and  social,  has  been  prepared  by  the  Program 
Committee.  Dr.  Moncure,  President  of  the  ^ledical 
Society  of  Virginia,  has  urged  the  doctors  to  bring 
“their  better  halves,”  stating  that  “the  more  women 
we  have  at  these  meetings,  the  more  dignity  we  add 
to  the  occasion.”  Mrs.  Wright,  our  own  President, 
has  urged  that  we  adopt  the  slogan  “See  You  in 
Staunton”  during  the  few  remaining  weeks.  So 
plan  now  to  go,  and  by  your  presence,  make  this 
the  biggest  and  best  meeting  ever  held. 


Southern  Medical  Auxiliary. 

The  Woman’s  Auxiliary  to  the  Southern  Med- 
ical Association  will  hold  its  annual  meeting  in 
Baltimore,  Md.,  November  17th  to  20th.  It  is 
hoped  that  the  State  of  Virginia  will  have  a large 
representation  in  our  neighboring  city.  Remember 
the  dates,  and  try  to  arrange  to  attend. 


Abstracts 

Vacation  Post-Graduate  Cruise,  Seaboard 
Medical  Association  of  Virginia  and  North 
Carolina,  S.  S.  Reliance,  June  14-19,  1936. 

( Continued  from  page  382. J 

Mechanical  Derangements  or  the  Semilun.ar 
Cartilages  or  the  Knee 
A.  R.  Shands,  M.  D.,  Durham,  N.  C. 

Dr.  Shands  stated  that  injuries  to  the  semilunar 
cartilages  constitute  75  per  cent  of  the  internal  de- 
rangements. He  had  operated  48  cases  with  a close 
follow-up  for  at  least  6 months  subsequent  to  opera- 
tion, after  each  patient  finished  hospitalization.  In 
addition.  Dr.  Shands  gave  his  results  in  experi- 
mentation on  dogs  to  obser\^e  regeneration  of  the 
semilunar  cartilage.  A major  portion  of  these  cases 
resulted  from  athletic  endeavor  especially  football. 
An  acute  injury  is  rather  difficult  to  diagnose  be- 
cause of  generalized  swelling,  tenderness,  etc.  Knees 
are  routinely  X-rayed  to  rule  out  bone  involvement. 
Conservative  measures:  rest  in  bed,  physiothermy, 
diathermy,  heating  pad,  massage  and  gradual  active 
and  passive  motions  as  swelling  subsides.  When  be- 
coming ambulatory,  use  crutches  and  a dressing 
which  allows  for  a certain  amount  of  flexion  and 
e.xtension,  but  no  lateral  motion. 

Following  resumption  of  weight,  if  the  cartilage 
has  been  injured  there  is  felt  by  the  patient  a sensa- 
tion of  “slipping”  and  insecurity  of  the  joint.  With- 
out apparent  reason  the  knee  “gives  way,”  causing 
one  to  fall  to  the  ground, — usually  sharp  stabbing 
pain.  Upon  arising  he  may  not  be  able  to  straighten 
knee  or  move  joint, — complete  or  partial  locking.  In 
such  as  instance  the  removal  of  the  cartilage  is  the 
correct  procedure. 

As  soon  as  operative  wound  heals  a moulded 
leather  knee  brace,  modification  of  the  Jones  knee 
cage,  should  be  worn  for  six  to  eighteen  months. 

Of  the  forty-eight  cases,  thirty-five  were  males, 
thirteen  females,  youngest  fifteen,  oldest  forty-three 
years;  average  age  23.4  years.  The  right  knee  was 
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affected  sixteen  times,  left  knee  thirty-two.  Thirty- 
seven  cases  occurred  in  the  sports,  five  in  industry 
and  six  in  miscellaneous  accidents. 

Results  were,  thirty-four  good,  nine,  fair,  four, 
poor,  one,  questionable.  Thirty  of  the  cases  returned 
to  the  sports  after  operation. 

Dr.  Shands  reported  the  result  of  removing  semi- 
lunar cartilage  from  dogs’  knees, — eight  cases  stud- 
ied. The  dogs  were  sacrificed  and  regeneration  of 
the  cartilage  was  definitely  a fact. 

The  outstanding  facts  evident  in  the  study  of 
forty-eight  cases  semilunar  cartilage  injury  are: 

1 . Seventy-seven  per  cent  occurred  in  sports. 

2.  All  except  two  before  operation  complained  of 
pain,  slipping,  giving  away  or  catching,  and  swell- 
ing of  the  joint,  and  all  except  eight  had  episodes 
of  complete  or  partial  locking. 

3.  Forty-six,  or  ninety-six  per  cent,  before  opera- 
tion had  definite  tenderness  over  the  affected  carti- 
lage, fifty  per  cent  had  limitation  of  extension.  Two 
had  a definite  palpable  mass  over  the  affected  carti- 
lage. 

4.  There  are  six  times  as  many  internal  carti- 
lages affected  as  e.xternal.  Fifty  per  cent  had  an 
anterior  third  fracture  of  the  cartilage  and  si.xteen 
or  thirty-two  per  cent  were  bucket-handle  fractures. 
.\n  average  of  eighty-eight  per  cent  of  the  cartilage 
was  removed. 

5.  After  operative  removal  of  the  cartilage  or 
cartilages  there  are  seventy-one  per  cent  good  results, 
and  sixty-nine  per  cent  expressing  complete  satisfac- 
tion with  the  result.  Si.xty-one  per  cent  engaged  in 
sports  after  operation.  In  forty  per  cent  the  opera- 
tive knee  is  as  good  as  the  normal  knee. 

6.  Pain  is  the  outstanding  postoperative  com- 
plaint in  fifty  per  cent  and  weakness  and  limitation 
of  motion  is  present  in  twenty-nine  per  cent. 

7.  Removal  of  the  semilunar  cartilage  with  a 
mechanical  derangement  is  a well  justified  proce- 
dure. 

8.  The  semilunar  cartilage  does  definitely  re- 
generate after  removal  in  a dog’s  knee. 

Tuberculosis  in  Infancy  and  Childhood 
James  B.  Sidbury,  M.  D.,  Wilmington,  N.  C. 

Tuberculosis  in  infancy  is  preventable.  A child 
should  not  nurse  a tuberculous  mother;  to  do  so  it 
signs  its  own  death  warrant.  The  mother  may  have 
a chronic  cough  not  malignant  to  her,  but  fatal  to 
the  child.  No  woman,  relative,  servant  or  anyone 
with  a cough  should  be  allowed  to  care  for  a child. 


Those  who  have  had  a slight  cough  for  ten  years  or 
so,  who  seem  to  be  in  excellent  health,  yet  spraying 
the  infection  all  around  and  over  the  child,  are  the 
hardest  persons  to  convince  of  their  danger,  and  are 
the  most  resentful  and  malignantly  spiteful  to  the 
doctor  when  he  does  his  imperative  duty  in  inform- 
ing them  they  must  not  handle  or  go  near  a young 
child.  Tuberculosis  is  insidious  in  children.  The 
child  may  have  the  focus  implanted  and  be  years 
developing  into  an  active  lesion.  The  responsibility 
rests  with  the  physician.  Every  child  should  be 
given  a thorough  examination.  Every  tooth,  his  ton- 
sils, adenoids  and  sinuses  should  be  checked  over; 
and  if  there  is  still  afternoon  depression  or  fever, 
make  a tuberculin  test;  if  this  is  negative  look  fur- 
ther. If  positive  take  an  X-ray  picture;  from  four 
to  eight  per  cent  give  negative  tests  when  there  is 
tuberculosis;  therefore,  “one  swallow  does  not  make 
a summer.”  All  children  are  born  with  tuberculosis; 
if  there  is  not  tubercular  contact  to  hinder  the  child 
till  he  is  five  years  old,  he  will  have  by  his  own  re- 
sistance cured  himself  of  the  focus  at  birth,  but  will 
have  established  a resistance  to  the  disease  which  is 
well  nigh  impenetrable.  It  is  not  one  focus  which  is 
the  dangerous  item;  but  the  continued  re-infecting 
the  child,  many  times  a day  by  the  contact’s  sputum 
in  fine  droplets  in  the  atmosphere  of  the  room,  which 
bears  down  on  the  child’s  natural  resistance  and 
overcomes  it.  Tests  by  tuberculin  and  X-ray  com- 
bined will  reveal  that  there  is  an  active  focus,  or  has 
been  an  active  focus  sufficient  to  have  left  a scar  or 
scars,  ten  per  cent  in  infants  one  year  old;  thirty 
per  cent  in  persons  ten  years  old,  and  ninety  per  cent 
in  persons  thirty  years  old.  After  finding  active 
tuberculosis,  ever>’  member  of  the  family,  ever}’  ser- 
vant should  be  examined  and  tested  to  find  the  car- 
rier-contact. We  are  missing  lots  of  cases  of  easily 
curable  tuberculosis  by  not  having  a universal  X-ray 
study  of  all  young  children.  Many  children  who 
have  active  tuberculosis  are  over-weight.  The  ten- 
dency in  all  infants  is  to  recover  if  the  contacts  are 
kept  away  (i.e.,  all  persons  who  cough  fresh  germs 
around  the  vicinity  of  the  child  several  times  a day). 
Fortunate  is  the  group  of  young  children,  often,  for 
the  mother  to  die.  For  so  many  devoted  mothers  can 
not  be  made  to  see  the  importance  of  not  coughing 
around,  kissing  and  fondling  the  children. 

People  are  educated  to  have  pigs,  cows  and  sheep 
tested  regularly  for  tuberculosis  but  have  to  be 
urged,  and  re-urged  to  have  their  children  tested;  at 
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the  same  time  many  more  children  have  tuberculosis 
in  proportion  than  domestic  animals. 

Sunshine  Rash  and  Pellagr.a 

JuLi.AN  M.  Rueein,  M.  D.,  Durham,  X.  C. 

Dr.  Ruffin  in  his  able  address  reviewed  the  litera- 
ture accumulated  on  the  relationship  betw’een  expo- 
sure to  sunlight  and  the  development  of  skin  lesions 
in  pellagra.  He  also  related  the  results  of  an  inves- 
tigation during  the  last  four  years  in  conjunction 
with  Dr.  David  T.  Smith  and  others  at  the  Duke 
Hospital  to  determine  which  of  the  conflicting  views 
seemed  to  be  more  promising  to  solve  the  matter  of 
etiology.  There  were  134  cases  studied,  each  case 
being  admitted  to  the  hospital;  there  were  varying 
degrees  of  morbidity,  a number  being  desperately  ill 
on  admission;  six  of  the  latter  died  shortly  after  ad- 
mission. Autopsy  carefully  made  in  these  six  re- 
vealed no  pathology  except  that  which  would  be 
found  in  marked  anaemia.  The  study  of  the  nen’ous 
tissues  as  well  as  the  gastro-intestinal  mucosa  micro- 
scopically revealed  no  patholog}’.  On  hospitaliza- 
tion these  patients  were  prevented  from  exposure  to 
sun’s  rays  and  any  other  form  of  strong  heat;  they 
were  placed  on  a basic  diet  with  adequate  vitamins, 
minerals,  proteins,  fats  and  carbohydrates  with  the 
exception  of  the  P-P  factor  of  Goldberger.  Dr.  Ruf- 
fin said  in  response  to  a question  that  the  diet  was 
the  normal  Duke  Hospital  diet  with  a more  liberal 
allowance  of  red  meats,  eggs,  milk  and  green  vege- 
tables. The  dermatitis  described  varied  from  an 
er}-thema  wdth  vesiculation  to  heavily  crusted,  indu- 
rated lesions,  and  was  indistinguishable  from  the 
skin  lesions  of  spontaneous  pellagra.  These  cases, 
except  the  very  ill  ones,  made  a more  or  less  rapid 
recovery;  however,  all  recovered  except  the  six  prev- 
iously mentioned. 

spectacular  feature  in  this  series  was  that  after 
the  patients  were  free  of  symptoms  and  still  re- 
mained on  the  basic  diet,  skin  lesions  with  return  of 
sore  tongue  and  gastro-intestinal  s}'mptoms  recurred 
when  these  patients  were  exposed  to  the  sun  for  a 
period  of  thirty  minutes  a day  for  four  or  five  days. 
.•\t  each  time  a control  was  also  subjected  to  the 
same  exposure.  Each  patient  leaving  the  hospital 
who  kept  on  the  basic  diet  and  did  not  expose  his 
body,  hands,  arms,  face,  etc.,  to  sunlight  or  other 
sources  of  intense  heat  remained  well.  Several  such 
cases  returned  who  had  disregarded  this  injunction, 
and  on  leaving  the  hospital  the  second  time  profited 


by  their  sad  experience  and  kept  well.  Dr.  Ruffin 
said  that  in  former  days  when  women  wore  sun- 
bonnets  which  amply  protected  the  face  from  direct 
sunlight,  and  w’ore  stockings  and  gloves  to  the  finger 
tips,  they  did  not  have  pellagra.  He  also  stated  that 
pellagra  is  lowest  in  incidence  in  December  and 
highest  in  June.  One  of  the  cases  studied  was  that 
of  a tjqiical  rash  on  hands  and  arms  wdth  the  other 
s>Tnptoms  in  a worker  exposed  to  heat  rays,  as  iron 
worker.  He  also  confirmed  a question  asked,  that 
infra-red  rays  will  provoke  an  attack  of  pellagra 
in  a susceptible  person.  Yet,  with  the  many  illus- 
trated slides  and  case  histories,  one  is  forced  to  con- 
clude that  pellagra  is  a deficiency  disease  due  prim- 
arily to  an  unbalanced  diet,  in  a person  susceptible 
(which  he  terms  a “pellagrin”)  and  an  allergic  re- 
action to  sunlight  (or  other  forms  of  intense  heat). 
He  noticed  that  many  pellagrins  have  disordered 
glands  on  the  skin  of  the  face,  especially  near  the 
nostrils  and  on  the  forehead  (blackheads,  etc.). 

The  reactions  which  occur  after  a pellagrin  in  the 
deficient  diet  state  exposes  himself  to  the  sun  are 
dramatic  in  onset,  alarming  in  severity,  and  not  in- 
frequently fatal.  The  usual  story  is  that  the  patient 
subsisting  upon  a deficient  diet,  with  vague  sv-mp- 
toms,  though  still  able  to  work,  exposes  himself  to 
the  direct  rays  of  the  sun  during  early  spring  and 
summer.  Within  a few  hours  a burning  and  itching 
sensation  is  noted  over  the  exposed  areas.  This  is 
followed  twenty-four  to  thirty-six  hours  later  by  a 
fier}'  red  erjlhematous  rash.  Vesiculation  appears, 
accompanied  by  induration,  dr}’  crusts  or  secondary 
infection.  The  bright  red  er}’thema  changes  to  a 
dull  bronze  and  finally  to  a deep  brown.  Following 
the  initial  erythema,  the  mouth  and  tongue  become 
red  and  sore  and  a diarrhoea  appears.  Dementia 
may  develop  without  warning  and  is  always  an 
ominous  sign. 

From  the  study  of  the  cases  as  narrated  by  Dr. 
Ruffin,  one  is  forced  to  conclude  that  a pellagrin  is 
seasonally  subjected  to  pellagra  if  he  is  deficient  in 
his  diet  habits  and  exposes  himself  to  the  intensity 
of  solar  radiation;  and  whether  pellagra  is  an  entity 
or  syndrome,  it  is  a proven  fact  that  exposure  of  a 
susceptible  individual  subsisting  upon  a deficient 
diet  to  the  sun’s  rays  precipates  the  acute  manifes- 
tations of  pellagra. 

Clarence  Porter  Jontes,  M.  D., 

Secretary. 

(To  be  continued) 
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Truth  About  Medicine 


New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Nonofficial 
Remedies: 

Gas  Gangrene  Antitoxin. — An  anaerobic  antitoxin 
(New  and  Nonofficial  Remedies,  1936,  p.  360)  prepared 
from  the  serum  of  horses  which  have  been  immunized 
against  the  toxins  of  Cl.  IVelchii  (perfringens)  and  Cl. 
oedematis-maligni  (vibrion  septique).  It  is  marketed  in 
packages  of  one  vial  containing  10,000  units  of  Clo- 
stridium Welchii  antitoxin  and  10,000  units  of  Clo- 
stridium oedematis-maligni  antitoxin.  E.  R.  Squibb  & 
Sons,  New  York,  N.  Y. 

Tetanus-Gas  Gangrene  Antitoxin. — An  anaerobic  anti- 
toxin (New  and  Nonofficial  Remedies,  1936,  p.  360) 
prepared  from  the  serum  of  horses  which  have  been 
immunized  against  the  toxins  of  Cl.  tetani  (tetanus). 
Cl.  Welchii  (perfringens),  and  Cl.  oedematis-maligni 
(vibrion  septique).  It  is  marketed  in  packages  of  one 
syringe  containing  1,500  units  of  Clostridium  tetani  anti- 
toxin, 2,000  units  of  Clostridium  Welchii  antitoxin,  and 
2,000  units  of  Clostridium  oedematis-maligni  antitoxin. 
E.  R.  Squibb  & Sons,  New  York,  N.  Y.  (7.  A.  M.  A., 
August  1,  1936,  p.  354.) 

Propaganda  for  Reform 

Foods  for  Weight  Reduction. — The  Council  on  Foods 
reports  that  it  is  now  possible  to  plan  for  the  person 
whose  natural  tendency  is  to  eat  beyond  his  caloric  re- 
quirements a diet  which  will  enable  him  to  burn  ac- 
cumulated body  fat  and  at  the  same  time  protect  him 
from  the  dangers  of  undernutrition.  A reducing  diet  is 
most  successful  when  it  differs  radically  from  the  in- 
dividual’s eating  habits.  The  natural  foods  of  which 
■such  a diet  principally  ought  to  be  composed  are  skimmed 
milk,  leafy  vegetables  prepared  without  fat  of  any  kind, 
fruits  without  added  sugar,  and  lean  meats.  In  addition, 
vitamins  A and  Bj^  must  be  supplied  in  concentrated 
form.  Under  circumstances  such  that  the  foods  named 
are  obtainable  with  difficulty,  special  foods  of  low  energy 
value  may  be  used  to  enrich  the  reducing  diet  in  pro- 
tein, minerals  and  vitamins.  It  is  important  that  the 
contributions  to  the  day’s  diet  made  by  any  so-called  re- 
ducing food  be  clearly  indicated.  If  the  product  is  in- 
tended to  replace  one  or  two  meals  a day,  suitable  sug- 
gestions for  the  other  meal  or  meals  should  be  made. 
The  advertising  also  should  carry  a statement  that  diet- 
ing to  reduce  is  not  without  certain  dangers,  and  it 
should  be  undertaken  only  under  medical  guidance.  Foods 
intended  as  adjuncts  to  restricted  diets  will  be  accepted 
under  the  category  of  special  purpose  foods,  with  the 
restrictions  as  to  advertising  which  apply  to  Special  Pur- 
pose Foods,  provided  always  that  the  name  of  the  prepa- 


ration is  accompanied,  wherever  it  appears  on  the  label 
or  ad,vertising,  by  the  statement  “Food  Supplement  for  a 
Reducing  Diet.”  (7.  A.  M.  A.,  August  8,  1936,  p.  431.) 


Book  Announcements 

Bewildered  Patients.  By  MARIAN  S.  NEWCOMER. 
M.  D.  Hale,  Cushman  & Flint.  Boston.  1936. 
Octavo  of  xvi-323  pages.  Cloth.  Price,  $1.75. 

Undoubtedly  within  the  covers  of  this  book  is 
found  advice  on  many  subjects  of  help  to  patients 
and  prospective  patients  of  doctors.  Nevertheless, 
the  extraneous  matter,  the  somewhat  technical  de- 
scription of  certain  phases  of  anatomy  and  physiol- 
ogy, and  the  author’s  attitude  toward  the  reader  as 
disclosed  by  the  style  of  writing  interfere  with  the 
benefits  which  otherwise  might  be  derived  from  this 
educational  treatise.  There  is  too  much  of  an  at- 
titude of  adult  to  child  instruction  for  it  to  make 
the  appeal  it  deserves  in  so  far  as  subject  matter  is 
concerned.  William  R.  Jordan,  M.  D. 

Arthritis  and  Rheumatic  Disease.  By  MAURICE  F. 
LAUTMAN,  M.  D.,  Consultant  to  the  United  States 
Public  Health  Service  Clinic  and  Director  of  the 
Department  for  the  Study  of  Arthritis,  Levi  Memo- 
rial Hospital,  Hot  Springs,  Arkansas.  With  a Fore- 
word by  MORRIS  FISHBEIN,  M.  D.,  Editor,  Jour- 
nal of  the  American  Medical  Association.  New 
York.  Whittlesey  House.  McGraw-Hill  Book  Com- 
pany, Inc.  1936.  Octavo  of  xxii-177  pages.  Illus- 
trated. Cloth.  Price,  $2.00. 

The  author  states  that  “the  main  purpose  of  this 
book  is  to  give  the  patient  who  is  threatened  with 
arthritis  or  who  is  already  suffering  from  the  disease 
sufficient  information  pertaining  to  the  cause  and 
treatment  of  his  trouble  to  enable  him  to  determine 
whether  or  not  the  treatment  which  he  is  receiving 
is  adequate  and  intelligent,  and  to  place  him  in  a 
better  position  to  judge  whether  or  not  he  is  making 
favorable  progress.”  When  one  considers  the  vari- 
ability of  the  course  of  arthritis  and  the  controversies 
that  have  been  waged  both  over  the  etiology  and 
treatment  of  this  disease,  one  must  wonder  if  the 
author  has  not  undertaken  an  impossible  task.  At 
any  rate  it  is  the  reviewer’s  opinion  that  this  book 
will  not  fulfill  the  aims  of  the  writer. 

The  book  discusses  the  etiology,  s>Tnptoms  and 
treatment  of  arthritis  with  particular  reference  to 
diet  and  physiotherapy.  As  a whole  it  is  well  writ- 
ten, yet,  it  is  doubtful  if  the  average  practitioner 
by  reading  this  book  will  learn  much  of  a practical 
value  that  is  not  already  generally  known. 

Harry  Walker,  M.  D. 
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Editorial 


A Centenary  Worth  Celebrating. 

-Although  the  Army  Aledical  Library  was  founded 
one  hundred  years  ago  it  was  not  until  after  vhe 
Civil  War  that  it  received  the  impetus  which  placed 
it  in  its  unique  position  as  the  world’s  greatest  med- 
ical library.  General  Joseph  K.  Barnes  was  sur- 
geon general  at  that  time.  Finding  himself  in  the 
possession  of  an  impressive  fund  which  was  no 
longer  needed  for  the  purchase  of  diets  and  neces- 
sities for  the  sick  of  the  army,  General  Barnes  saw 
to  it  that  $80,000  was  allotted  to  the  improvement 
of  the  Army  Aledical  Library.  General  John  Shaw 
Billings  was  made  Librarian,  and  Congress  was  in- 
duced to  begin  its  annual  Library  appropriations.' 
With  money  and  Billings  the  Library  grew  by  leaps 
and  bounds.  Rare  books  were  cheap  in  Europe  at 
that  time  and  the  Librarian  bought  lavishly.  At  the 
same  time  he  spared  no  pains  to  build  up  the  period- 
ical literature  of  the  Library.  The  preparation  of 
an  index  catalogue,  now  including  some  forty-five 
large  volumes,  was  begun,  followed  by  the  Index 
Medicus,  a monthly  index  of  all  new  medical  books 
and  articles  published  in  the  world.  Now  known  as 
the  Quarterly  Cumulative  Index  Medicus  of  The 
Journal  of  the  American  Medical  Association,  it  is 
more  directly  in  the  hands  of  organized  medicine. 
There  is  nothing  in  the  world  in  their  field  to  equal 
these  two  publications  of  the  Army  Librar}',  offer- 
ing as  they  do  access  to  a vast  medical  literature 


numbering  hundreds  of  thousands  of  books  and 
more  than  a million  pamphlets  and  articles. 

On  November  16  the  one  hundredth  anniversary 
of  this  great  .American  Aledical  Institution  will  be 
observed  with  proper  ceremonies  in  the  Library 
building  in  Washington. 

In  Defense  of  Allergy. 

There  are  probably  many  readers  of  the  Atlantic 
Monthly  who  read  with  an  appreciative  chuckle  a 
contribution  to  the  Contributor’s  Club  of  the  July 
issue  of  that  magazine,  entitled  Allergy.  The.  anony- 
mous author  might  have  given  it  the  subtitle  “The 
allergic  Airs.  \\'erfel  suffers  at  the  hands  of  the 
allergist  Dr.  Wattle.” 

“Expectantly,”  so  runs  the  account,  this  allergist 
“produced  his  tray  of  concentrated  poisons,  two  hun- 
dred vials  containing  such  deadly  extracts  as  those 
of  the  soybean,  the  dill  pickle,  kohl-rabi,  nutmeg, 
and  canary  feathers  E.xpectantly,  with  his  tiny 
flat  instrument,  ne  coerced  one  hundred  varying  sub- 
stances into  each  of  Mrs.  Werfel’s  arms.  At  the 
end  of  the  two  hours  which  the  operation  consumed, 
her  arms  bloomed  like  the  rose,  but  with  hives.” 

Cheerfully  Airs.  Werfel  was  told  “that  she  was 
intolerant  to  barley,  oats,  wheat,  buckwheat,  casaba, 
rice,  cocoa,  coffee,  tea,  tobacco,  artichoke  (French), 
artichoke  (Jerusalem),  asparagus,  the  navy  bean, 
beet,  broccoli,  Brussels  sprouts,  not  to  mention 
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chives,  corn,  cottonseed,  cucumber,  dandelion,  pars- 
ley, parsnips,  peas,  pimento,  potato,  pumpkin,  as 
\vell(  as  garlic,  ginger,  hops,  malt,  mustard,  nutmeg, 
paprika,  peppers,  psyllium  seed,  sage,  senna — as 
time  went  on  she  dozed,  missing  the  fruit,  the  fish, 
the  nut,  the  fabric,  the  feathers,  the  powder,  the 
bacillus  classes,”  and  cheerfully  she  was  instructed 
to  confine  her  diet  to  “butter,  heavy  cream,  goat 
milk,  Parmesan  cheese,  egg  w'hite,  duck  egg,  goose 
egg,  gelatin,  pork,  rabbit,  fig,  lemon,  butterfish,  but- 
ternut.” 

When  jaundice  reduced  this  diet  to  the  starvation 
proportions  of  gelatin  and  butternut.  Dr.  Wattle 
came  to  the  rescue  wdth  “a  really  miraculous  se- 
rum,” which  he  assured  her  would  make  future  diet- 
ing completely  unnecessary,  if  she  would  be  patient, 
for  it  naturally  took  time  for  the  system  to  be 
“properly  stabilized.” 

For  three  years  he  juggled  the  dosage  for  “ex- 
treme stimulation  or  extreme  depression  followed  if 
the  amount  administered  was  too  large  or  too  small,” 
and  “the  physician  could  only  judge  from  the  pa- 
tient’s reports,”  and  when  Mrs.  Werfel  was  ready 
to  jump  off  a bridge.  Dr.  Wattle  was  ready  to  save 
her  with  “the  perfect  diet,  the  diet  that  does  away 
with  all  serums,  the  fat-free  diet.” 

“But,”  said  the  now  completely  bewildered  Mrs. 
Werfel,  “I  thought  butter  and  cream,  according  to 
the  skin  tests,  . . .” 

“Skin  tests,”  observed  Dr.  Wattle,  “served  their 
purpose  for  a time,  but  we  have  since  discovered 
them  to  be  misleading.  The  fat-free  diet,  on  the 
other  hand,  is  universal.  Moreover,  you  must  re- 
member, that  there  is  a certain  type  of  allergy.  . . .” 

.^t  the  risk  of  being  considered  utterly  devoid  of 
humor  for  treating  seriously  such  a delightful  exer- 
cise in  the  art  of  poking  fun,  it  should  be  said  in 
all  fairness  that  this  is  not  the  true  picture  of  allergy 
in  the  hands  of  the  true  allergist,  though  it  may  be 
the  true  picture  of  allergy  in  the  hands  of  the  pro- 
fessional racketeer.  Forty  years  ago  all  specializa- 
tion had  to  run  the  gauntlet  of  this  same  type  of 
criticism  and  offered  the  same  kind  of  temptation 
to  unscrupulous  men.  Fortunately  the  future  of 
allergy  is  in  the  hands  of  broad  gauge,  scientificalh’ 
trained  men,  and  allergy  clinics  such  as  those  con- 
ducted by  Rackemann  at  the  Massachusetts  General 
Hospital,  Cooke  at  the  Roosevelt  Hospital,  and  Gay 
at  the  Johns  Hopkins  Hospital  are  placing  the 
specialty  upon  a sound  and  useful  basis,  in  which 


the  parade  of  innumerable  skin  tests  plays  but  a 
minor  role.  The  solution  of  allergic  problems  re- 
quires the  keenest  clinical  acumen,  the  assistance  of 
other  specialists,  and  a minimum  of  reliance  upon 
public-impressing  manoeuvres. 

Public  Enemy  No.  1. 

We  are  told  that  the  incidence  of  syphilis  in  the 
United  States  is  fifty  times  greater  than  in  the  Scan- 
dinavian countries  and  that  our  morbidity  rates  re- 
main stationary  while  those  for  Norway,  Sweden, 
Denmark  and  Great  Britain  have  been  enormous!}’ 
reduced  in  recent  years.  We  think  we  know  why 
this  is  and  we  think  we  know  what  to  do  about  it. 
The  first  step  has  been  taken  in  ending  the  con- 
spiracy of  silence  in  regard  to  the  disease.  Syphilis 
is  now  being  talked  and  written  about  under  its  own 
name.  Newspapers  are  no  longer  afraid  to  print  the 
word,  and  “nice  people”  are  no  longer  ashamed  to 
speak  it.  It  stalks  our  stages  as  it  stalks  our  land. 
It  was  recently  noted  at  a performance  of  Dead 
End  in  New  York  City  that  between  acts  the  audi- 
ence talked  of  the  syphilitic  infection  of  one  of  the 
characters  in  the  play  more  freely  than  had  the  ac- 
tors themselves. 

In  the  writing  and  talking  about  syphilis  which 
now  seems  to  be  sanctioned  by  public  opinion,  the 
public  is  learning  some  astonishing  facts  about  the 
disease.  Our  Surgeon  General,  Dr.  ’Parran,  makes 
out  for  them  a serious  case  in  his  recent  article  in 
the  widely  read  Reader’s  Digest.  He  tells  them,  for 
example,  that  one  out  of  every  ten  adults  contracts 
the  disease,  that  seventeen  cases  were  recently  traced 
to  a single  party  where  a kissing  game  was  played, 
that  the  incidence  of  venereal  disease  in  several 
New  York  high  schools  has  been  so  high  in  the  last 
few  years  that  the  local  authorities  had  to  appeal 
for  state  aid  in  its  control. 

Not  only  must  the  public  be  told  about  the  fre- 
quency of  the  disease  and  made  familiar  with  the 
ways  by  which  it  is  contracted,  but  fresh  emphasis 
must  be  laid  on  its  consequences.  Few  laymen  know, 
for  example,  that  10  per  cent  of  insanity  and  18 
per  cent  of  cardiac  diseases  are  directly  due  to 
syphilis.  Most  effective,  however,  in  their  enlight- 
enment will  be,  not  scare  heads,  but  informative  an- 
nouncements in  newspapers,  public  squares,  ever}’- 
where,  of  the  facts  about  treatment,  where  proper 
treatment  can  be  had  at  little  or  no  e.xpense  and 
the  vital  importance  of  early  treatment.  The  dis- 
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ease  is  86  per  cent  curable  in  its  early  stages,  whereas 
less  than  one-half  respond  when  long  neglected. 

Publicity  in  regard  to  sj^ihilis  needs  to  reach 
philanthropists  and  legislators  as  well  as  its  victims, 
potential  and  actual.  It  should  be  known  that 
arsphenamin  renders  cases  non-infectious,  that  syph- 
ilis is  more  eradicable  than  malaria  or  poliomyelitis, 
that  treatment  of  a case  of  syphilis  is  only  one- 
fifth  as  expensive  as  the  treatment  of  a case  of 
tuberculosis.  Parran  claims  that  syphilis  can  be 
eradicated  for  what  has  been  spent  on  the  control 
of  one  animal  disease  alone. 

Whatever  we  think  of  methods  of  prevention  and 
cure  it  seems  now  agreed  that  syphilis  is  Public 
Enemy  No.  1,  and  as  such  it  must  be  eradicated. 

A Presidential  Candidate’s  View  of  Med- 
icine. 

The  socialization  of  medicine  which  many  phy- 
sicians have  recognized  as  a part  of  the  social  legis- 
lation of  the  New  Deal  has  been  little  talked  of  dur- 
ing recent  months.  One  can  be  sure,  however,  that 
this  is  a sleeping  and  not  a dead  issue.  When  the 
November  elections  are  over  there  is  the  possibility 
that  Senator  Wagner,  Miss  Perkins  and  ISIr.  Syden- 
stricker’s  successor  will  again  put  their  heads  to- 


gether to  evolve  further  social  legislation  for  the 
control  and  regulation  of  medicine.  We  feel  that 
we  know  the  attitude  of  the  present  administration 
toward  medicine.  Over  against  this  it  is  interest- 
ing to  weigh  the  words  of  a presidential  candidate 
who  appears  to  speak  the  language  of  organized 
medicine.  At  the  last  meeting  of  the  .'\merican 
Medical  Association  in  Kansas  City,  Governor 
.\lfred  M.  Landon  is  said  to  have  told  a large  and 
enthusiastic  audience  that  “IMedicine  will  not  will- 
ingly be  made  the  servile  instrument  of  politicians  or 
the  instrument  of  domineering  bureaucracy.  I pre- 
dict,” he  continued,  “that  the  tj-pical  .American 
physician  and  organized  medicine  as  a whole  will 
at  no  time  be  ready  for  any  scheme  of  regimentation, 
for  any  system  of  impersonalized  medicine  which  is 
totally  alien  to  the  best  traditions  of  the  .American 
practitioner  and  of  the  profession  as  a whole. 

“The  American  practitioner  will  not  be  a party  to 
destruction  of  that  individual,  personal  service  which 
has  been  the  occasion  of  a special  and  justifiable 
pride.”  Whatever  further  advances  are  made  in  the 
broadening  of  medical  service — and  there  will  be  an 
abundance  of  them — will  be  made,  so  far  as  he  is 
concerned,  in  accordance  with  the  fundamental  con- 
ditions of  previous  achievements. 


Proceedings  of  Societies 


The  Dickenson-Buchanan  County  Medical 

Society 

Was  re-organized  August  7th,  at  Haysi,  A'a.,  and 
now  has  a membership  of  eighteen.  At  this  time. 
Dr.  A.  S.  Richardson,  Grundy,  was  elected  presi-- 
dent;  Dr.  J.  C.  Moore,  Clintwood,  vice-president; 
and  Dr.  T.  C.  Sutherland,  Haysi,  secretary-treas- 
urer. The  second  meeting  was  held  at  Grundy  on 
September  11th,  and  was  ver}-  interesting  and  in- 
formative. At  this  time,  delegates  and  alternates 
to  the  State  meeting  in  Staunton  were  elected.  The 
next  meeting  will  be  held  at  Clintwood  on  October 
6th. 

The  Loudoun  County  Medical  Society 

Held  a special  meeting  on  the  evening  of  August 
21st,  at  the  home  of  its  secretary.  Dr.  W.  O.  Bailey 
in  Aldie,  A'a.  At  this  meeting,  addresses  were  made- 
by  Dr.  P.  St.  L.  Moncure  of  Norfolk,  president,  and 
Dr.  J.  Morrison  Hutcheson  of  Richmond,  president- 


elect of  the  Aledical  Society  of  A'irginia.  Dr. 
Charles  S.  White  and  Dr.  AA'illiam  J.  Mallory,  both 
of  AA’ashington,  gave  interesting  talks  also.  There 
were  about  sixty-five  people  in  attendance,  includ- 
ing physicians  from  Culpeper,  .Arlington,  Fairfax, 
Loudoun,  Prince  William  and  Fauquier  Counties. 

Halifax  County  Medical  Society. 

.At  the  annual  meeting  of  this  Society,  the  fol- 
lowing officers  were  elected  for  the  ensuing  year; 
President,  Dr.  D.  C.  Steelsmith,  South  Boston;  vice- 
president,  Dr.  C.  B.  AA'hite,  Halifax;  and  secretary- 
treasurer,  Dr.  Wm.  C.  Brann  (re-elected).  South 
Boston. 

The  Lynchburg  Academy  of  Medicine 

Met  in  regular  meeting  in  Lynchburg,  A'a.,  on 
September  14th,  at  w-hich  time  Drs.  Sam  AVilson, 
E.  A.  Harper,  and  F.  R.  Hopkins,  local  pediatric- 
ians, presented  a symposium  under  the  general  title 
of  “Urinar}’  Infections  in  Children.”  At  the  busi- 
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ness  session,  Dr.  Clyde  G.  O’Brien  of  Appomattox, 
Dr.  Geo.  Robt.  Carpenter  of  Brookneal,  Dr.  James 
Paul  Kent  of  Altavista,  and  Dr.  Carol  Margaret 
Rice  of  Sweet  Briar,  were  elected  to  active  member- 
ship. 

Dr.  J.  Henry  Rawlings  and  Dr.  John  Hundley, 
Jr.,  both  of  Lynchburg,  are  president  and  secretary- 
treasurer,  respectively,  of  this  Society. 

The  Southside  Virginia  Medical  Association 
Held  its  regular  quarterly  meeting  at  Piedmont 


Sanatorium,  Burkeville,  Va.,  on  September  8th. 
Papers  were  presented  by  Dr.  Rudolph  C.  Thom- 
ason, Dr.  Harrison  Picot,  Dr.  Walter  L.  Nalls,  and 
Dr.  Marshall  P.  Gordon,  all  of  Richmond,  and 
Dr.  John  A.  Proffitt,  Burkeville.  Following  the 
meeting,  dinner  was  served  for  the  members  and 
guests  in  the  Staff  dining-room  of  the  hospital. 

Dr.  L.  S.  Early,  Petersburg,  is  president  of  this 
Association,  and  Dr.  R.  L.  Raiford,  Franklin,  execu- 
tive secretary-treasurer. 


News  Notes 


All  Roads  Lead  to  Staunton — 

And  they  are  good  ones — for  the  si.xty-seventh 
annual  meeting  of  the  Medical  Society  of  Virginia. 
The  dates  are  October  13th,  14th  and  15th,  a lovely 
season  to  spend  a few  days  in  the  Virginia  moun- 
tains, so  why  not  pack  your  grip  and  be  among  those 
present  ? 

The  business  sessions  and  golf  will  hold  the  stage 
on  Tuesday,  until  the  evening,  at  which  session 
will  be  the  addresses  of  the  president,  Dr.  P.  St.  L. 
Moncure  of  Norfolk,  and  Dr.  Wm.  D.  Haggard  of 
Nashville,  Tenn.,  prominent  surgeon  and  a past 
president  of  the  American  Medical  Association.  On 
the  following  day.  Dr.  Lloyd  W.  Ketron  of  Johns 
Hopkins  University  will  be  the  guest  speaker,  and 
on  Thursday  wall  come  the  symposium  on  the  Endo- 
crines  in  Medicine.  This  means  a special  feature 
for  each  day  in  addition  to  the  volunteer  papers  on 
a wide  variety  of  subjects. 

On  the  social  side,  the  Local  Committee  has  ar- 
ranged for  a “smoker”  to  follow  the  Tuesday  eve- 
ning session.  Wednesday  evening  has  been  left 
open  for  alumni,  fraternity  or  special  society  din- 
ners, so  there  will  be  no  hurrj’ing  and  scurrying  to 
get  back  to  scientific  sessions.  Later,  that  evening, 
the  Augusta  County  doctors  have  arranged  a dance 
for  the  members  and  ladies  accompanying  them. 
In  this  connection,  pleasant  entertainment  has  also 
been  arranged  for  the  ladies  and  the  doctors  are 
urged  to  bring  their  wives  and  daughters. 

The  scientific  and  commercial  e.xhibits  will  be 
up  to  a high  standard  and  should  be  of  interest  to 
all  members. 

This  is  our  first  meeting  in  Staunton  in  twelve 


years,  so  let’s  show  our  appreciation  of  their  hos- 
pitality by  turning  out  in  large  numbers. 

Delegates  to  the  Staunton  Meeting. 

We  give  below  the  names  of  the  delegates  and 
alternates  whose  names  have  been  reported  by  com- 
ponent societies  as  their  representatives  to  our  Staun- 
ton meeting.  A few  societies  have  not  yet  reported 
but  we  hope  may  send  their  delegates  to  Staunton 
with  proper  'credentials.  Members  of  the  Council 
are,  of  course,  automatically  members  of  the  House 
of  Delegates. 

Delegate  Society  Alternate 

Accomac 

Dr.  John  W.  Robertson  Dr.  W.  M.  Burwell 

Albe.marle 

Dr.  J.  C.  Flippin  Dr.  R.  T.  Ergenbright 

Dr.  A.  D.  Hart  Dr.  M.  L.  Rea 

Alexandria 

Dr.  J.  A.  Gooch  Dr.  H.  A.  Latane 

Alleghany-Bath 

Dr.  R.  L.  Claterbaugh  Dr.  Thomas  Winn 

Dr.  M.  B.  Jarman  Dr.  S.  P.  Hileman 

Amelia 

Dr.  H.  C.  Rucker  Dr.  J.  M.  Habel 

Dr.  J.  M.  Habel,  Jr. 
Arlington 

Dr.  J.  H.  Walton  Dr.  R.  H.  Detwiler 

Augusta 

Dr.  Guy  Fisher 

Dr.  A.  F.  Robertson,  Jr. 

Bedford 

Dr.  C.  H.  Bondurant  Dr.  T.  P.  West 

Botetourt 

Dr.  W.  H.  Saunders  Dr.  S.  F.  Driver 

Culpeper 

Dr.  O.  K.  Burnette 
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Delegate  Society  Alternate 

Cumberland 

Dr.  N’ash  P.  Snead  Dr.  E.  B.  Nuckols 

D A N VH.I.  E - P ITTS  YL  V A N I A 

Dr.  P.  W.  Miles  Dr.  I.  C.  Harrison 

Dickenson-Buchanan 

Dr.  R.  L.  Phipps  Dr.  T.  C.  Sutherland 

Dr.  P.  Q.  Daniel  Dr.  A.  S.  Richardson 

Elizabeth  City 

Dr.  B.  E.  Hunt  Dr.  R.  H.  Wright,  Jr. 

Fairfax 

Dr.  F.  M.  Brooks  Dr.  W.  P.  Caton 


Fauquier 

Dr.  Wade  C.  Payne  Dr.  M.  B.  Hiden 

Floyd 

Dr.  J.  M.  Harman  Dr.  F.  Clyde  Bedsaul 

Fredericksburg 

Dr.  R.  J.  Payne 
Dr.  L.  F.  Lee 
Dr.  W.  A.  Harris 
Dr.  John  E.  Cole 

Halifax 

Dr.  Geo.  A.  Stover  Dr.  J.  D.  Hagood 


Hanover 

Dr.  Judson  T.  Vaughan  Dr.  Hawes  Campbell,  Jr. 

Ja.mes  City-New  Kent 

Dr.  J.  R.  Tucker  Dr.  A.  M.  Sneed 

Dr.  T.  B.  Henderson 
Dr.  B.  I.  Bell 

Lee 

Dr.  G.  B.  Setzler  Dr.  C.  H.  Henderson 

Dr.  T.  B.  Ely 
Dr.  J.  G.  McNiel 

Loudoun 

Dr.  G.  F.  Simpson  Dr.  H.  P.  Gibson 

Louisa 

Dr.  H.  S.  Daniel 


Lynchburg  Academy 

Dr.  J.  Henry  Rawlings  Dr.  J.  R.  Gorman 

Dr.  E.  G.  Scott  Dr.  John  Hundley 

Mecklenburg 

Dr.  W.  W.  Wilkinson  Dr.  A.  T.  Finch,  Jr. 

Mid-Tidewater 

Dr.  J.  M.  Gouldin 
Dr.  H.  F.  Hoskins 
Dr.  R.  D.  Bates 
Dr.  M.  H.  Harris 
Dr.  J.  W.  Smith 
Dr.  M.  H.  Eames 
Dr.  R.  R.  Hoskins 
Dr.  Clarence  Campbell 

Nansemond 

Dr.  C.  J.  Riddick  Dr.  O.  R.  Yates 

Nelson 

Dr.  S.  G.  Miller  Dr.  H.  G.  Dickie 


Delegate 

Dr.  J.  W.  Hunter 
Dr.  W.  B.  Martin 
Dr.  Claiborne  Willcox 
Dr.  F.  C.  Rinker 
Dr.  G.  H.  Carr 


Society 

Norfolk 


Alternate 

Dr.  J.  W.  Anderson 
Dr.  H.  G.  Ashburn 
Dr.  A.  A.  Burke 
Dr.  B.  A.  Doggett 
Dr.  A.  B.  Hodges 


Dr.  H.  L.  Denoon 


Northampton 


Northern  Neck 


Dr.  E.  R.  Moorman 
Dr.  R.  E.  Booker 
Dr.  J.  H.  Hare 
Dr.  E.  T.  Ames 


Northern  Virginia 


Dr. 

H.  H.  McGuire 

Dr. 

L.  M.  Allen 

Dr. 

C.  H.  Iden 

Dr. 

Frank  Tappan 

Dr. 

E.  L.  Grubbs 

Dr. 

Elizabeth  Sherman 

Dr. 

George  Long 

Dr. 

F.  T.  Amiss 

Dr. 

John  Snead 

Dr.  J.  G.  Brown 

Dr. 

R.  W.  Stoneburner 

Dr. 

George  Crawford 

Orange 

Dr. 

G.  R.  Elliott 

Dr. 

Lewis  Holladay 

Patrick-Henry 

Dr. 

B.  A.  Hopkins 

Dr. 

W.  C.  Akers 

Dr. 

A.  W Rucker 

Dr. 

F.  B.  Teague 

Post-Graduate 

Dr. 

B.  H.  Knight 

Dr. 

F.  E.  Steere 

Dr. 

T.  S.  Jennings 

Dr. 

W.  D.  Prince 

Dr. 

C.  E.  Martin 

Dr. 

G.  M.  Naff 

Dr. 

G.  S.  Fultz 

Dr. 

H.  C.  Jones 

Dr. 

J.  A.  B.  Lowry 

Dr. 

J.  M.  Hurt 

Dr. 

W.  C.  Harman 

Dr. 

F.  N.  Mallory 

Dr. 

O.  L.  Jones 

Dr. 

H.  B.  Showalter 

Prince 

Edward 

Dr. 

Ra}'  A.  Moore 

Dr. 

T.  G.  Hardy 

Dr. 

Jos.  H.  Smith 

Richmond 

Academy 

Dr. 

Emory  Hill 

Dr. 

O.  B.  Darden 

Dr. 

L.  T.  Stoneburner 

Dr. 

Ernest  Trice 

Dr. 

J.  F.  Geisinger 

Dr.  Clyde  Ross 

Dr. 

Fred  Fletcher 

Dr. 

S.  A.  Anderson,  J r. 

Dr. 

A.  1.  Dodson 

Dr. 

Thomas  Gill 

Dr. 

Kinloch  Nelson 

Dr. 

T.  B.  Washington 

Dr. 

W.  H.  Higgins 

Dr. 

Angus  Nichols,  Jr. 

Dr. 

J.  Shelton  Horsl 

ey 

Dr. 

B.  R.  Tucker 

Dr. 

A.  E.  Turman 

Roanoke 

Academy 

Dr. 

F.  A.  Farmer 

Dr. 

T.  D.  Armistead 

Dr. 

G.  S.  Hurt 

Dr. 

C.  H.  Peterson 

Dr. 

Alvah  Stone 

Dr. 

K.  D.  Graves 

Rockbridge 

Dr. 

Reid  White 

Dr. 

J.  E.  Seebert 

Rockingham 

Dr. 

N.  M.  Canter 

Dr. 

C.  E.  Watson 

Russell 

Dr. 

S.  C.  Couch 

Dr. 

W.  C.  Elliott 
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Delegate 

Society 

Alteriiate 

Scott 

Dr.  N.  W.  Stallard 

Dr. 

W.  O.  Pollard 

Southampton 

Dr.  J.  A.  Grizzard 

Dr. 

G.  H.  Quillen 

Southwestern 

Dr.  P.  S.  Smith 

Dr. 

N.  H.  Copenhaver 

Dr.  G.  A.  Wright 

Dr. 

J.  S.  Staley 

Dr.  C.  F.  Graham 

Dr. 

A.  N.  Chaffin 

Dr.  A.  B.  Woolwine 

Dr. 

F.  T.  Hauser 

Dr.  D.  S.  Divers 

D/. 

W.  I.  Owens 

Dr.  J.  L.  Early 

Dr. 

S.  H.  Nixon 

Dr.  R.  R.  Goad 

Dr. 

W.  A.  Porter 

Dr.  W.  C.  Caudill 

Dr. 

E.  S.  Carr 

Dr.  W.  P.  Davis 

Tazewell 

Dr.  Rufus  Brittain 

Dr. 

J.  P.  Williams 

Warwick 

Dr.  J.  E.  Marable 

Wise 

Dr.  F.  S.  Givens 

Dr. 

T.  J.  Tudor 

Golf  Tournament  at  State  Meeting. 

Dr.  T.  R.  Rolston  of  New  Hope,  Va.,  who  is  in 
charge  of  golf  for  memliers  of  the  Society  at  our 
Staunton  meeting,  advises  that  a golf  tournament 
will  be  held  at  the  Stonewall  Jackson  Tavern  on 
Tuesday,  October  13.  Players  are  asked  to  bring 
their  State  or  Club  handicaps.  The  tournament  will 
start  at  9:30  a.  m.,  but  players  may  start  as  late  as 
2 :30  p.  m. 

Alumni  Dinner,  Medical  College  o£  Virginia. 

Dr.  Lewis  E.  Jarrett,  executive  secretary -treasurer 
of  the  Alumni  Association  of  the  Medical  College 
of  Virginia,  has  asked  us  to  announce  that  this 
Association  will  have  a subscription  dinner  on  Wed- 
nesday evening,  October  14th,  during  the  time  of  the 
State  Society  meeting.  This  will  be  at  6:30  p.m. 
and  reservations  may  be  made  at  the  Registra- 
tion desk.  The  dinner  will  be  held  in  the  Ball 
Room  of  the  Stonewall  Jackson  Hotel  and  will  be 
followed  by  an  interesting  program  which  will  in- 
clude a moving  picture  showing  the  various  activ- 
ities of  the  College. 

The  Virginia  Urological  Association 

Will  hold  its  third  annual  meeting  in  Staunton, 
Wednesday,  October  14,  at  the  time  in  the  State 
Society  session  set  aside  for  special  dinners.  The 
meeting  will  be  in  the  form  of  a subscription 
dinner  at  6:30  p.  m.  at  Hotel  Stonewall  Jackson. 
Following  the  dinner,  a program  of  case  reports  and 
other  matters  of  interest  to  Virginia  urologists  will 


be  presented.  Officers  of  the  Association  are:  Pres- 
ident, Dr.  Joseph  F.  Geisinger,  Richmond;  vice- 
president,  Dr.  C.  J.  Devine,  Norfolk;  and  secretary- 
treasurer,  Dr.  L.  D.  Keyser,  Roanoke. 

Southern  Medical  Association. 

The  meeting  of  this  Association  follows  closely 
upon  our  own  State  meeting  and  should  be  of  espe- 
cial interest  to  Virginia  doctors  this  year,  as  one  of 
our  own  members,  Dr.  Fred  M.  Hodges  of  Rich- 
mond, is  president.  The  dates  for  the  meeting  in 
Baltimore  are  November  17th-20th.  .Vll  sessions 
will  be  held  in  the  Fifth  Regiment  Armory  which  is 
convenient  for  transportation  to  a large  number  of 
the  city’s  hotels.  The  post-convention  trip  will  be 
a cruise  on  Maryland  and  Virginia  waters,  visiting 
places  of  historical  interest  in  Virginia.  A large 
attendance  from  Virginia  is  expected. 

American  Public  Health  Association. 

The  scientific  program  of  its  65th  Annual  Meet- 
ing in  New  Orleans,  October  20th-23rd,  was  pub- 
lished in  the  September  issue  of  the  American  Jour- 
nal of  Public  Health. 

More  than  100  separate  scientific  sessions  are 
listed,  engaging  upwards  of  300  speakers.  There 
are  programs  broad  enough  in  scope  and  of  suffi- 
cient importance  to  warrant  the  attendance  of  the 
entire  Association  in  general  sessions.  Advances  in 
Public  Health  is  one  such  session,  and  other  ses- 
sions deal  with  diphtheria  immunization,  mental 
hygiene,  mosquito-borne  diseases,  and  professional 
education.  A symposium  on  syphilis  is  also  fea- 
tured. 

The  program  includes  the  meetings  of  a number 
of  related  organizations  which  regularly  choose  the 
same  convention  site  and  dates. 

.^n  all-expense  ])ost-convention  tour  to  Havana 
via  Florida  by  train,  motor  and  steamer,  will  be 
sponsored  and  all  delegates  are  invited  to  join  the 
tour. 

A copy  of  the  program,  including  hotel  and  rail- 
road information,  a summarj’  of  the  post-convention 
tour,  and  other  details  may  be  obtained  from  the  As- 
sociation’s offices,  50  W.  50th  St.,  New  York  City. 

Married. 

Dr.  John  Wyatt  Davis,  Jr.,  Lynchburg,  Va.,  and 
Miss  Clementene  Goode,  Utica,  Ky.,  August  20th. 

Dr.  Richard  Sterling  Herring,  Richmond,  Va., 
and  Miss  Marie  Hurd,  Chicago,  111.,  September  2nd. 
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Dr.  Edmund  ^Murdaugh  Ellerson,  Washington, 
D.  C.,  and  Miss  Elsie  Boyd  Tucker,  daughter  of 
Dr.  and  Mrs.  Beverley  R.  Tucker  of  Richmond,  Va. 
September  26th. 

Dr.  Louis  De  .\ngelis  and  ^liss  Mae  Carmela 
Cavalier,  both  of  New  Haven,  Conn.,  June  2,  at  Rich- 
mond, Va.  Dr.  De  Angelis  is  a member  of  the  class 
of  ’36,  Medical  College  of  Virginia. 

Dr.  William  Hoge  Wood,  Jr.,  class  of  ’33,  Uni- 
versity of  Virginia,  Department  of  ^Medicine,  and 
Miss  Anne  Cary  Moss  of  Parkersburg,  W.  Va., 
September  12th.  Dr.  Wood  is  now  a resident  phy- 
sician on  the  staff  of  the  University  of  Pennsyl- 
vania Hospital  in  Philadelphia. 

Dr.  Washington  Carlyle  Winn,  class  of  ’35,  Med- 
ical College  of  Virginia,  now  located  at  Williams- 
ton,  N.  C.,  and  Miss  Harriet  Irene  Nance  of  Ashe- 
ville. N.  C.,  August  29th. 

Dr.  John  Newton  Bowden,  class  of  ’34,  Lmiver- 
sity  of  Virginia,  Department  of  Medicine,  now  at 
the  U.  S.  IMarine  Hospital  in  Mobile,  Ala.,  and 
Miss  Emily  Lassigne,  of  New  Orleans,  La.,  Au- 
gust 19th. 

Dr.  J.  N.  Dudley, 

For  the  past  year  director  of  Health  of  Henrico 
County,  with  headquarters  in  Richmond,  Va.,  left 
the  latter  part  of  September  for  Baltimore,  to  take 
up  a scholarship  for  a year  at  the  School  of  Hy- 
giene and  Public  Health  of  the  Johns  Hopkins  Uni- 
versity. 

American  Association  for  the  Study  of  Neo- 
plastic Diseases. 

At  the  regular  September  meeting  of  this  .Associa- 
tion, held  in  Washington,  D.  C.,  September  17-18, 
the  following  Virginia  doctors  had  part  in  the  pro- 
gram: Dr.  Wright  Clarkson,  Petersburg;  Dr.  J. 
Shelton  Horsley,  Richmond;  and  Dr.  S.  W.  Budd, 
Richmond. 

Dr.  Budd  is  vice-president  of  the  .Association  and 
Dr.  Clarkson  a member  of  the  Council. 

Dr.  Hugh  H.  Trout, 

Roanoke,  Va.,  has  recently  been  appointed  sur- 
geon on  the  staff  of  the  Virginia  Division,  Sons 
of  Confederate  A’eterans. 

Dr.-D.  Lane  Elder, 

Hopewell,  Va.,  has  been  elected  to  his  eighth  term 
as  Mayor  of  that  city.  He  has  served  fourteen  of 
the  sixteen  years  of  existence  of  this  office. 


[October, 

Ten  Months  of  Public  Health  in  Northamp- 
ton County. 

Such  is  the  title  of  the  1935  report  of  public 
health  in  Northampton  County,  Va.,  under  the  di- 
rection of  Dr.  .A.  B.  AIcCreary.  This  report  shows 
a great  reduction  in  infant  mortality  and  also  im- 
provement along  other  lines.  There  were  no  deaths 
from  typhoid  or  diphtheria  during  1935.  There 
was  an  outbreak  of  measles  among  the  colored  peo- 
ple and  malaria  showed  quite  an  increase.  Clinics 
were  opened,  under  the  super\-ision  of  the  Depart- 
ment, for  the  treatment  of  syphilis  especially  among 
the  indigent  Negroes.  .All  immunizations  were  per- 
formed by  the  practicing  physician,  the  Depart- 
ment furnishing  the  vaccines.  Health  education 
was  stressed  and  all  channels  for  the  dissemina- 
tion of  information  to  the  public  were  utilized.  -A 
special  throat  survey  was  made  in  all  the  white 
schools  during  May,  1935,  and  out  of  1,005  chil- 
dren examined,  806  were  found  to  have  defective 
tonsils.  Physical  examinations  were  also  conducted 
in  twenty-two  schools.  Alental  hygiene  is  being  pro- 
moted by  lectures  to  special  study  groups  of  the 
P.  T.  .A.  .A  very  intensive  program  is  being  con- 
ducted in  order  to  secure  proper  sanitation  and 
much  has  been  accomplished  in  this  work. 

Medical  College  of  Virginia  News. 

The  ninety-ninth  session  of  the  college  opened 
September  14,  1936,  with  convocation  exercises  at 
12:00  noon  at  Monumental  Church,  preceded  by 
academic  procession  from  McGuire  Hall.  Mr.  Eppa 
Hunton,  IV,  member  of  the  executive  committee  of 
the  Board  of  Visitors,  made  the  convocation  address. 
Others  taking  part  in  the  program  were  Dr.  W.  T. 
Sanger,  president  of  the  college,  Mr.  L.  C.  Bird, 
president  of  the  alumni  association,  Mr.  Lewis  T. 
Stoneburner,  president  of  the  student  body.  Dr.  Wil- 
liam B.  Porter,  professor  of  medicine,  Dr.  Harry 
Bear,  dean  of  the  school  of  dentistr)-,  Mr.  Wortley 
F.  Rudd,  dean  of  the  school  of  dentistiy’.  Miss 
Frances  Helen  Zeigler,  dean  of  the  school  of  nurs- 
ing, Mr.  J.  R.  McCauley,  secretar}-treasurer  of  the 
college,  and  Reverend  George  Ossman,  who  gave  the 
invocation.  While  enrollment  figures  have  not  been 
completed,  it  is  e.xpected  that  more  than  six  hundred 
and  fifty  students  will  be  in  attendance  in  the  four 
schools  of  the  institution.  Dr.  J.  C.  Elsom,  a grad- 
uate of  the  school  of  medicine  in  1886,  was  intro- 
duced to  the  assembled  body. 
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Dr.  Lewis  E.  Jarrett,  superintendent  of  the  hos- 
pital division,  will  attend  the  annual  meeting  of  the 
American  Hospital  Association  in  Cleveland,  Ohio, 
September  28  to  October  3.  Doctor  Jarrett  will  pre- 
side over  the  Section  on  Construction. 

Dr.  J.  H.  Weatherby  has  been  appointed  research 
associate  in  pharmacology. 

Dr.  Harvey  B.  Haag,  professor  of  pharmacologj^ 
will  leave  shortly  for  the  mid-west  to  make  a visit  to 
the  various  laboratories  of  the  medical  schools  in 
that  section. 


Dr.  Wyndham  B.  Blanton,  professor  of  history 
of  medicine,  has  been  appointed  one  of  the  editors 
of  the  Annals  of  Medical  History. 

Dr.  Lee  E.  Sutton,  Jr.,  dean  of  the  school  of  med- 
icine, attended  the  Harvard  University  Tercentenary 
Celebration,  September  16,  17,  and  18,  representing 
the  college. 

Health  and  Safety  Work  of  the  Red  Cross. 

From  the  inception  of  the  Red  Cross  idea  in  the 
mind  of  a young  Swiss  on  the  battlefield  of  Solfer- 
ino,  down  through  the  years,  this  worldwide  volun- 
teer organization  has  had  the  cooperation  and  sup- 
port of  the  medical  profession. 

In  expanding  its  services  to  include  prompt  assis- 
tance for  victims  of  natural  disasters  and  in  pro- 
moting health  and  safety  through  year-round  pro- 
grams of  public  health  nursing,  instruction  in  first 
aid,  in  water  life  saving  and  in  home  hygiene  and 
care  of  the  sick  and  in  its  more  recent  establishment 
of  highway  emergency  first  aid  stations,  the  Amer- 
ican Red  Cross  has  been  aided  by  the  Nation’s  fore- 
most medical  authorities,  without  whose  counsel  and 
guidance  little  of  lasting  worth  could  have  been  ac- 
complished. 

Through  its  public  health  nursing  servdce,  the 
Red  Cross  brings  the  visiting  nurse  to  many  small 
towns  and  rural  communities,  where  the  number  of 
physicians  and  hospital  facilities  are  at  a minimum. 
Not  only  through  her  nursing  care,  but  also  by  her 
instruction  to  mothers  and  girls  in  the  community 
in  health  habits  and  home  hygiene  does  she  assist 
the  country  doctor  to  safeguard  the  health  of  his 
widely  scattered  practice. 

All  Red  Cross  services  are  supported  by  the  an- 
nual membership  dues  of  millions  of  Americans  who 


join  each  year  during  the  Roll  Call,  held  from 
Armistice  Day  to  Thanksgiving.  Everyone  is  In- 
vited TO  HAVE  A PART  IN  THE  WORK  OF  THEIR  ReD 

Cross  by  enrolling  in  their  loc.'VL  Chapter. 

Dr.  G.  S.  Hartley, 

Clifton  Forge,  Va.,  has  been  re-elected  a member 
of  the  School  Board  of  that  city  for  another  term. 

Dr.  C.  E Via, 

Norfolk,  Va.,  was  the  principal  speaker  at  the 
semi-annual  meeting  of  the  Virginia  Society  of 
Sons  of  the  American  Revolution,  in  Williamsburg, 
on  September  17th. 

Dr.  J.  Hamilton  Scherer 

Has  been  appointed  a member  of  the  Medical 
Faculty  of  the  Medical  College  of  Virginia  and 
Director  of  the  laboratories  of  the  Hospital  Divi- 
sion. Dr.  Scherer,  who  is  a graduate  of  the  Uni- 
versity of  Virginia,  was  for  several  years  connected 
with  the  Department  of  Pathology  of  that  institu- 
tion. For  the  past  two  years  he  has  been  a mem- 
ber of  the  Resident  Staff  of  the  Hospital  Division 
of  the  Medical  College  of  Virginia.  He  will  have 
his  offices  in  Memorial  Hospital  and  will  be  engaged 
in  the  practice  of  internal  medicine  with  special 
reference  to  hematology. 

Dr.  James  C.  Repass, 

Class  of  ’25,  Medical  College  of  Virginia,  who 
has  been  located  for  sometime  at  Lumberport, 
W.  Va.,  is  now  serving  a year’s  residency  in  pedi- 
atrics at  the  Hospital  Division  of  the  Medical  Col- 
lege of  Virginia.  While  Dr.  Repass  is  in  Rich- 
mond, his  practice  is  being  looked  after  by  Dr.  G. 
W.  McCall  of  the  class  of  ’34,  Medical  College  of 
Virginia. 

The  State  Fracture  Committee 

Of  the  American  College  of  Surgeons  is  anxious 
to  include  on  the  committee  all  doctors  wLo  are 
interested  in  fractures  and  who  wish  to  take  part  in 
the  discussion  and  consideration  of  same.  All  mem- 
bers of  the  State  Society  interested  are  invited  to 
send  their  names  to  Dr.  Thomas  F.  Wheeldon,  sec- 
retarj’,  318  West  Franklin  Street,  Richmond,  Va. 

“Read  Your  Own  Blood  Pressure,  10c.” 

Such  was  a large  sign  displayed  recently  in  front 
of  a device  at  Coney  Island.  The  New  York  State 
Department  of  Education  contends  that  these  ma- 
chines violate  the  State  Medical  Practice  Act  and 
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has  asked  the  Supreme  Court  to  order  this  and  other 
machines  of  the  kind  out  of  existence.  Therefore, 
this  money-making  scheme  has  become  the  center  of 
a legal  battle  as  the  maker  of  the  machines  has  coun- 
tered by  filing  an  injunction  to  prevent  interference 
with  his  business. 

Blood  pressure  reading  is  argued  to  be  a diagnosis 
of  a physical  condition  and  should  only  be  done  by 
a physician.  The  person  who  receives  such  a read- 
ing in  a place  of  amusement  is  naturally  so  fidgety 
that  he  will  show  a higher  pressure  than  he  nor- 
mally has. 

The  W.  A.  Baum  Co.,  Inc.,  of  New  York,  manu- 
facturers of  blood  pressure  apparatus,  has  asked 
that  any  such  instance  as  stated  above  be  reported 
to  them  as  they  are  vigorously  opposed  to  the  misuse 
of  medico-scientific  instruments  and  are  doing  every- 
thing in  their  power  to  break  up  this  practice. 

“Country  Doctors  Hold  Front  Line 

Trenches.” 

The  Peninsula  Enterprise,  published  at  Accomac 
C.  H.,  Va.,  in  celebration  of  its  fifty-fifth  anniver- 
sary recently,  published  a most  interesting  edition, 
giving  the  history  of  the  people,  homes,  organiza- 
tions, etc.,  of  Accomac  and  Northampton  Counties. 
As  an  evidence  of  the  esteem  in  which  their  doctors 
are  held,  there  appears  an  article  captioned  “Coun- 
tr}-  Doctors  Hold  Front  Line  Trenches.”  This  gives 
the  history  of  the  .Accomac  County  iSIedical  Society 
by  its  secretar}'.  Dr.  John  W.  Robertson,  and  that  of 
the  Northampton  County  Medical  Society  by  Dr. 
W.  Carey  Henderson,  its  secretary.  Both  societies 
have  live  organizations  and  should  be  justly  proud 
of  the  work  they  have  accomplished  and  of  the 
doctors  in  their  membership  who  have  helped  make 
the  medical  histor}’  of  this  State. 

These  records  are  being  filed  in  the  State  So- 
ciety’s office  and  we  hope  other  of  the  component 
organizations  may  add  a history  of  their  accomplish- 
ments to  this  file. 

Dr.  William  F.  Hatcher, 

Who  practiced  for  a time  in  Bath  County,  Vir- 
ginia, recently  completed  a twenty-one  months’  oph- 
thalmic residency  at  the  New  York  Eye  and  Ear 
Infirmary  of  New  York  City,  and  is  now  associated 
with  Dr.  .A.  R.  McKinney  of  Saginaw,  Michigan, 
where  his  practice  is  devoted  exclusively  to  oph- 
thalmology. 


Dr.  Wright  Clarkson, 

Petersburg,  Ya.,  the  latter  part  of  September,  at- 
tended a tumor  clinic  at  the  Alichael  Reese  Hospital 
in  Chicago,  and  from  there  went  to  the  annual  meet- 
ing of  the  -American  Roentgen  Ray  Society  in  Cleve- 
land. 

To  Direct  Health  Education. 

Dr.  I.  C.  Riggin,  State  Health  Commissioner,  an- 
nounces the  appointment  of  Dr.  J.  C.  Funk  to  have 
charge  of  the  educational  work  of  the  State  De- 
partment of  Health.  This  appointment  has  been 
made  possible  by  an  increased  appropriation  author- 
ized by  the  last  General  Assembly.  Dr.  Funk  comes 
to  Richmond  from  the  U.  S.  Public  Health  Service 
at  Washington,  and  was  formerly  with  the  Pennsyl- 
vania State  Health  Department.  He  has  entered 
upon  his  duties  and  will  serve  as  a centralized  in- 
formation officer  for  the  Department. 

Dr.  Rector  Sells  LeGarde, 

Class  of  ’35,  Medical  College  of  Virginia,  who 
served  an  internship  at  St.  A’incent’s  Hospital,  Erie, 
Pa.,  has  located  at  Damacus,  Ya.,  where  he  is  as- 
sociated with  Dr.  C.  AI.  Clendenen  in  general  prac- 
tice. 

Dr.  W.  N.  McKenzie, 

Class  of  ’35,  Aledical  College  of  Virginia,  who 
later  interned  at  the  Norfolk  General  Hospital,  Nor- 
folk, A'a.,  has  located  at  -Albemarle,  N.  C..  for  gen- 
eral practice. 

Duke  Hospital  Post-Graduate  Course. 

Duke  Hospital,  Durham,  N.  C.,  announces  a 
post-graduate  course  on  Diseases  of  the  Heart,  Cir- 
culation and  Kidney  similar  to  the  one  given  last 
year  on  Diseases  of  the  Gastro-Intestinal  Tract. 
This  is  to  be  held  on  October  15,  16  and  17  and 
prominent  teachers  from  the  eastern  sections  of  the 
United  States  will  participate  in  the  program. 

Motion  Picture  Film  On  Contraception. 

-A  two  reel  film,  entitled  Contraceptive  Methods 
and  Technique,  is  available  to  medical  societies, 
medical  students,  and  allied  groups.  It  is  a com- 
plete review  of  the  subject  of  contraception,  giving 
methods,  the  dangers  and  causes  of  failures  of  many 
methods,  etc.  Further  information  and  booking  may 
be  obtained  from  Dr.  Alarie  Pichel  Warner,  15  E. 
Mosholu  Parkway,  New  A'ork,  N.  Y. 
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Dr.  C.  C.  Hatfield, 

Recently  of  Glade  Spring,  Va.,  announces  that  he 
is  now  located  at  North  Holston,  Va. 

Some  Changes  of  Address. 

The  following  Richmond  doctors  have  advised 
us  of  their  change  of  address: 

Dr.  Joseph  Bear  to  609  Professional  Building. 
Dr.  William  W.  Rixey  to  207  Professional  Build- 
ing. 

Dr.  William  Bickers  to  1601  Monument  Avenue. 
Dr.  W.  Ambrose  McGee  to  1601  IMonument  Ave- 
nue. 

Bureau  of  Human  Heredity. 

This  Bureau  is  trying  to  collect  on  as  wide  a 
scale  as  possible  material  dealing  with  human 
genetics.  Later  this  material  will  be  analyzed  and 
information  distributed.  The  Council  directing  the 
Bureau  has  asked  for  all  available  material  from 
institutions  and  individuals,  furnishing  well-authen- 
ticated data  on  the  transmission  of  human  traits 
whatever  these  may  be.  Pedigrees  are  particularly 
desired;  twin  studies  and  statistical  researches  are 
also  relevant.  Material  should  be  given  with  all 
available  details  in  regard  to  source,  diagnostic 
sjTnptoms  and  the  name  and  address  of  the  person 
or  persons  who  vouch  for  accuracy.  All  such  de- 
tails will  be  regarded  as  strictly  confidential.  Those 
desiring  further  information  or  wishing  to  send  ma- 
terial may  get  in  touch  with  the  Bureau  of  Human 
Heredity  at  115  Gower  Street,  London,  W.  C.  1, 
England. 

Books  Available  to  Doctors. 

Recent  acquisitions  at  the  Library  of  the  Medical 
College  of  Virginia  available  to  our  readers  include : 

League  of  Nations — Health  organization.  Report  on  the 
Physiological  bases  of  nutrition  by  the  Technical  Com- 
mittee appointed  by  the  Health  Committee.  (Meeting 
held  in  London,  November  25-29,  1935)  Geneva,  1935. 
Levine,  S.  A. — Clinical  heart  disease. 

London  School  of  Hygiene  and  Tropical  Medicine — A 
classification  for  medical  libraries. 

Maltz,  Maxwell — New  faces — new  futures;  rebuilding 
character  with  plastic  surgery. 

Marshall,  F.  H.  A. — Introduction  to  sexual  physiology. 
National  Geography  Society — The  book  of  wild  flowers. 
Odum,  H.  W. — Southern  regions  of  the  United  States. 
Pacini,  A.  J. — Vitamin  E. 

Penniman,  T.  K. — A hundred  years  of  anthropology. 
Peters,  John  P. — Body  water — the  exchange  of  fluids  in 
man. 

Rogers,  \V.  E. — Tree  flowers  of  forest,  park  and  street. 


Ryle,  J.  A. — The  aims  and  methods  of  medical  science. 
Samuels,  Saul  S. — The  diagnosis  and  treatment  of  dis- 
eases of  the  peripheral  arteries. 

Schyvartz — Crown  and  bridge. 

Schwartz — Oral  anatomy. 

Shennan,  Theodore — Post-mortems  and  morbid  anatomy. 
Survey  of  Nursing  Education  in  Canada. 

Waddington,  C.  H. — How  animals  develop. 

Webb,  Gerald  B. — Tuberculosis. 

Westaway,  F.  W. — The  endless  quest;  3000  years  of 
science. 

White,  William  A. — Twentieth  century  psychiatry. 

Physician  Wanted. 

We  have  been  advised  that  a young  physician  is 
wanted  at  Jamesville,  Martin  County,  N.  C.,  as 
the  physician  serving  this  community  died  recently. 
This  is  a sawmill  village  of  four  or  five  hundred 
people,  in  a tobacco  section  of  the  state,  with  a good 
substantial  surrounding  country.  P'orther  informa- 
tion may  be  secured  from  Mr.  W.  W.  Walters,  of 
Jamesville. 

Nurse-Secretarial  Position  Wanted 

In  doctor’s  office,  by  graduate  nurse.  Will  ac- 
cept position  in  any  section  of  State.  References 
upon  request.  Address  (Miss)  Mary  Parker,  R.  N., 
721  West  Main  Street,  Richmond,  Va.,  or  phone 
3-2951.  (Adv.) 

Specialty  Salesmen. 

We  have  several  territories  open  for  high-grade 
specialty  salesmen  now  contacting  physicians  and 
surgeons  with  surgical  instruments  or  therapeutic 
equipment.  If  you  are  interested  in  a steady  in- 
come from  a profitable  sideline  which  does  not  in- 
terfere with  your  main  line,  communicate  with  us 
for  full  particulars.  The  Bley  Corp.,  2306-10  Wa- 
bansia  Ave.,  Chicago.  {Adv.) 


Obituary  Record 


Dr.  Manfred  Call, 

Widely  known  diagnostician  of  Richmond,  Va., 
died  in  Johns  Hopkins  Hospital,  Baltimore,  on  Sep- 
tember 13th,  following  an  operation  from  which  he 
was  apparently  rallying  satisfactorily.  Dr.  Call 
was  a native  of  Richmond  and  fifty-nine  years  of 
age.  He  received  his  professional  education  at  the 
IMedical  College  of  Virginia  from  which  he  grad- 
uated in  1899  and  later  studied  at  Johns  Hopkins. 
He  was  active  in  medical  circles  and  had  been  for 
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some  years  professor  of  clinical  medicine  at  his 
Alma  ^Mater.  Dr.  Call  was  one  of  the  founders  of 
Stuart  Circle  Hospital  of  this  city  and  an  active 
worker  in  the  Richmond  Academy  of  ^Medicine,  And 
the  Medical  Society  of  Virginia  and  was  also  affili- 
ated with  several  other  medical  organizations.  He 
is  sur\dved  by  his  wife  and  three  children,  one  of 
them  being  Dr.  Manfred  Call,  III,  of  Richmond. 

Dr.  John  W.  Scott, 

Well-known  physician  of  Gordonsville,  Va.,  died 
.August  2Sth,  after  a long  illness.  A native  of 
Orange  Count}',  Va.,  he  was  eighty-one  years  of  age 
and  graduated  from  the  College  of  Physicians  and 
Surgeons,  Baltimore,  in  1878.  After  this  Dr.  Scott 
began  practice,  first  using  horseback,  and  continued 
in  active  work  until  eight  years  ago.  He  was  form- 
erly health  officer  of  Gordonsville,  president  of  the 
Town  Council  for  thirty  years,  a past  master  of  the 
Masonic  Lodge,  and  a leader  in  political,  civic  and 
club  activities.  Dr.  Scott  had  been  a member  of  the 
Aledical  Society  of  Virginia  for  fifty-eight  years. 
He  is  survived  by  two  sons  and  three  daughters. 

Dr.  Savala  Eustace  Gunn, 

Hopewell,  Va.,  died  .August  26th,  after  an  illness 
of  only  two  days,  death  being  due  to  acute  pan- 
creatitis. He  was  a native  of  Dinwiddie  County 
and  forty-four  years  of  age.  Dr.  Gunn  graduated 
from  the  Aledical  College  of  Adrginia  in  1926.  After 
serving  an  internship.  Dr.  Gunn  went  to  Hopewell 
where  he  became  plant  physician  of  the  Tubize  Com- 
pany. He  was  a veteran  of  the  World  War,  having 
served  overseas,  and  was  wounded  in  1918.  Dr. 
Gunn  had  been  a member  of  the  Aledical  Society  of 
Virginia  for  nine  years  and  was  active  in  medical 
circles.  He  was  president  of  the  Southside  Vir- 
ginia Medical  .Association  in  1935.  His  wife  and 
a daughter  survive  him. 


Upon  the  call  of  President,  the  members  of  the  Hope- 
well  Medical  Society  duly  assembled  and  the  following 
resolutions  were  presented  and  adopted: 

Whereas,  God,  in  his  Infinite  Wisdom,  has  deemed 
it  wise  to  take  from  our  midst  our  beloved  and  efficient 
co-worker.  Dr.  S.  E.  Gunn. 

Be  it  Resolved: 

First:  That  the  members  of  the  Medical  Society  deeply 
regret  and  hereby  profess  our  profound  sorrow  at  the 
untimely  death  of  our  friend  and  colleague. 

Second:  Whereas,  he  has  faithfully  followed  the  prac- 
tice of  medicine  in  our  community  for  a number  of  years, 


giving  himself  and  his  time  unstintingly  to  the  poor  and 
needy  in  their  afflictions,  we  commend  his  unselfish  service 
to  mankind  and  extend  to  the  bereaved  family  our  heart- 
felt sympathy  in  their  bereavement. 

Third:  That  a copy  of  these  resolutions  be  sent  to 
Dr.  Gunn’s  family,  the  local  newspaper,  and  to  the 
ViRciNi.'t  Medical  Monthly. 

T.  E.  Armstrong, 

F.  M.  Howell, 

O.  L.  Jones, 

Committee  on  Resolutions. 

Dr.  James  Morehead  Whitfield, 

Richmond,  Va.,  died  September  4th,  after  an  ill- 
ness of  several  months.  He  was  seventy  years  of 
age  and  received  his  degree  in  medicine  from  the 
University  of  Virginia  in  1887.  Dr.  Whitfield  had 
been  city  coroner  for  nineteen  years  and  was  also 
widely  known  as  a toxicologist  and  a chemist,  hav- 
ing given  up  the  practice  of  medicine  to  devote  his 
time  to  the  study  of  chemistry.  He  also  taught  this 
branch  for  sometime  at  the  Aledical  College  of  Vir- 
ginia. Dr.  Whitfield  is  survived  by  three  sons,  one 
of  them  being  Dr.  James  AI.  Whitfield,  Jr.,  of  Rich- 
mond. 

Dr.  Joseph  Wilton  Hope, 

Hampton,  Va.,  died  September  3rd,  at  the  age  of 
seventy-one.  He  was  a graduate  of  the  Aledical 
College  of  Virginia,  class  of’  88,  and  practiced 
for  a time  both  in  Richmond  and  Poquoson,  Va., 
before  locating  in  Hampton.  Dr.  Hope  was  health 
officer  of  Elizabeth  City  County  for  over  a decade, 
and  was  also  for  many  years  a member  of  the 
Medical  Society  of  Virginia,  until  retirement  from 
active  work  several  years  ago. 

Dr.  James  Meschter  Anders, 

Widely  known  physician  of  Philadelphia,  died 
.August  29th,  at  the  age  of  eighty-two.  He  was  a 
graduate  of  the  University  of  Pennsylvania,  De- 
partment of  Aledicine,  in  1877.  Dr.  .Anders  had 
served  on  the  faculty  of  his  .Alma  Alater  for  many 
years  and  at  the  time  of  his  death  was  emeritus  pro- 
fessor of  medicine.  He  was  a member  of  many 
scientific  and  civic  organizations  and  was  the  author 
of  several  well-known  medical  books. 

Lord  Berkeley  George  Moynihan, 

Of  Leeds,  England,  died  September  7th,  at  the 
age  of  seventy  years.  He  was  known  throughout 
the  medical  world  as  surgeon  and  author. 
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MEAD’S  BREWERS  YEAST 

Potency  Doubled 


very  recent  re- 
sults of  Baker  and  Wright 
. . . remind  us  again  that 
vitamin  Bi  is  not  abundant 
in  most  of  our  foods.  Most 
of  our  fresh  foods  contain 
about  1 International  unit 
per  gram.” 

C.  A.  ELVEHJEM. 

Am.  J.  Pub.  Health. 
25:1334.  Dec..  1935. 


*New  potency — 25  International 
vitamin  Bi  units  and  42  Sherman 
vitamin  G units  per  gram. 


without  price  increase 

As  a result  of  long  continued  research  in  culturing 
various  strains  of  yeast,  all  Mead’s  Brewers  Yeast 
(tablets  and  powder)  now  on  the  market,  contains 
twice  as  many  vitamin  B (Bi)  units  as  before,  at  no 
increase  in  price.*  This  improvement  will  he  of  spe- 
cial interest  to  obstetricians  because  the  dosage  may 
now  he  reduced  one-half,  with  the  same  clinical  ef- 
fect. Authorities  emphasize  the  importance  of  lib- 
eral dietetic  supplements  of  vitamin  B (Bi)  during 
pregnancy  and  lactation,  and  for  infants  (breast  and 
bottle  fed),  and  for  growing  children. 

Mead’s  Brewprs  Yeast  Tablets  in  bottles  of  250  and  1000. 

Mead’s  Brewers  Yeast  Powder  in  6-oz.  bottles.  Bottles 
now  packed  in  cartons  for  greater  protection.  Not  ad- 
vertised to  the  public.  Samples  to  physicians,  on  request. 


MEAD  JOHNSON  COMPANY,  Evansville,  Ind.,  U.  S.  A. 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in 
preventing  their  reaching  unauthorized  persons. 


An  outstanding  medical 

MEETING  — the  Annual  Meet- 
ing of  the  Southern  Medical  Associa- 
tion in  Baltimore  in  mid  November. 
In  the  twelve  general  clinical  sessions, 
the  sixteen  sections,  the  six  independ- 
ent medical  societies  meeting  conjoint- 
ly, and  the  scientific  and  technical  ex- 
hibits, every  phase  of  medicine  and 
surgery  will  be  covered — the  last  word 
in  modern,  practical,  scientific  medicine 
and  surgery.  Addresses  and  papers  by 
distinguished  clinicians  not  only  from 
the  South,  but  from  all  over  the  United 
States. 

Regardless  of  what  any  physician  may 
be  interested  in,  regardless  of  how  gen- 
eral or  how  limited  his  interest,  there 
will  be  at  Baltimore  a program  to  chal- 
lenge that  interest  and  make  It  worth 
while  for  him  to  attend. 

Every  physician  in  the 

SOUTH  who  is  a member  of  his 
state  and  county  medical  societies  can 
be  and  should  be  a member  of  the 
Southern  Medical  Association.  The 
annual  dues  of  ^4.00  include  the  As- 
sociation’s own  Journal  each  month, 
the  Southern  Medical  Journal  — the 
equal  of  any,  better  than  many. 

SOUTHERN  MEDICAL  ASSOCIATION 

Empire  Building 
BIRMINGHAM,  ALABAMA 


IT  is  our  privilege  to  present,  as  our  contribu- 
tion to  public  health  education  in  America,  the 
Camp  Transparent  Woman.  She  is  the  only  one 
in  the  world.  Life-size,  the  figure  is  an  exact 
reproduction  of  the  female  body.  The  outer  skin 
is  cellhorn — a substance  so  transparent  that  every 
organ,  blood-vessel  and  bone  can  be  seen  clearly 
through  it.  An  ingenious  lighting  system  illumi- 
nates the  organs  in  visible  life  colors. 

We  gave  this  exhibit  its  appropriate  premiere  at 
a private  showing  to  leading  health  officials,  scien- 
tists and  medical  authorities  at  the  New  York 
Museum  of  Science  and  Industry.  The  figure  is 
now  being  shown  to  the  general  public  at  the 
Museum  before  going  on  a transcontinental  tour. 

The  Camp  Transparent  Woman  is  presented 
to  the  American  public  in  the  earnest  hope  that  it 
will  assist  in  combating  indifference;  that  it  will 
increase  woman’s  knoAvledge  of 
her  physical  self  and  help  to  pro- 
duce a more  enlightened  attitude 
toward  the  advice  of  the  physician. 

Presidcnr 

S.  H.  CAMP  & CO.,  JACKSON,  MICH. 


SUPPORTS 


Acc«pt«H  Cooncil 
on  Phys  cal  Therapy 
of  the  American 
Uedical  Asisociation 
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THE  SOUTH  IN  MEDICINE  AND  SURGERY.* 


P.  St.  L.  Moncure,  M.  D., 

Norfolk,  Va. 


Fellows  of  the  Medical  Society  of  Virginia,  Dis- 
tinguished Guests  and  Members  of  the  Woman’s 
Auxiliary: 

Five  or  six  years  ago  following  some  activity  in 
our  local  Society  in  which  I had  taken  a belligerent 
part,  a friend  of  mine  turned  and  said  to  me:  “I 
hope  to  see  you  President  of  the  State  Society  some 
day.”  I thanked  him  for  the  compliment — I had 
not  thought  of  it  before — and  thought  ver)"  little  of 
it  then. 

Now  you  have  seen  fit  to  elect  me  to  the  highest 
office  within  your  power.  Let  me  assure  you  I am 
not  unmindful  of  the  honor.  But  it  carries  with  it 
a difficult  task,  not  the  least  of  which  is  the  Presi- 
dent’s address.  I do  not  mind  serving  on  committees 
and  am  ready  to  perform  any  hard  work  in  the  cause 
of  organized  medicine — in  fact  I rather  enjoy  a 
scrap  with  quacks  and  imposters;  but  when  it  comes 
to  making  an  address — recalling  the  magnificent 
efforts  of  those  who  have  gone  before  me — I pall  at 
the  thought  of  it. 

The  South  in  Medicine  and  Surgery 

The  seventeenth  or  first  century  of  the  Colonial 
era  gave  no  contributions  to  the  science.  Medicine 
was  getting  away  from  superstition,  charlatanism, 
spirits  and  witchcraft;  but  was  largely  empirical. 
There  was  little  knowledge  of  the  causes  of  disease. 
The  principal  universities  abroad  for  studying  medi- 
cine were  Edinburgh,  Paris,  Leyden,  Padua,  and 
London  with  its  clinical  advantages  for  study, — but 
it  was  of  course  hard  for  the  youth  of  America  to 
go  over  there  for  a medical  education.  Consequently 
the  colonies  were  overrun  with  poorly  prepared  phy- 
sicians. There  were,  however,  some  brilliant  men 

•Address  of  the  President  at  the  sixty-seventh  an- 
nual meeting  of  the' Medical  Society  of  Virginia  in  Staun- 
ton, October  13-15,  1936. 


sent  over  by  the  London  Company,  some  who  also 
came  voluntarily,  and  others — adventurers  perhaps 
— who  floated  around  from  place  to  place.  I will 
mention  only  a few  of  the  more  outstanding:  Henry 
Kenton  in  1603  while  exploring  Virginia  waters  in 
Chesapeake  Bay,  went  ashore  and  was  massacred 
by  the  Indians — the  first  English  Surgeon  to  lose 
his  life  on  American  soil.  Among  the  early  dis- 
tinguished physicians  was  Theodore  Gulstone  an 
Oxford  graduate;  Peter  Turner,  Physician  to ’Sir 
Walter  Raleigh;  John  Woodall,  author  of  the  Sur- 
geons Mate,  which  work  went  through  seven  edi- 
tions; Thomas  Hood  who  sailed  around  the  world 
with  Sir  Francis  Drake;  William  Russell  who  saved 
John  Smith’s  life  in  1608;  and  Thos.  Walton,  the 
first  Surgeon  General  of  the  Colony  (1607).  John 
Smith  spoke  of  him  as  being  “skillful.” 

Dr.  Lawrence  Bohun  studied  medicine  at  Padua, 
came  over  with  Lord  Delaware  in  1610,  was  an 
expert  in  the  treatment  of  scun’y  by  the  use  of 
oranges  and  lemons  as  a diet.  He  also  bled  Lord 
Delaware  and  cured  him  of  an  ague.  He  experi- 
mented a good  deal  with  herbs.  In  fact  this  could 
almost  be  spoken  of  as  the  botanic  age  since  all  of 
the  more  prominent  Physicians  were  good  botanists, 
and  more  credence  was  put  in  herbs  than  any  other 
therapeutic  measure.  He  was  appointed  Physician 
General  to  the  Colony.  We,  however,  best  know  him 
on  account  of  his  heroic  death,  which  occurred  on 
his  way  over  to  take  charge  of  his  post  at  James- 
town. He  was  killed  in  a sea  fight  with  two  Spanish 
men  of  war.  Though  the  little  English  ship,  the 
Mary  and  John,  put  up  a good  fight  and  got  away, 
a shot  mortally  wounded  Dr.  Bohun.  His  last 
words  were:  “Fight  it  out  brave  men,  the  cause  is 
good,  and  the  Lord  receive  my  soul.”  He  was  suc- 
ceeded (1621)  as  Physician  General  of  the  Colony 
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by  Dr.  John  Potts,  a Master  of  Arts  of  Cambridge, 
“well  versed  in  Surgery  and  Physic.”  He  was  a 
member  of  the  Council  but  lost  his  seat  because  it 
was  thought  he  was  responsible  for  poisoning  the 
Indians.  He  regained  it,  how'ever,  and  was  made 
temporary  Governor.  He  was  convicted  of  hog  steal- 
ing in  1630  but  his  sentence  was  suspended  and  he 
was  finally  pardoned  by  the  King.  The  whole  affair 
seems  to  have  been  more  or  less  a political  quarrel. 

•Another  physician  was  Colonel  Daniel  Parke, 
an  active  practicing  physician,  but  also  a large 
land  owner,  merchant  and  lawyer  and  planter.  A 
few  of  the  physicians  of  that  day  were  also  active 
in  the  church.  Dr.  Walter  Whitaker,  practicing 
in  Middlesex  County,  was  a Justice,  High  Sheriff 
and  also  a member  of  the  Vestry  of  Christ  Church, 
and  was  called  both  Captain  and  Doctor. 

Under  the  heading  of  “barber  chirurgeons”  of  dis- 
tinction we  find  the  name  of  Dr.  Robert  Ellyson, 
coming  to  Virginia  from  Maryland.  He  was  High 
Sheriff  and  Coroner  in  James  City  County,  Mem- 
ber of  the  House  of  Burgesses  five  or  six  times,  was 
referred  to  in  York  County  as  Captain  and  also 
Doctor  where  he  was  active  as  a physician,  attorney 
and  public  official.  I suppose  at  this  time  he  had 
closed  his  barber  shop. 

We  also  find  the  name  of  Katherine  Shrewsbury, 
a school  teacher,  who  also  practiced  medicine  in 
Richmond  County.  I mention  this  to  show  that  even 
at  this  early  date  the  profession  was  open  to  both 
sexes. 

In  the  Colonial  period,  however,  there  were  in 
ever}’  community  three  men  who  stood  for  educa- 
tion and  intelligence,  the  clerg}’man,  the  lawyer  and 
the  physician. 

Contributions  to  literature  in  the  eighteenth  cen- 
tury.— In  Virginia  we  find  the  names  of  John  Ten- 
nent,  coming  over  from  England  about  1723.  He 
wrote  a great  deal,  describing  the  climate  and  epi- 
demic diseases  of  the  Colony  and  many  articles  on 
the  therapeutic  value  of  senega,  the  virtues  of  which 
he  seems  to  have  discovered,  and  which  seems  to 
have  been  his  hobby. 

John  Clayton  was  a noted  botanist  and  author  of 
Flora  Virginica,  a very  popular  work  on  plants. 

John  Mitchell,  M.  D.,  F.  R.  S.,  an  Englishman, 
came  to  Virginia  about  1700  and  was  prominent  in 
the  Colony  for  fifty  years.  He  was  an  eminent 
botanist  and  physician  and  wrote  extensively  on 
medicine,  botany  and  histor}'.  He  made  a study 


of  yellow  fever  and  wrote  voluminously  on  the  sub- 
ject, which  description  was  resurrected  and  used  as 
a textbook  during  the  epidemic  of  the  disease  in 
Philadelphia  in  1793. 

The  Carolinas  also  from  an  early  period  furnished 
many  contributions  to  medical  literature.  It  has 
been  authoritatively  stated  that  the  names  of  David 
Ramsey,  Wm.  Bull,  -Alexander  Garden,  John  Lin- 
ing, James  Moultrie,  Alexander  Barron,  and  Samuel 
Wilson  will  always  make  the  early  history  of  South 
Carolina  illustrious. 

John  Lining  wrote  a description  of  yellow  fever 
which  stands  unrivaled  for  accuracy. 

-Alexander  Garden  was  physician,  naturalist  and 
F.  R.  S.  Lennaeus,  the  great  Swedish  botanist, 
perpetuated  his  name  by  naming  the  beautiful 
odoriferous  cape  jessamine,  the  “gardenia,”  for  him. 
David  Ramsay  wrote  much ; a sketch  of  the  soil, 
climate,  weather  and  diseases  of  South  Carolina; 
a history  of  the  -American  Revolution  (two  volumes) ; 
a life  of  Washington;  and  a history  of  South  Caro- 
lina. Wm.  Bull,  the  first  native  American  to  grad- 
uate in  medicine,  taking  his  degree  in  Leyden  in 
1 734,  wrote  an  account  of  the  weather.  He  was 
known  as  the  learned  Doctor  Bull,  was  also  active 
in  civic  affairs,  was  assistant  Judge,  Brigadier  Gen- 
eral of  Provincial  troops,  member  of  the  Colonial 
Council,  Speaker  of  the  House,  Lt.  Governor  and 
Governor,  was  an  ardent  Royalist,  and  died  in  Eng- 
land in  1791. 

North  Carolina  also  furnished  her  share  in  the 
early  history,  among  whom  may  be  mentioned  Dr. 
Hugh  Williamson,  who  wrote  a great  deal  on  cli- 
mate and  fevers  of  North  Carolina  and  also  a his- 
tory of  North  Carolina  (two  volumes). 

Ephraim  Brevard  (1750-1783),  a graduate  of 
Princeton,  wrote  the  Mecklenburg  Declaration  in 
1775. 

Nathaniel  Alexander,  also  a graduate  of  Prince- 
ton, was  distinguished  as  a friend  of  education, 
member  of  the  House  of  Delegates,  Senate,  U.  S. 
Congress,  Governor  of  his  State. 

In  Georgia,  Dr.  Lyman  Hall  stands  out  as  a 
physician,  but  more  particularly  as  a patriot — the 
foremost  leader  in  the  Revolution,  a signer  of  the 
Declaration  of  Independence,  and  later  Governor 
of  Georgia;  and  Dr.  Noble  Wimberley  Jones,  the 
first  President  of  the  Georgia  Medical  Society  is 
spoken  of  by  Dr.  Wm.  B.  Stevens  as  “One  of  the 
Morning  Stars  of  Liberty  in  Georgia,”  and  Dr. 
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John  Grimes  wrote  of  him,  “The  bedside  was  his 
university.” 

Returning  to  the  beginning  of  the  eighteenth  cen- 
tury’ we  approach  and  finally  reach  the  great  heroic 
age  when  America  and  her  sons  and  her  physicians 
come  into  their  own,  depending  now  more  and  more 
on  herself  until  she  attained,  in  the  latter  quarter  of 
the  century,  absolute  independence.  In  medicine 
and  surgery  every  one  waxed  bolder,  ventured  more, 
and  eventually  led  the  world.  These  changes  were 
not  vTought  in  a day,  but  step  by  step,  England 
herself  helping  to  bring  this  about.  In  fact  many 
of  the  great  men  in  America  were  bom  in  England, 
but  with  unconquerable  spirit — the  Declaration  of 
Independence  even  being  simply  another  chapter  of 
the  Magna  Charta.  The  greatest  physicians  and 
surgeons  in  America  during  the  century  came  from 
or  were  educated  in  Europe,  especially  Great  Britain. 

In  the  revolutionary  period,  among  the  physicians 
who  distinguished  themselves  in  a professional  ca- 
pacity and  military  capacity  as  well,  was  General 
Hugh  Mercer,  a native  of  Aberdeen,  Scotland,  an 
intimate  friend  of  George  Washington,  and  the  hero 
of  many  battles.  He  was  wounded  many  times 
and  finally  mortally  wounded  at  the  battle  of  Tren- 
ton. He  practiced  medicine  in  Fredericksburg.  His 
memory  is  perpetuated  by  two  colleges,  and  several 
counties  and  towns  are  named  for  him.  Others 
are:  General  Adam  Stephen,  Arthur  Lee,  Theodoric 
Bland  and  Walter  Jones  from  Virginia;  David 
Oliphant  and  David  Ramsay  from  South  Carolina; 
Ephraim  Brevard,  Hugh  Williamson  and  Robert 
Williams  from  North  Carolina;  Lyman  Hall  and 
Noble  Wimberley  Jones  from  Georgia. 

Mentioning  only  a few  of  the  master  surgeons  and 
physicians  of  this  period  with  some  of  their  accom- 
plishments, I will  begin  with  James  McClurg,  who 
refused  to  recognize  surgery  as  equal  scientifically 
with  medicine,  and  yet  was  unable  to  make  a 
living  at  practice  of  medicine  alone.  He  graduated 
in  medicine  at  the  University  of  Edinburgh  in  1770. 
His  essay  “Experiments  On  the  Human  Bile”  was 
translated  into  every  language  in  Europe.  He 
wrote  on  many  subjects,  even  a poem  entitled  “The 
Belles  of  Williamsburg.”  Dr.  McClurg  was  elected 
to  the  chair  of  medicine  at  William  and  Mary 
College;  maintained  the  first  hospital  in  Virginia 
for  inoculation  of  smallpox,  and  was  listed  during 
the  Revolutionary  War  as  director  of  hospitals.  He 


later  moved  to  Richmond  where  he  died  in  1825. 
For  a half  century  he  occupied  the  foremost  place 
in  his  profession  in  America. 

William  Baynham  was  bom  in  Caroline  County, 
Virginia,  in  1749,  son  of  a physician.  He  was 
tutored  the  first  five  years  of  his  medical  career  by 
Dr.  Thos.  Walker  of  Castle  Hill,  Albemarle 
County,  Virginia,  who  was  himself  one  of  the  most 
eminent  surgeons  in  America  as  well  as  surveyor, 
politician  and  diplomat.  Baynham  was  then  sent 
to  London  to  complete  his  medical  studies.  He  be- 
came celebrated  as  an  anatomist  and  was  consid- 
ered the  best  in  Great  Britain,  which  is  the  more 
remarkable  in  view  of  the  prejudice  that  existed 
towards  Americans  in  England  at  that  time.  The 
best  anatomical  preparations  in  the  Medical  Mu- 
seum were  made  by  him;  one  of  the  human  breast, 
it  is  claimed,  has  never  been  equaled.  He  had  a 
checkered  career  in  London,  and  came  within  one 
vote  of  being  elected  professor  of  anatomy  at  St. 
Thomas  Hospital.  He  came  back  to  America  and 
located  in  Essex  County,  Virginia,  where  he  prac- 
ticed the  rest  of  his  life.  He  was  slow  and  indis- 
tinct of  speech,  could  not  express  himself  very  well ; 
and  for  that  reason  was  very  much  handicapped; 
but  in  spite  of  all  that,  he  was  sought  after  far 
and  wide,  was  sent  for  to  consult  and  operate  in 
large  cities  within  and  outside  of  the  State,  and  it 
has  been  said  that  there  was  not  a known  operation 
that  he  did  not  successfully  perform.  He  dis- 
tinguished himself  for  his  operation  on  cataract, 
stone  and  extra-uterine  pregnancy.  It  has  been 
said:  “As  a surgeon  it  is  probable  he  had  no  supe- 
rior, as  an  anatomist  it  is  certain  he  had  none.” 
He  never  graduated,  for  in  London  at  that  date  no 
degrees  were  conferred;  but  he  was  a member  of  the 
Royal  College  of  Surgeons,  and  had  in  Great  Britain 
the  same  standing  as  the  best  surgeons  there.  He 
died  in  1814. 

John  Peter  Mettauer,  M.  A.,  M.  D.,  LL.  D.,  bom 
in  1782,  was  another  remarkable  man  but,  since  he 
has  already  been  the  subject  of  at  least  two  Presi- 
dential addresses  in  the  South,  I will  only  mention 
a few  of  his  most  outstanding  achievements  and 
peculiarities.  The  son  of  a surgeon  who  served  un- 
der LaFayette,  he  was  educated  at  Hampden-Sydney 
College,  and  in  medicine  at  the  University  of  Penn- 
sylvania. He  served  as  surgeon  in  the  War  of  1812, 
and  later  located  in  Norfolk  but  soon  returned  to 
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Prince  Edward  County.  He  was  called  to  the  chair 
of  surgery  and  surgical  anatomy  in  Washington 
Medical  College,  Baltimore,  Md.,  in  1835, — but 
only  remained  one  year.  Returning,  he  opened  the 
Prince  Edward  iMedical  Institute  but  later  merged 
his  medical  school  with  Randolph  Macon  College 
at  Boydton.  However,  he  preferred  to  practice  in 
his  native  county.  In  spite  of  his  peculiar  personal- 
ity of  always  wearing  a tall  silk  hat  which  it  is 
said  he  never  removed  while  operating  or  even  when 
asleep,  which  hat  kept  him  away  from  church  and 
in  which  he  was  buried,  he  built  up  a reputation 
which  has  not  been  equaled  before  nor  since.  His 
pioneer  work  included  amputation  of  the  shoulder, 
resection  of  the  superior  maxilla,  and  ligation  of 
the  carotid  arter\-.  He  is  said  to  have  performed 
over  eight  hundred  cataract  operations  and  several 
hundred  lithotomies  and  to  have  operated  success- 
fully for  vesico-vaginal  fistula  in  1838,  antedating 
Sims  by  fourteen  years.  He  practiced  both  medicine 
and  surgery  up  to  the  time  of  his  death  which 
occurred  at  the  age  of  eighty-six,  in  1868. 

I will  mention  very  briefly  only  two  master  sur- 
geons of  this  period  from  Kentucky,  since  they  have 
been  the  subject  of  such  beautiful  essays  by  as 
equally  prominent  surgeons  of  the  South.  I speak 
of  Benj.  Dudley  and  Ephraim  McDowell.  Both 
were  born  in  Virginia  and  each  migrated  to  Vir- 
ginia’s beautiful  blue  grass  daughter  State  of  Ken- 
tucky. Dudley  was  born  in  Spotsylvania  County  in 
1783,  studied  medicine  at  the  University  of  Penn- 
sylvania and  then  in  Europe.  He  was  called  the 
“greatest  lithotomist”  and  had  a record  of  two  hun- 
dred and  twenty-five  cases  with  only  three  deaths 
and  a series  of  one  hundred  without  a death.  He 
was  at  least  fifty  years  ahead  of  his  time  in  the  prin- 
ciples of  asepsis  and  the  preparation  of  patients  for 
operation.  He  was  a bitter  opp>onent  of  bleeding, 
which  was  rife  during  that  period,  and  never  lost 
an  opportunity  to  denounce  it.  He  was  an  out- 
standing teacher,  a pillar  in  Transylvania  Univer- 
sity. I am  impressed  with  one  remark  it  is  related 
he  made  with  regard  to  his  class,  “I  would  rather 
be  damned  than  come  before  a class  unprepared.” 
He  died  in  1870. 

I will  only  take  time  to  mention  the  name  of  that 
other  pioneer,  Ephraim  McDowell,  so  familiar  to 
you  all.  He  also  move(J  to  Kentucky  and  has  the 
distinction  of  performing  successfully  the  first 
ovariotomy  (1809).  The  surgeons  of  Kentucky  have 


purchased  his  old  home  where  this  great  operation 
was  performed  to  preserve  as  a memorial  to  this 
great  pioneer  in  surgery.  I am  glad  to  know  that 
the  Woman’s  Auxiliary  of  the  Southern  Medical  As- 
sociation has  organized  the  Jane  Todd  Crawford 
Memorial  Association  to  perpetuate  the  memorj-  of 
the  brave  confiding  woman  who  made  it  possible  for 
Ephraim  iMcDowell  to  write  his  name  on  the  pages 
of  immortality.  And  he  operated  on  her  without  an 
anaesthetic — unless  it  was  a nip  or  two  of  good  old 
Kentucky  rye  which  I have  heard  (unofficially)  he 
gave  her  at  the  time  as  a bracer  or  mild  anae.sthetic. 
For  a full  and  beautiful  account  I must  refer  you 
to  the  President’s  address  at  the  1933  meeting  of 
The  American  College  of  Surgeons  in  Chicago,  en- 
titled “Surgeon  of  the  Wilderness — Ephraim  Mc- 
Dowell.” This  address  was  delivered  by  Dr.  W.  D. 
Haggard  of  Nashville. 

Coming  more  into  the  nineteenth  centurj’,  it  has 
been  said  that  medicine  as  a science  really  com- 
menced with  Louis  Pasteur  (1822-1893)  and  his 
discovery  of  the  microbic  origin  of  disease,  and  with 
Joseph  Lister’s  practical  application  of  Pasteur’s 
theory.  Following  this  discover}’  we  find  the  meth- 
ods of  treating  all  diseases  and  of  performing  all 
surgical  operations  gradually  becoming  revolution- 
ized and,  in  America  we  find  Crawford  W.  Long 
of  Georgia  introducing  ether  as  an  anaesthetic  in 
1842 — the  greatest  boon  of  the  age  to  the  human 
race  in  the  relief  of  pain  and  in  enabling  the  sur- 
geon to  open  up  new  fields  of  work  by  deliberation 
in  operation. 

Another  surgeon  of  outstanding  prominence  was 
Paul  Fitzsimmons  Eve,  A.  M.,  ^I.  D.,  LL.  D.,  born 
at  Augusta,  Ga.  He  graduated  at  the  University 
of  Pennsylvania  and  published  over  six  hundred 
articles  on  professional  subjects.  He  was  the  author 
of  “Remarkable  Cases  of  Surgery,”  a book  still  con- 
sulted. He  is  believed  to  be  the  first  surgeon  in 
America  to  perform  hysterectomy,  was  professor  of 
surgery  at  various  times  at  six  medical  schools,  and 
was  President  of  the  American  Medical  Association 
in  1857.  It  is  claimed  that  he  performed  238 
lithotomies,  was  Surgeon  General  of  the  Army  of 
Tennessee  in  the  Civil  War,  and  later  Surgeon  to 
General  Joseph  E.  Johnston’s  Army.  Such  a beau- 
tiful sketch  of  his  life  has  been  given  under  the 
caption  of  “Master  Surgeons  of  America,”  in  the 
April,  1928,  issue  of  Surgery,  Gynaecology  and  Ob- 
stetrics, that  I will  not  say  more. 
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J.  Maricn  Sims  of  Alabama,  but  born  in  South 
Carolina,  was  an  ingenious  mechanic  like  iSIet- 
tauer  and,  like  him,  a resourceful  and  original  sur- 
geon,— a remarkable  man  from  the  first.  He  de- 
vised his  own  instruments,  many  of  his  designs  in 
instruments  and  positions  and  methods  of  opera- 
tion being  used  to  this  day  and  still  bearing  his 
name.  Lord  Lister  said  of  him;  “Sims’  speculum 
is  immortal;  no  one  has  ever  made  any  improve- 
ment on  it.”  Moving  to  New  York  in  1853,  he  be- 
came internationally  known,  and  founded  the 
Woman’s  Hospital.  His  name  is  a household  word 
among  American  Surgeons  and  his  autobiography  is 
a very  readable  book. 

.■\labama  is  the  only  State  in  which  the  State  So- 
ciety is  a part  of  the  State  Government — the  Gov- 
ernor being  Chairman  of  the  State  Board  of  Health. 
.\labama  is  rich  with  names  of  distinguished  phy- 
sicians and  surgeons,  but  time  will  not  permit  me  to 
go  further  into  the  history,  except  to  say  one  word  in 
commendation  of  Wm.  E.  B.  Davis  of  Birmingham 
(1863-1903).  He  was  original  investigator,  teacher, 
organizer,  leader  and  surgeon,  one  of  the  South’s 
greatest  contributors  to  the  advancement  of  medicine 
and  surgery.  To  quote  from  one  who  eloquently 
eulogized  him:  “After  attending  the  various  clinics 
abroad,  he  then  returned  and  entered  a career,  mar- 
velous in  its  brilliancy,  glorious  in  its  achievement, 
utterly  sad  in  its  ending.”  He  was  killed  in  a rail- 
road crossing  accident  in  1903. 

The  annals  of  Louisiana  are  also  teeming  with 
the  names  of  prominent  physicians — experts  on  yel- 
low fever  and  other  diseases,  also  surgeons  of  na- 
tional reputation. 

The  medical  history  of  Texas,  from  the  days  of 
its  independence  to  the  present,  is  full  of  names  of 
outstanding  authorities  in  medicine  and  surger}-, 
some  of  whom  were  leaders  in  military  and  political 
affairs  as  well.  A surgeon  was  a member  of  the 
committee  that  designed  the  seal  and  flag  in  1839, 
and  the  last  president  of  the  republic  was  a phy- 
sician, Dr.  Anson  Jones,  a descendent  of  Oliver 
Cromwell. 

The  same  may  be  said  of  the  other  States.  There 
is  no  greater  medical  center  in  the  South  than  Nash- 
ville. Tennessee  has  the  distinction  of  furnishing 

five  presidents  to  the  American  Medical  Associa- 

.'y  ■> 

tion:  Eve,  Bowling,  Briggs,  Witherspoon  and  Hag- 
gard. To  attempt  to  eulogize  her  surgeons  of  the 


past  and  epitomize  accomplishments  of  those  still 
living  and  active  would  fill  a volume. 

Several  Southern  States  I have  left  entirely  out 
of  my  summary,  not  that  they  did  not  have  a med- 
ical history  worth  while,  but  they  were  omitted  on 
account  of  time  and  space  in  a short  address. 

Medical  Schools. — The  South  had  few  medical 
schools  prior  to  the  Civil  War,  and  most  of  her 
students  went  to  Philadelphia  to  study  medicine. 
There  w’ere  a few  such  as  Transylvania  at  Lexing- 
ton, Ky.,  organized  1799.  I will  only  say  a word 
about  Transylvania.  It  was  active  only  thirty- 
five  years  but,  during  its  short  existence,  its  faculty 
was  at  one  time  the  strongest  in  America,  being 
composed  of  Sami.  Brown  (Virginia),  Dank  Drake, 
N.  R.  Smith,  Oliver  Perry  Hill,  Benj.  W.  Dud- 
ley and  Chas.  Caldwell,  ^^’m.  Osier  placed  three 
of  them  among  the  first  five  of  their  day.  After 
the  reconstruction  period,  during  the  la.st  quar- 
ter of  the  nineteenth  centur}’,  and  up  to  the  present 
time,  medical  teaching  in  the  South  has  rapidly 
forged  ahead  and  is  now  equal  to  the  best.  The 
southern  student  does  not  now  have  to  go  North  to 
get  the  best  medical  training,  either  technical  or 
clinical.  And  let  me  emphasize  that  he  does  not 
have  to  go  to  Europe  either.  There  are  now  more 
than  1,500  American  students  attending  medical 
schools  in  foreign  countries  and  the  standard  of 
some  of  those  colleges  is  lower  than  our  “A”  grade 
schools.  Students  going  abroad  to  study  medicine 
had  better  then  beware  or  they  will  find  themselves 
debarred  from  taking  the  National  or  State  Board 
examinations  when  they  return  to  America. 

Hospitals. — The  American  Medical  Association, 
The  American  College  of  Surgeons  and  The  Amer- 
ican Hospital  Association  have  so  raised  the  stand- 
ard of  hospitals  as  to  make  all  of  the  larger  ones 
real  teaching  institutions,  recognized  by  the  various 
schools  of  medicine  and  state  examining  boards. 
The  South  took  a very  prominent  part  in  this  for- 
ward movement. 

I will  mention  only  a few  other  physicians  from 
the  South  who  were  prominent  in  northern  states: 
Wm.  Edmonds  Horner,  Joseph  Price,  Nathaniel 
Chapman;  Thomas  A.  Emmett,  Seneca  D.  Powell, 
Wm.  A.  Pryor,  and  Jno.  A.  Wyeth.  ’ 

In  1881  Jno.  A.  Wyeth,  a native  of  Alabama, 
opened  the  Polyclinic  Hospital  in  New  York  for 
post-graduate  kudy,  the  importance  of  which  is  now 
recognized  everywhere.  And  here  in  Virginia  we  are 
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making  every  effort  to  bring  medicine  to  the  general 
practitioner  and  increase  his  opportunities  for  ad- 
vancement in  study  and  investigation. 

To  mention  some  of  the  achievements  of  medicine 
and  surge!}-  in  the  South  we  may  say  that: 

The  first  native  American  to  graduate  in  medicine 
was  from  the  South. 

The  physicians  of  Charleston  started  the  Charles- 
ton Museum — the  oldest  in  America. 

•A  Southern  State  was  the  first  to  establish  quar- 
antine; the  first  to  suggest  steam  in  the  disinfection 
of  ships.  The  first  .American  pharmacopoeia,  the 
first  autopsy,  the  first  hospital,  the  first  insane 
asylum  in  .America  are  all  products  of  the  South. 

The  earliest  bill  governing  medical  practice  was 
drawn  by  a Virginia  physician.  The  South  is 
credited  with  the  first  to  perform  ovariotomy,  gas- 
trotomy,  the  removal  of  the  coccy.x,  to  ligate  the 
carotid  artery,  the  fii^t  to  operate  successfully  for 
vesico-vaginal  fistula,  the  first  in  .America  to  resect 
a rib  for  drainage  of  empyema  and  abscess  of  the 
liver,  also  to  operate  for  ectopic  pregnancy,  to  do  a 
hysterectomy,  to  operate  for  cleft  palate,  and  for 
club  foot,  and  the  first  to  perform  successfully  a 
hip  joint  amputation.  The  first  to  use  ether  as  an 
anaesthetic  was  a southerner. 

The  first  .American  College  to  teach  comparative 
anatomy,  and  take  a stand  for  adequate  pre-medical 
education  was  the  University  of  Virginia.  The  first 
state  to  legalize  sterilization  of  the  insane  was  Vir- 
ginia. 

The  first  to  discover  the  cause  and  work  out  the 
scheme  for  the  eradication  of  yellow  fever  was  a 
southerner.  In  the  beginning  of  the  twentieth  cen- 
tur}-,  when  yellow  fever  broke  out  among  the  troops 
in  Cuba,  Surgeon  General  Sternberg  of  the  U.  S. 
.Army  called  for  volunteers  to  investigate  its  cause. 
Four  surgeons  of  the  army  came  to  the  front,  all 
from  the  South,  the  commission  being  headed  by 
Walter  Reed  with  James  Carroll,  Jesse  W.  Lazear 
(non-immune)  and  .Aristides  .Agramonte  of  Cuba 
(immune).  It  was  Walter  Reed  who  thought  of  the 
intermediary  host.  A'ou  are  all  familiar  with  the 
result.  Lazear  deliberately  contracted  the  disease 
and  died  a martyr  to  the  cause,  but  from  the  inves- 
tigation, the  world  is  safe  from  one  of  the  worst 
scourges  in  the  medical  history  of  all  time.  The 
soundness  and  accuracy  of  Reed’s  work  was  demon- 
strated by  Col.  W.  C.  Gorgas,  a native  of  .Alabama, 


in  freeing  Havana  of  yellow  fever  in  a few  months 
— for  the  first  time  in  150  years — and  in  making  it 
possible  to  build  the  Panama  Canal. 

To  quote  from  one  of  the  commentators  on  the 
work- of  Walter  Reed:  “The  inspiration  of  Reed’s 
life  lies  in  the  fact  that,  though  a man  of  war,  he 
ravaged  no  distant  lands;  he  destroyed  no  tens  of 
thousands  to  make  his  reputation;  but  by  quiet 
methods  when  there  was  no  strife,  he  saved  count- 
less lives,  and  swept  away  a hideous  plague  which 
from  time  immemorial  had  periodically  %'isited  our 
shores  and  devastated  our  fair  land.” 

.And  now  a word  for  organized  medicine. 

Dr.  Sami.  Brown,  born  in  Rockbridge  County,  A'ir- 
ginia  in  1769,  graduate  in  medicine  of  the  Univer- 
sity of  .Aberdeen,  Scotland,  distinguished  professor 
of  medicine  at  Transylvania  University,  was  the  fii^t 
in  the  country  to  suggest  a national  medical  organi- 
zation. His  idea  was  that  it  would  bring  men  to- 
gether, and  by  exchange  of  ideas  tend  to  promote 
brotherly  love  and  banish  jealously.  His  idea  was 
to  form  local  societies  throughout  the  country  and 
knit  these  into  a homogeneous  body,  and  establish 
reciprocity  of  kindly  feelings — fraternal  and  honor- 
able. His  idea  never  became  more  than  a local 
move,  but  it  was  a forerunner  of  our  .American  Aled- 
ical  .Association. 

The  whole  profession  is  one  grand  family  of 
brethren.  They  are  so  by  the  common  aim  to  allevi- 
ate the  suffering  of  the  human  race.  They  are 
brothers  through  a common  law  of  self-protection. 
Their  lives  are  so  intimately  associated  with  sick, 
distressed  and  poor,  that  it  is  natural  to  find  them 
.SATnpathetic,  and  kind;  few  of  them  ever  get  rich, 
and  many  of  them  give  away  more  than  they  re- 
tain; for  that  reason  we  find  most  of  them  belonging 
to  one  or  more  fraternal  organizations,  these  organi- 
zations all  having  for  their  motto  Fraternity,  Charity, 
Morality,  and  submission  to  law  and  order.  Hence, 
we  are  not  surprised  to  find  six  prominent  physicians 
members  of  the  first  Supreme  Council  of  the  33rd 
degree,  Scottish  Rite  Alasons,  when  it  w-as  organized 
in  Charleston,  S.  C.,  Alay  3,  1801,  by  Drs.  John 
Alitchell,  Frederick  Dalcho,  Isaac  .Auld,  James 
Moultree  and  others. 

In  conclusion,  I wish  to  stress  the  importance  of 
this  great  Fraternal  Organization  of  ours.  We  can- 
not all  be  brilliant  pioneer  surgeons,  investigators, 
therapeutists  or  teachers  in  this  great  science,  but 
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we  can,  b)'  sympathy,  kindness  and  close  attention 
to  our  great  obligation  to  humanity,  and  by  an  ear- 
nest, intelligent  discussion  of  our  problems  at  these 


meetings,  live  out  usefully  and  honorably  our  little 
span  of  life. 

Taylor  Building. 


CARE  OF  THE  FEET  IN  DIABETES.* 


William  R.  Jordan,  M.  D. 
Richmond,  Va. 


Gangrene  was  present  in  23  per  cent  of  686  dia- 
betics dying  recently  in  New  York  City.^  Con- 
sidered in  conjunction  with  the  prevalence  of  dia- 
betes, this  illustrates  the  frequency  of  this  condition, 
but  it  does  not  disclose  all  the  suffering,  disability, 
and  expense  entailed.  Often  a minor  surgical  lesion 
of  the  foot  will  incapacitate  and  discomfort  the 
patient  for  months  w'hile  it  slowly  progresses  until 
the  pain  is  severe  and  the  patient  is  bedridden. 
Months  of  time  lost  from  work,  with  consequent  loss 
of  income  and  at  the  same  time  increased  expense 
due  to  medical  care,  and  days  and  nights  of  dis- 
couragement and  pain,  gradually  destroy  the  hope 
and  strength  of  the  patient.  Gangrene  and  infec- 
tion tend  to  spread  and  death  ensues.  Even  if 
operation  is  done,  the  loss  of  a leg  or  even  of  both 
legs  makes  life  a greater  burden  to  the  patient. 

Gangrene  is  preventable  in  many,  if  not  most, 
cases.  The  application  of  simple  rules  of  hygiene 
and  the  prompt  and  correct  surgical  treatment  of 
each  lesion  when  it  first  appears  will  postpone  or 
prevent  such  disastrous  situations  as  those  men- 
tioned above.  In  Dr.  Joslin’s  practice,  education 
of  the  patients  has  already  borne  fruit.  One-third 
of  his  cases  with  foot  lesions  now  come  to  the  hos- 
pital early  enough  to  avoid  operation.  Of  those 
requiring  amputation,  80  per  cent  had  not  con- 
sulted him  previously,  and  of  his  former  patients 
in  this  group  the  average  length  of  time  since  the 
preceding  visit  was  2.7  years.  Regular  visits  by 
the  patient  for  examination,  treatment  and  instruc- 
tion by  the  doctor  tend  to  prevent  trouble.  By 
such  means  the  mortality  from  gangrene  has  been 
reduced  16  per  cent,  but  this  represents  only  a small 
part  of  what  can  be  accomplished  if  we  continue 
our  efforts. 

That  the  incidence  and  mortality  of  gangrene 
remain  high  is  a lamentable  fact.  More  wide- 
spread use  of  methods  to  prevent  and  treat  the 

*Presented  at  the  Southside  Virginia  Medical  Associa- 
tion, June  9,  1936. 


apparently  trivial  lesions  that  lead  to  gangrene  will 
be  of  marked  benefit.  Examination  of  the  feet 
at  ever)'  visit  of  the  patient  and  emphasis  on  the 
importance  of  proper  care  of  the  feet  should  be 
made.  At  present  one  notices  a look  of  tolerant 
amusement  on  the  face  of  the  patient  who  is  asked 
to  expose  his  feet  for  examination.  Frank  skepti- 
cism of  the  sincerity  of  the  doctor  is  the  response 
to  the  criticism  that  the  nails  have  been  trimmed 
too  closely,  .\mazement  follows  reiteration  of  the 
statement.  Nevertheless,  persistence  in  these  exam- 
inations and  suggestions  usually  convinces  the  pa- 
tient of  their  importance,  and  then  co-operation 
in  this  care  is  given.  It  has  been  said  that  it  is 
more  important  so  see  the  feet  than  the  face  of  the 
diabetic  patient. 

The  time  to  begin  the  treatment  is  when  the  pa- 
tient is  first  seen.  Although  97  per  cent  of  the 
patients  with  gangrene  are  past  50  years  of  age, 
the  blemishes  leading  to  gangrene  are  often  formed 
in  early  life.  Small  calluses  or  corns  and  ath- 
lete’s foot  make  the  feet  vulnerable,  and  neglect 
during  the  period  of  decreasing  vascular  efficiency 
precipitates  serious  disease.  Cleanliness,  correc- 
tion of  preformed  defects  and  immediate  attention 
to  all  lesions  will  prevent  or  at  least  postpone  severe 
infection  and  gangrene. 

The  feet  should  be  washed  thoroughly  each  day 
with  plenty  of  soap  and  water.  Such  advice  may 
seem  unnecessary  or  even  insulting  to  many  people, 
but  to  others  it  will  be  timely  and  to  some  it  will 
appear  absurd.  I have  seen  a man  come  to  the 
hospital  with  gangrene  and  infection  of  a foot  from 
which  neither  the  shoe  nor  sock  had  been  removed 
for  more  than  a week.  Nor  did  it  appear  to  him 
that  his  conduct  had  been  unusual.  After  wash- 
ing, drying  the  feet  thoroughly  by  gentle  pressure 
of  the  towel  is  needed.  Sawing  the  towel  harshly 
between  the  toes  may  rub  off  tender  or  damaged 
skin  and  expose  the  raw  flesh  in  which  infection 
may  arise.  A smooth  orange  wood  stick  is  prefer- 
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able  in  cleaning  the  nails  to  a sharp  steel  file  which 
may  cause  an  abrasion  or  puncture.  The  nails 
should  be  trimmed  often  so  that  they  need  not 
grow  long  or  be  cut  short.  They  should  be  cut 
almost  straight  with  comers  intact  to  prevent  in- 
growing. This  should  be  done  only  when  the  feet 
and  instmment  are  clean,  so  as  to  avoid  danger 
of  infection  in  case  the  skin  is  damaged.  Some 
patients  have  such  poor  vision,  or  ner\’e,  muscle 
or  joint  trouble  that  they  cannot  tend  to  their  feet 
properly.  These  people  are  usually  elderly  and 
have  poor  circulation  in  the  feet,  and  they  should 
obtain  the  services  of  a younger  relative  or  of  a 
chiropodist. 

The  selection  of  socks  and  shoes  is  important. 
Socks  should  be  large  enough  to  permit  the  natural 
position  of  the  toes  and  not  large  enough  to  wrinkle 
and  form  a blister.  Socks  with  holes  or  coarse 
seams  or  rough  dams  are  undesirable  for  similar 
reasons.  A dirty  sock  means  a dirty  foot.  It  is 
a comparatively  easy  task  to  wash  socks  or  stock- 
ings each  night  and  to  use  a fresh  pair  daily. 
Shoes  need  to  be  chosen  with  even  more  care,  be- 
cause they  last  longer.  It  is  not  sufficient  that  the 
shoe  fit,  but  it  must  have  a smooth  lining  and  the 
shape  should  be  maintained.  If  the  heels  wear 
down  too  far,  pressure  and  strain  occur,  and  trouble 
is  apt  to  follow.  One  seldom  obtains  shoes  which 
fit  perfectly.  One  pair  exerts  slight  pressure  on 
some  spot  which  is  unaffected  by  another  pair. 
For  that  reason  it  is  well  to  wear  one  pair  of  shoes 
for  a few  days  and  then  use  the  other  pair,  thus 
preventing  continuous  pressure  on  any  one  place. 
New  shoes  should  be  worn  only  one-half  hour  the 
first  day,  one  hour  the  next,  and  an  additional  hour 
each  succeeding  day  of  wear  until  one  knows  that 
they  are  suitable.  It  is  more  economical  to  dis- 
card a poorly  fitting  shoe  than  it  is  to  wear  it,  be- 
cause a shoe  costs  a diabetic  only  about  five  dol- 
lars but  a sore  foot  costs  about  five  hundred  dollars. 

A corn  and  callus  by  pressure  causes  local  irrita- 
tion and  ischemia  so  that  necrosis  and  infection  may 
occur.  Similarly  a bunion  or  hammer  toe  increases 
the  danger  of  infection.  Prevention  of  these  deform- 
ities is  accomplished  by  the  above  hygenic  precau- 
tions, save  in  some  instances  where  arches  are  weak 
and  excessive  pressure  occurs  at  unusual  places. 
Exercises  for  strengthening  the  arches  are  helpful 
in, the  latter  cases.  Curling  and  spreading  the  toes, 
rotation,  flexion, and  extension  of  the  feet,  and  end- 


ing the  stride  on  the  toes  rather  than  on  the  ball 
of  the  foot  should  be  employed  daily.  Results 
go  unnoted  for  weeks  or  even  months;  but,  as  time 
goes  on,  improvement  becomes  abvious.  The 
treatment  of  the  corns  and  calluses  is  removal  of 
the  causative  factor  such  as  ill-fitting  shoes,  and 
the  application  of  lanolin  daily  to  the  calloused 
area.  Twice  a week  the  feet  should  be  soaked  in 
warm  water  long  enough  to  soften  the  dead  skin 
which  is  then  removed  by  rubbing  judiciously  with 
gauze  or  a nail  file  or  emery  paper.  If  the  skin 
of  the  feet  is  too  tender  and  fragile,  alcohol  should 
be  applied  daily  until  toughening  occurs.  If  con- 
servative measures  fail  to  correct  the  offending  le- 
sion, surgery  should  be  resorted  to  before  vascular 
disease  makes  it  dangerous.  However,  it  is  sur- 
prising how  much  can  be  accomplished  by  the  use 
of  soap  and  water,  a little  grease,  and  properly 
fitting  shoes.  An  extremely  vulnerable  foot  can  be 
converted  into  one  that  may  never  give  trouble. 
Thick  calluses  disappear  and  do  not  recur.  In- 
growing nails  are  corrected.  The  shape  of  the  foot, 
the  position  of  the  toes,  and  the  appearance  of  the 
skin  conform  quite  closely  to  the  normal. 

Epidermophytosis  with  coarse  nails  and  soft 
corns  leads  to  many  amputations.  In  addition  to 
the  daily  bath,  thorough  drying,  and  clean  socks, 
one  must  often  employ  other  methods  to  combat 
this  stubborn  disease.  The  liberal  use  on  the  feet 
and  in  the  shoes  of  talcum  containing  one  per  cent 
salicylic  and  benzoic  acid  is  sometimes  adequate. 
More  often  some  stronger  remedy  must  be  used. 
The  daily  application  of  a petrolatum  ointment 
containing  6 per  cent  each  salicylic  acid  and  sul- 
phur should  be  continued  until  there  is  apparent 
cure  of  the  disease.  It  is  important  to  apply  this 
not  only  on  all  obvious  lesions  and  between  and 
under  the  toes,  but  also  around  the  entire  nail  bed. 
After  the  disappearance  of  the  lesions,  applications 
should  be  continued  indefinitely  twice  a week  to 
prevent  recurrence.  Occasionally,  one  needs  to 
alternate  some  other  fungicide  with  this  ointment, 
using  one  for  two  or  three  weeks  and  then  the 
other  for  a similar  length  of  time.  Reinfection  or 
exacerbations  are  the  rule,  and  persistent  care  is 
essential. 

One  of  the  most  difficult  conditions  to  combat  in 
caring  for  the  feet  is  deficient  circulation.  Vas- 
cular disease  makes  much  more  serious  any  lesion 
occurring  on  the  feet.  Such  vascular  disease  'may 
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l>e  detected  by  palpation  of  the  arteries,  especially 
the  dorsalis  pedis,  for  sclerosis  and  pulsation.  The 
dusky  appearance  of  the  dependent  foot  and  the 
rapidity  of  blanching  on  elevation  indicate  slug- 
gish blood  flow.  The  temperature  of  the  skin  is 
significant,  and  abrupt  change  at  any  level  is  of 
serious  injport.  A minor  infection  may  become  a 
fatal  lesion  under  these  circumstances.  The  treat- 
ment in  such  cases  .should  be  prompt  and  careful. 
Removal  of  a callus,  which  in  a younger  patient 
\Vould  be  a trivial  matter,  in  these  patients  may 
result  in  death.  Treatment  of  the  diabetes  ac- 
cording to  the  most  modern  methods  should  be 
given  promptly  and  should  be  adhered  to  meticu- 
lously in  order  to  lessen  the  danger  of  arterioscler- 
osis. The  onset  and  course  of  this  vascular  degen- 
eration is  so  insidious  that  it  goes  unnoticed  until 
far  advanced.  We  should  therefore  devote  all  our 
energy  and  skill  to  its  prevention.  It  is  a good 
rule  for  all  diabetics  to  refrain  from  crossing  the 
legs  after  they  attain  the  age  of  forty  years.  Con- 
striction of  any  kind,  such  as  from  round  garters, 
should  be  avoided.  Exercises,  particularly  those 
described  by  Buerger,  are  of  help  in  maintaining 
or  restoring  circulation.  Buerger  exercises  are  car- 
ried out  with  the  use  of  a board  described  by 
McKittrick  and  Root.^  This  board  enables  the 
patient  to  elevate  the  legs  until  blanching  occurs. 
He.  then  lowers  them  until  slight  cyanosis  is  noted. 
This  is  followed  by  a five-minute  rest  period  with 
the  patient  lying  on  the  bed.  Each  such  cycle 
requires  about  ten  minutes  and  these  exercises 
should  be  employed  for  aq  hour,  two  or  three  times 
daily.  The  time  and  trouble  expended  are  war- 
ranted by  the  benefit  derived. 

Neuritis  is  another  complication  that  bears  men- 
tion. On  account  of  the  pain  produced,  heat  is 
often  applied,  yet  decreased  sensitivity  of  the  skin 
of  these  patients  robs  them  of  the  warning  pain  of 
burns,  so  that  severe  burns  may  occur  without  the 
knowledge  of  the  patient.  This  is  a real  danger 
and  every  patient  should  be  reminded  of  it,  espec- 
ially the  older  ones  with  impaired  circulation,  in 
whom  degenerative  neuropathy  is  usually  found. 
Sometimes  trouble  arises  in  these  people  due  to  ir- 
ritation from  sock  or  shoe.  They  feel  no  pain  and 
are  unaware  that  a blister  has  formed  until  the 
feet  are  exposed  and  the  blister  or  abrasion  seen. 


Trophic  ulcers  of  nerve  origin  are  mentioned  by 
many  authors.  These  are  usually  bilateral,  sym- 
metrical and  often  painless.  In  all  diabetics  with 
deficient  circulation  or  damaged  nerves,  avoidance 
of  all  irritants  is  imperative.  Hot  water  bags,  espe- 
cially of  the  chemical  type,  electric  pads,  iodine  or 
other  chemical  irritants  are  interdicted.  The  num- 
ber of  patients  with  gangrene  or  infection  follow- 
ing such  burns  is  enormous.  Even  a .seemingly 
harmless  procedure,  such  as  taking  a hot  bath,  can 
be  dangerous  to  elderly  diabetics.  Not  only  is 
sensation  diminished  but  the  skin  is  more  vulner- 
able so  that  a relatively  mild  irritant  may  cau.se 
a severe  lesion. 

Prevention  and  care  of  foot  ailments  in  dia- 
betics are  dependent  on  control  of  the  diabetes. 
Not  only  must  the  blood  and  urine  sugar  be  con- 
trolled but  also  the  diet  must  be  sufficiently  liberal 
to  maintain  good  health.  It  seems  likely  that  too 
great  restrictiqn  of  the  starches  leads  to  early  de- 
generation of  the  arteries.  If  the  sugar  is  not  con- 
trolled properly,  healing  of  wounds  is  apt  to  be 
slow.  Furthermore,  attention  to  other  systemic 
conditions  such  as  anemia  must  be  given.  E.xer- 
cise,  even  to  bedridden  patients,  is  of  much  use. 
Co-operation  between  the  physician  and  surgeon 
contributes  to  the  ease  of  treatment  as  well  as  to 
the  welfare  of  the  patient.  In  most  cases,  benefit 
is  derived  from  joint  visits  to  the  j^atient  by  both 
doctors.  The  surgeon  may  point  out  that  drainage 
and  healing  are  more  rapid  than  usual  and  thus 
enable  the  physcian  to  reduce  the  insulin  dosage 
quickly  enough  to  avoid  hypoglycemia.  The  physi- 
cian at  times  finds  increasing  severity  of  the  dia- 
betes, which  the  surgeon  l^y  more  careful  examina- 
tion may  find  is  due  to  a previously  undiscovered 
pocket  of  pus.  Thus  the  treatment  of  the  two  con- 
ditions cannot  be  separated  entirely.  But  in  our 
interest  in  these  major  lesions  let  us  not  forget  that 
attention  to  the  trivial  precursors  is  more  effective, 
if  also  more  tiresome,  than  the  most  skillful  han- 
dling of  their  ultimate  effect — to-wit,  gangrene. 
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MALIGNANT  NEUTROPENIA.* 


\V .ALTER  B.  Martin,  M.  D., 

Norfolk,  Va. 


Thirteen  years  have  now  elapsed  since  Shultz,^ 
in  Germany,  described  a group  of  cases  with  un- 
usual clinical  and  hematological  findings.  All  of 
these  cases  presented  an  extreme  leucop>enia  with  an 
especial  deficiency  of  the  granulocytes.  .A.11  of 
Shultz’s  cases  occurred  in  middle  aged  women  and 
were  characterized  by  sudden  onset,  rapid  course, 
malaise,  jaundice  and  extreme  prostration.  He  term- 
ed the  condition  “agranulocytosis.”  The  following 
year  Friedemann^  reported  a similar  group,  empha- 
sizing particularly  the  presence  of  necrotic  ulcera- 
tion of  the  oral  cavity.  He  applied  to  it  the  name 
“agranulocA’tic  angina.” 

Since  these  reports  of  Shultz  and  Friedemann 
hundreds  of  cases  of  a similar  condition  have  been 
reported  from  all  parts  of  the  civilized  world,  but 
by  far  the  larger  proportion  of  cases  has  been  re- 
corded in  Germany  and  the  United  States.  Lovett^ 
reported  the  first  case  in  this  country  in  1924.  The 
original  clinical  picture  as  described  by  Shultz  has 
been  considerably  modified.  The  disease  has  been 
found  in  both  males  and  females  of  all  ages.  Chronic 
cases  have  been  described  as  well  as  the  acute  ful- 
minating ones.  The  necrotic  lesions  of  the  oral 
cavity  are  not  always  present.  The  one  constant 
finding,  however,  is  still  a profound  leucopenia  with 
a total,  or  almost  total,  absence  of  the  granulocytes. 


each  of  neoarsphenamine  between  July  12  and 
August  2.  Following  the  fifth  injection  on  .\ugust  2 
she  experienced  a slight  chill  followed  by  rise  of 
temperature.  Two  days  later  her  temperature  rose 
to  102  and  she  complained  of  soreness  of  the  mouth. 
When  seen  on  August  11  she  was  profoundly  ill 
with  fever,  prostration,  jaundice  and  advanced  ul- 
cerative stomatitis.  Her  blood  picture  was  remark- 
able. There  was  a severe  secondary  anemia  with 
43%  hemoglobin  and  3,300,000  erythrocytes.  The 
leucocytes  were  reduced  to  1200  with  1.5%  neutro- 
philic and  2.5%  basophilic  granulocytes.  The  small 
mononuclears  were  relatively  increased  (45%)  but 
absolutely  decreased  (540).  The  patient  was  given 
a transfusion  of  400  c.c.  of  citrated  blood,  following 
which  she  made  a fairly  rapid  recoverj-.  Twelve 
days  later  she  was  clinically  well  with  hemoglobin 
74%,  leucoc3l;es  5,500  and  granulocytes  65.5.  In 
January,  1922,  her  blood  picture  was  entirely  nomal. 

This  case,  except  for  the  presence  of  a rather 
severe  anemia  and  the  fact  of  a known  etiology,  is 
similar  in  all  respects  to  cases  of  idiopathic  agranu- 
locytosis. 

It  should  be  emphasized,  that  any  condition  asso- 
ciated with  profound  leucopenia  and  granulocy’to- 
penia  may  present  the  same  symptom  complex.  The 
usual  late  manifestations  of  all  of  these  conditions. 


Table 


Hgh. 

R.B.C. 

August 

11-21 

43% 

3,300,000 

August 

24-21 

74% 

January 

23-22 

89% 

4,530,000 

Granulocytes 

Small  Mo 

nonuclears 

fV.B.C. 

% 

Absolute 

% 

Absolute 

1200 

4 

48 

45 

540 

5500 

65.5 

3602 

29 

1595 

8800 

67 

5896 

27.5 

2420 

and  with  relatively  little  change  in  the  early  stages 
in  the  number  of  the  ercthrocytes  or  of  the  throm- 
bocytes. The  advanced  clinical  picture  of  the  disease 
is  simulated  by  other  conditions  associated  with  a 
severe  degp'ee  of  leucopenia,  such  as  overwhelming 
sepsis,  aleukemic  leukemia,  aplastic  anemia  and 
arsphenamine  poisoning.  In  fact,  this  last  condi- 
tion does  not  differ  in  any  essential  particular  from 
idiopathic  agranulocytosis,  except  that  its  etiology 
is  known.  The  following  case  illustrates  this  point : 

A colored  girl,  age  nineteen,  was  seen  on  August 
11,  1921.  She  had  been  given  five  doses  of  0.9  gm. 

*Read  before  the  Norfolk  County  Medical  Society'. 


such  as  sepsis,  bronchial  pneumonia  and  necrotic 
ulceration  of  the  mouth  and  vaginal  tract  arise  from 
one  cause,  namely,  the  breaking  down  of  normal  tis- 
sue resistance  to  invasion  following  a primar}'  reduc- 
tion of  the  leucoct-tes,  especially  those  of  the  granu- 
lar series.  In  the  final  analysis  the  differential  diag- 
nosis must  be  based  principally  upon  the  blood  find- 
ings, although  the  histon,’  may  be  of  considerable 
importance.  Sepsis  or  pneumonia  may  be  either  pri- 
mary with  secondary  toxic  leucopenia,  or  secondary 
to  the  failure  of  body  resistance. 

A man,  age  59,  was  admitted  to  the  Norfolk  Pro- 
testant Hospital  with  an  acute  lobar  pneumonia. 
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Group  III.  His  initial  leucocyte  count  was  11,000 
with  85%  granulocytes.  On  the  third  hospital  day 
it  fell  to  5,200,  on  the  fourth  to  4,000  and  on  the 
fifth  to  1,800  leucocytes  with  80%  granulocytes.  On 
this  day  injections  of  liver  extract  were  begun.  On 
the  sixth  hospital  day  the  leucocyte  count  increased 
to  3,200,  and  on  the  seventh  to  4,400  with  98% 
granulocytes.  In  forty-eight  hours  the  absolute  num- 
ber of  granulocytes  increased  from  1,440  to  4,312. 
This  patient  died  on  his  eighth  hospital  day. 

•A.  woman,  age  41,  was  admitted  to  the  Norfolk 
Protestant  Hospital  with  clinical  signs  of  lobar 
pneumonia.  She  was  in  extremis  on  admission  and 
died  within  two  hours.  Her  leucocyte  count  was  only 
650  with  50%  granulocytes.  Her  history  brought 
out  the  fact  that  three  days  before  admission  she 
had  complained  of  fever,  malaise,  weakness  and  sore 
throat.  Symptoms  of  pneumonia  developed  only 
about  twelve  hours  before  admission  to  the  hospital. 
If  a blood  count  had  been  made  at  the  time  of  her 
first  symptoms,  no  doubt  a profound  leucopenia 
would  have  been  found.  In  this  instance  it  seems 
probable  that  the  leucopenia  was  primary  and  the 
pneumonia  secondary. 

Differentiation  of  aleukemic  leukemia  and  agran- 
ulocytic angina  can  be  made  on  the  basis  of  the  blood 
picture.  Leukemia,  even  in  the  aleukemic  stage,  is 
characterized  by  the  presence  of  pathological  gran- 
ulocytes. Myelocytes  are  not  found  in  agranulocy- 
tosis except  during  the  stage  of  active  regeneration. 
At  this  time  I have  seen  the  myelocytes  increased  to 
fourteen  per  cent.  In  leukemia  there  is  usually  no 
material  decrease  in  the  absolute  number  of  lympho- 
cytes; in  agranulocytosis  the  decrease  in  the  absolute 
number  of  lymphocytes  is  almost  as  striking  as  the 
decrease  in  granulocytes,  as  has  been  pointed  out  by 
Fitz-Hugh.^ 

The  problem  of  differentiating  between  aplastic 
anemia  and  agranulocytosis  may  be  a difficult  one. 
The  typical  case  of  aplastic  anemia  has  cjuite  char- 
acteristic features.  There  is  a severe  depression  of 
all  of  the  formed  elements  of  the  blood.  The  anemia 
is  severe;  the  thrombocytes  are  decreased  to  a point 
where  purpura  or  spontaneous  bleeding  from  the 
mucous  membranes  occurs ; the  leucocytes  are  dimin- 
ished to  two  or  three  thousand  but  the  counts  are 
usually  not  as  low  as  those  seen  in  agranulocytosis; 
the  granulocytes  are  markedly  diminished  but  usually 
not  absent.  The  lymphocytes,  while  relatively  in- 


creased, are  present  in  their  normal  absolute  num- 
bers and  are  not  diminished  absolutely  as  in  agran- 
ulocytosis. There  are  numerous  instances,  however, 
where  the  differential  diagnosis  is  difficult. 

Contrary  to  the  early  teaching,  anemia  does  de- 
velop in  agranulocytosis  if  the  course  of  the  disease 
is  prolonged  enough  for  injury  to  the  hemopoietic 
centers  to  manifest  itself  in  the  circulating  blood. 
The  failure  in  the  erythrocytes  lags  well  behind  the 
decrease  in  the  granulocytes.  The  following  record 
of  a case  previously  reported  illustrates  this: 

Table  II. 

Hgb.  R.B.C.  W.B.C.  Granulocytes 


April  23  92%  4,690,000  7,000  71.5% 

July  15  90  4,410,000  1,200  12 

July  16  1,060  2 

July  18  74  3,640,000  3,500  38 

July  20  73  3,500,000  3,700  31 

July  26  84  4,420,000  7,600  67 


This  phenomenon  may  be  explained  on  the  basis 
of  the  difference  in  length  of  life  in  the  circulating 
blood  of  the  leucocyte  and  the  erythrocyte.  This  same 
tendency  for  the  hemoglobin  and  the  erythrocytes  to 
fall,  even  after  the  leucocytes  have  returned  to  nor- 
mal level,  will  be  pointed  out  in  another  case  later. 
There  is  little  data  in  the  literature  on  the  behavior 
of  the  thrombocyte  in  agranulocytosis.  In  the  early 
stages  of  the  acute  disease  they  are  usually  normal. 
In  a number  of  instances  of  more  chronic  cases  a 
fall  to  a fairly  low  level  has  been  noted. 

Fitz-Hugh  has  drawn  a rather  striking  parallel 
between  agranulocytosis  and  pernicious  anemia,  and 
has  suggested  that  the  leucopenia  results  from  matu- 
ration arrest  in  the  bone  marrow  due  to  the  lack  of 
some  stimulating  factor.  He  supports  this  concep- 
tion with  evidence  of  granulocytic  hyperplasia  of 
the  bone  marrow  in  certain  cases  dying  of  the  dis- 
ease. Other  workers  have  reported  an  aplastic  con- 
dition with  degeneration  of  the  bone  marrow. 
These  conflicting  findings  may  be  correlated  if  we 
assume  that  the  primary  factor  is  an  arrest  of  the 
bone  marrow  function  of  maturing  and  discharging 
granulocytes,  just  as  its  function  of  maturing  and 
discharging  erythrocytes  is  arrested  in  pernicious 
anemia.  This  arrest  of  leucopoietic  function  in 
tissue  may  be  due  to  the  absence  or  decrease  of  a 
factor  usually  supplied  by  some  other  organ  in  the 
body.  As  Beck^^  has  pointed  out,  the  site  of  the 
primary  onset  of  the  disease  may,  therefore,  not  l)e 
in  the  bone  marrow  at  all  but  in  the  organ  or  organs 
supplying  the  substance  essential  to  the  growth  of 
the  leucocytes. 
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It  would  seem  important  then  to  study  carefully 
the  early  manifestations  of  the  disease  if  we  are  to 
gain  insight  into  its  etiology  and  if  we  are  to  evolve 
a rational  therapy.  In  the  late  stage  the  clinical 
and  pathological  picture  is  much  confused  by  sec- 
ondaiY’  factors.  The  effectiveness  of  therapy  directed 
to  correction  of  the  priman-  defect  may  be  totally 
vitiated  by  these  secondary  conditions,  just  as  the 
underlying  pathological  changes  that  initiated  the 
process  may  be  largely  obscured.  This  point  is  illus- 
trated by  the  wide  variation  in  bone  marrow  find- 
ings. These  descriptions  vary  from  a hyperplastic 
bone  marrow  crowded  with  immature  leucocs-tes  to  a 
degenerative  marrow  devoid  of  functioning  myeloid 
tissue. 

The  early  symptoms  of  the  disease  before  the 
stage  of  secondar}'  invasion  are  not  especially  char- 
acteristic but  are  symptoms  that  may  be  found  at 
the  onset  of  almost  any  acute  infection.  At  this  time 
the  diagnosis  can  only  be  suspected  clinically  and 
can  only  be  confirmed  by  examination  of  the  blood. 
During  what  may  be  called  the  prodromal  period, 
the  patient  complains  of  lassitude  and  fatigue.  He 
may  experience  chilly  sensations,  or  actual  chills, 
with  rapid  rise  of  temperature.  Frequently  there  is 
intense  general  aching  and  the  prostration  may  be 
severe.  There  may  be  slight  soreness  of  the  mouth 
and  throat  and  slight  enlargement  of  the  glands  of 
the  neck.  It  seems  probable  that  this  stage  is  pre- 
ceded by  a symptomless  period  during  which  a rapid 
fall  of  the  leucocytes  is  taking  place.  If  a diagnosis 


1935,  a complete  blood  count  was  made,  showing  a 
perfectly  normal  picture;  hemoglobin  was  95  per 
cent,  erythrocytes  4,390,000,  leucocytes  6,000;  granu- 
locj-tes  57.5  per  cent,  small  mononuclears  33  per 
cent,  large  mononuclears  7 per  cent,  transitionals  2.5 
per  cent.  Seven  days  later  the  patient  complained 
of  general  malaise  and  especially  of  severe  aching  in 
the  bones  all  over  the  body.  On  examination  the 
temperature  was  elevated  to  99-3/5,  pulse  100,  but, 
aside  from  the  slight  arthritic  changes  that  still  per- 
sisted, the  examination  was  entirely  negative.  The 
gums  were  normal,  the  throat  was  clear,  there  was 
no  soreness  of  the  muscles  in  the  neck  and  no  swell- 
ing about  the  neck.  The  following  afternoon  the 
patient  had  a chill  with  a rise  of  temperature  to  103. 
At  this  time  she  complained  of  soreness  on  both 
sides  of  the  neck  and  slight  soreness  of  the  gums. 
It  was  noted  that  the  gum  margin  about  three  of  the 
teeth  was  slightly  swollen  and  spong}’  and  that  the 
gums  at  this  point  were  covered  with  a silver}-  mem- 
brane. The  blood  count  taken  at  this  time  showed 
600  leucocytes  with  12  per  cent  granuloc}’tes.  Treat- 
ment with  liver  extract  intramuscularly  was  imme- 
diately instituted.  This  was  followed  by  a rapid 
subsidence  of  the  temperature  to  normal  and  by 
marked  subjective  improvement.  The  change  in  the 
blood  picture,  as  shown  in  Table  III,  was  striking 
and  rapid. 

\^’hile  there  was  apparently  little  change  in  the 
hemoglobin  and  erythrocyte  count  at  the  time  of  the 
sudden  droj>  in  the  leucocytes,  it  appears  that  a sub- 


Tabi. 

Hgb.  R.B.C. 


April  13-35  85  4,390,000 

April  21-35  

April  22-35  90  4,560,000 

April  23-35  92  4,980,000 

April  24-35  93  5,130,000 

April  25-35  89  5,150,000 

April  27-35  90  4,800,000 

May  9-35 86  4,490,000 

May  14-35 78  4,020,000 


is  made  at  this  point  before  complicating  infections 
have  occurred,  and  before  the  degenerative  lesions  of 
the  bone  marrow  hav-e  set  in,  it  might  be  possible 
that  therapy  would  be  much  more  effectual.  The 
following  case,  which  was  diagnosed  early  and 
which  presented  no  complicating  infection,  is  worth 
reporting : 

A young  white  woman,  age  nineteen,  had  been 
under  observation  for  nearly  two  years  on  account 
of  a rather  mild  infectious  arthritis.  On  .\pril  13, 


III. 

Granulocytes  Small  Mononuclears 


IV.B.C. 

% 

Absolute  . 

% 

Absolute 

Platelets 

6,000 

57.5 

3450 

33 

1980 

600 

12.0 

72 

2,300 

48.0 

1004 

48.0 

1004 

3,100 

41.0 

1271 

52 

1612 

205,000 

4,700 

50.0 

2350 

50 

2350 

337o  Staff 

4,600 

41.0 

1886 

50 

2300 

4,600 

58.0 

2668 

37 

1702 

172,000 

4,400 

44.5 

1958 

50.5 

2222 

6,200 

54.5 

3369 

40.5 

2511 

sequent  fall  in  both  of  these  elements  did  take  place. 
This  same  tendency  for  the  fall  of  the  hemoglobin 
and  er}-throc}-te  count  to  lag  well  behind  the  fall  of 
the  leucocytes  has  been  noted  in  other  cases.  Th.s 
suggests  that  the  action  on  the  bone  marrow  is  not 
limited  to  the  leucopoietic  centers  but  affects  the  er}  - 
thropoietic  centers  as  well.  This  last  effect  is  masked 
b}-  the  fact  that,  due  to  the  longer  life  of  the  er}-thro- 
CA-te,  anemia  will  appear  much  more  slowly  than 
leucopenia.  Conversely.  ■ restoration  of  the  normal 
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leucocyte  level  can  be  accomplished  more  quickly. 
Studies  of  blood  slides  during  the  period  of  recovery 
showed  that  there  was  a large  increase  in  the  number 
of  staff  cells,  the  percentage  rising  as  high  as  33 
per  cent  of  the  total  leucocyte  count,  or  66  per  cent 
of  the  total  number  of  granulocytes.  This  would 
appear  to  indicate  that  the  increase  in  the  leucocyte 
count  was  due  to  discharge  into  the  circulation  of 
newly  matured  cells  from  the  bone  marrow  and  not 
to  mobilization  from  the  spleen  or  other  reservoirs. 
It  is  of  interest  that  this  patient  had  been  taking 
none  of  the  drugs  that  have  been  under  suspicion 
as  an  etiological  factor  in  this  disease. 

This  patient,  without  known  cause,  developed  an 
acute  condition  characterized  by  fever,  chills,  severe 
malaise,  profound  leucopenia  and  granulocytopenia. 
A diagnosis  was  made  within  twenty-four  hours 
from  the  onset  of  the  initial  symptoms.  Already  the 
beginning  of  secondary  invasion  of  the  gums  was 
apparent  but  treatment  was  not  hampered  by  sec- 
ondary disease.  Following  injection  of  liver  extract 
there  was  a dramatic  change  in  the  patient’s  clin- 
ical condition  and  a rapid  increase  in  the  number 
of  circulating  leucocytes. 

A similar  opportunity  to  observe  the  very  early 
signs  and  symptoms  of  the  disease  occurred  in  a 
case  previously  reported.®  In  this  case  the  patient 
was  seen  at  the  begiiming  of  relapse  and  before  any 
secondary  invasion  had  taken  place.  The  same  clin- 
ical and  hematological  results  follow'^.d  the  intra- 
muscular injection  of  liver  extract. 

It  seems  reasonable  to  assume  that  the  leucopenia 
is  due  to  failure  of  maturation  of  the  cells  in  the 
leucopoietic  centers;  that  the  remedy  is  the  introduc- 
tion of  a factor  that  will  aid  in  maturation,  and, 
further,  that  this  factor  must  be  introduced  early 
if  it  is  to  be  completely  effectual.  If  treatment  is 
delayed,  the  patient  contracts  and  dies  of  secondary- 
infection,  or  the  bone  marrow  undergoes  irreversible 
degenerative  changes.  Failure  of  any  form  of 
therapy,  complete  or  relative,  may  be  expected  late 
in  the  disease.  Only  in  the  early,  uncomplicated 
cases  can  a fair  appraisal  of  the  effectiveness  of  a 
given  form  of  therapy  be  determined. 

The  etiology  of  the  disease  is  still  obscure,  al- 
though the  theory  advanced  by  Madison  and  Squier® 
and  by  Kracke  and  Parker'^  has  received  much  at- 
tention. Madison  and  Squier  reported  fourteen 
cases  of  agranulocytosis  in  all  of  which  the  onset 


of  the  disease  had  been  preceded  by  the  use  of 
amido-pyrine,  either  alone  or  in  combination  with 
one  of  the  barbiturates.  They  further  report  that  all 
six  patients  allowed  to  continue  the  use  of  amido- 
pyrine died,  but  in  eight  cases  in  which  the  drug 
was  discontinued  only  two  died.  In  two  instances 
patients  who  had  previously  had  an  attack  of  agranu- 
locytosis were  given  amido-pyrine  in  doses  of  five 
to  seven  grains  and  in  both  cases  there  was  an  im- 
mediate and  severe  fall  in  the  granulocytes.  Of 
eighteen  rabbits  given  the  drug  by  mouth,  intra- 
muscularly or  intraperitoneally,  one  developed  a 
marked  leucopenia  with  complete  absence  of  granulo- 
cytes in  the  bone  marrow  and  in  the  circulating 
blood. 

Kracke  and  Parker®  have  implicated  various  drugs 
having  as  a nucleus  the  benzene  rings,  especially 
those  with  an  attached  amine  group.  This  list  in- 
cludes such  drugs  as  amido-pyrine,  arsphenamine, 
neoarsphenamine,  phenacetine  and  acetanilid  and 
many  compounds  containing  amido-pyrine.  They 
have  shown  that  oxidation  of  all  of  these  substances 
produces  certain  common  intermediate  and  end  prod- 
ucts and  they  attribute  their  depressing  effect  on  the 
bone  marrow  to  these  products.  They  have  been 
able  to  obtain  a severe  leucopenia  with  absence  of 
granulocytosis  in  a small  number  of  rabbits  injected 
with  these  split  products  but  introduction  of  the 
drugs  themselves  into  rabbits  has  shown  only  nega- 
tive results. 

This  theory  as  to  the  etiology  of  agranulocytosis 
is  supported  by  numerous  observers,  notably  Hoff- 
man, Butt  and  Hickey,  Fitz-Hugh,  Randall  and 
Holton,  Neilson  and  Trausdale. 

The  evidence  cited  may  be  summarized  as  follows : 

1.  In  many  cases  there  is  a history  of  the  use 
of  one  of  these  drugs  for  a longer  or  shorter  period 
of  time  before  the  onset  of  the  disease. 

2.  Most  of  the  cases  have  been  reported  from  the 
United  States  and  Germany  where  coal  tar  drugs 
are  more  generally  used. 

3.  The  incidence  of  the  disease  is  unusually  high 
among  doctors  and  their  relatives,  nurses  and  labora- 
tory workers. 

4.  The  incidence  is  higher  among  those  individ- 
uals who  are  economically  independent  than  among 
the  lower  classes,  the  presumption  here  being  that 
the  well-to-do  indulge  themselves  in  self-medication 
with  these  drugs. 
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This  evidence  so  far  is  more  circumstantial  than 
real.  Amidopyrine  has  been  available  in  this  coun- 
try since  1910  and  in  Germany  since  1897.  The 
first  cases  of  agranuloc)tosis  were  reported  in  Ger- 
many in  1922  and  in  this  countr}-  in  1924.  The 
onset  s}Tnptoms  of  the  disease  are  of  such  a nature 
as  to  lead  to  the  therapeutic  use  of  these  drugs  at 
the  time.  Since  several  days  may  elapse  between 
the  prodromal  symptoms  and  the  onset  of  the  char- 
acteristic signs  and  symptoms  of  the  disease,  a false 
assumption  may  be  made  as  to  the  role  played  by 
the  drugs  given.  Furtherm.ore,  these  drugs  are  in 
such  common  use  that  the  chances  are  very  great 
that  a large  proportion  of  sick  individuals  would 
take  one  or  more  of  them. 

The  high  incidence  of  the  disease  among  phy- 
sicians and  their  camp-followers  as  well  as  among 
the  well-to-do  may  be  explained  by  the  increased 
probability  of  an  individual  of  these  groups  hav- 
ing examination  made  of  his  blood  in  a case  of 
serious  illness.  It  is  admitted  that  there  are  a con- 
siderable number  of  cases  in  which  no  historical 
evidence  has  been  obtained  of  the  ingestion  of  any 
of  the  drugs. 

Numerous  other  theories  of  causation  have  been 
advanced.  The  various  bacterial  invaders  have  been 
suspected,  but  it  is  now  generally  concluded  that 
these  organisms  are  merely  secondar}*  factors. 
Dennis®  was  able  to  produce  leucop>enia  in  rabbits 
by  implanting  intraperitoneally  live  cultures  en- 
closed in  gelatin  capsules.  He  felt  that  the  liber- 
ated toxin  of  these  organisms  rather  than  the  or- 
ganism itself  was  responsible  for  the  blood  changes. 
His  results  have  not  been  confirmed  by  other  inves- 
tigators. Cases  have  been  reported  following  ty- 
phoid vaccination  and  in  association  with  kala-azar 
and  miliar}-  tuberculosis.  The  development  of  a 
disease  similar  to  idiopathic  agranulocytosis  has  been 
repeatedly  noted  following  the  injection  of  arsphena- 
mine  and  the  gold  salts. 

There  is  certain  evidence  that  points  to  the  liver 
as  the  primary  site  of  the  disease.  The  association 
of  jaundice  in  cases  of  arsphenamine  poisoning  and 
leucopenia  is  well  known.  Shultz  in  his  original  re- 
port emphasized  the  presence  of  jaundice  in  his 
cases,  and  jaundice  has  repeatedly  been  noted  in 
case  reports  since  tlien.  One  might  postulate  that 
a liver  already  injured  would  be  susceptible  to 
further  injur}-  with  drugs,  heavy  metals,  or  bac- 


terial toxins.  Injury  to  the  liver  might  be  followed 
by  failure  of  the  normal  stimulation  of  leucopoiesis 
and  then  by  a rapid  fall  in  the  leucocytes.  Investi- 
gation of  the  effect  of  these  various  substances  on 
animals  in  which  liver  injury  has  been  produced 
may  be  a profitable  field  for  investigation. 

Treatment  must  remain  unsatisfactory  as  long  as 
the  etiolog}'  is  obscure.  Transfusion,  irradiation  of 
the  long  bones,  Strumia’s  leucocytic  cream,  pentose- 
nucleotide  and  liver  extract  all  have  their  advocates. 

Transfusion  may  be  beneficial  and  is  not  contra- 
indicated. Its  value  is  due  to  the  well-known  stimu- 
lating effect  on  the  bone  marrow  of  transfused  blood 
and  the  hope  that  the  blood  of  a healthy  donor  may 
contain  some  substances  that  the  patient  lacks. 

X-ray  therapy  is  based  on  the  belief  that  stimulat- 
ing doses  of  the  ray  hasten  the  maturation  of  the 
myeloid  cells,  and  on  the  conception  that  the  bone 
marrow  is  stimulated  by  the  released  nucleid  sub- 
stances from  dead  white  cells.  Proof  that  this  treat- 
ment is  valuable  in  agranuloc}-tosis  is  lacking. 

Strumia^®  has  reported  excellent  results  with  his 
leucoc}iic  cream.  In  ten  cases  treated  by  intra- 
muscular injections  of  leucoc}iic  cream,  an  increase 
of  the  granulocytes  together  with  clinical  improve- 
ment was  obtained  in  nine  cases. 

Pentose-nucleotide  (commercially  known  as  p>ent- 
nucleotide)  was  introduced  in  1931  by  Jackson,^^ 
Parker,  Rinehart  and  Taylor.  Jackson,  Parker  and 
Taylor  report  74  per  cent  recoveries  in  sixty-nine 
cases  treated. 

Treatment  with  leucocytic  cream  and  with  pentnu- 
cleotide is  based  on  the  conception  that  the  released 
nuclear  material  from  disintegrating  white  cells  acts 
as  a stimulant  to  the  maturation  and  release  of  new 
granuloc}1:es.  This  idea  arose  from  the  observ’ation 
of  Sabin,^®  Solm,  Doan,  Cunningham  and  Kendwall 
that  an  increase  of  young  granulocytes  followed  the 
disintegration  of  old  non-motile  leucocytes. 

The  use  of  liver  extract  was  suggested  by  the 
observation  that  in  pernicious  anemia  there  is  a 
marked  response  of  the  leucoc}1:es  as  well  as  the 
er}-throc}-tes  following  the  introduction  of  liver  ex- 
tract by  mouth,,  intramuscularly  or  intraperitoneally. 
In  fact,  the  first  response  to  liver  therapy  in  perni- 
cious anemia  is  the  increase  in  the  granulocytes.  In 
fourteen  cases  of  pernicious  anemia  treated  by  me 
with  liver  and  in  which  a record  of  the  leucocytic 
response  was  kept,  there  was  an  average  increase 
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of  55  j>er  cent  of  the  total  leucocyte  count  and  of 
95  per  cent  in  the  granulocytes.  Foran,  Sheaff  and 
Trimmer^^  reported  five  cases  treated  with  liver  ex- 
tract with  recovery.  Last  year  I reported  three 
cases®,  with  recovery,  treated  with  liver  extract  in- 
tramuscularly and  tonight  have  added  one  other. 

I believe  that  no  form  of  treatment  will  be  ef- 
fectual after  severe  bone  marrow  degeneration  has 
set  in,  nor  will  treatment  probably  be  effectual  in 
the  presence  of  severe  secondary  infection.  The 
well-known  depressing  effect  of  infection  on  the  ac- 
tion of  liver  extract  in  the  treatment  of  pernicious 
anemia  and  on  insulin  in  the  treatment  of  diabetes 
probably  holds  true  in  relation  to  any  specific  thera- 
peutic weapon  we  may  employ  in  the  treatment  of 
agranulocytes. 

It  would  seem  to  me  that  early  diagnosis  and  early 
institution  of  treatment  is  the  most  important  single 
factor  that  may  affect  the  mortality  rate  of  this 
disease. 
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THE  ROLE  OF  THE  GENERAL  PRACTITIONER  IN  THE 
PREVENTION  AND  EARLY  TREATMENT  OF 
MENTAL  DISEASES.* 


E.  T.  Terrell,  M.  D. 

Assistant  Physician,  Eastern  State  Hospital, 
Williamsburg,  Va. 


In  recent  years  the  greatest  advances  in  medi- 
cine have  been  along  preventive  lines.  Typhoid 
fever  has  been,  in  a large  measure,  eliminated 
through  immunization  and  corrected  methods  of 
sanitation;  malaria  has  been  stamped  out  by  the 
elimination  of  mosquitoes,  and  the  fonner  prevalence 
of  small-pox  has  been  reduced  to  an  e.xtreme  mini- 
mum by  the  use  of  vaccines.  How  have  these 
changes  been  brought  about?  By  the  education  of 
the  general  public  in  the  principles  of  preventive 
medicine.  While  all  these  steps  are  being  made  in 
the  advancement  of  the  physical  health,  we  find 
that  there  has  been  very  little  done  for  the  benefit 
of  the  unfortunate  individual  who  is  suffering  from 
mental  disease,  or,  as  it  is  expressed  by  the  laity, 

•Read  before  the  Fourth  District  Medical  Society  at 
Emporia,  Va.,  August  18,  1936. 


insanity.  The  reason  for  this  is  the  extreme  diffi- 
culty the  average  individual  encounters  when  he 
tries  to  probe  into  and  understand  just  what  is  tak- 
ing place  wdthin  the  psychotic  mind.  Before  trying 
to  help  these  individuals,  and  they  all  must  be 
treated  as  individuals  rather  than  as  a group  of 
persons  with  similar  diseases,  we  must  tr}'  to  un- 
derstand them  and  gain  their  confidence.  We  must 
get  away  from  the  idea  of  a man  who  is  “possessed 
of  devils”  and  direct  our  attention  toward  the  pa- 
tient who  is  mentally  sick  and  who  is  as  much  in 
need  of  careful  attention  from  the  medical  pro- 
fession as  the  one  who  has  appendicitis  or  pneu- 
monia. 

In  dealing  with  the  prevention  and  the  care  of 
early  or  border-line  cases  of  mental  disease,  it  first 
becomes  necessary  to  make  some  attempt  at  classi- 
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fication  of  psychoses.  For  the  purpose  at  hand 
they  may  be  separated  into  two  groups, — the  inor- 
ganic and  functional  psychoses,  and  those  resulting 
from  some  organic  change  that  has  taken  place  in 
the  individual.  In  the  first  grouping,  we  may  place 
dementia  praecox,  manic  depressive  psychosis,  para- 
noia, and  the  various  psychoneuroses.  Among  the 
organic  psychoses  we  may  place  arteriosclerosis, 
senility,  paresis  and  those  mental  disturbances 
brought  about  by  either  infiammator}’  or  neoplastic 
processes  involving  the  central  nervous  system. 

As  in  all  disease  processes,  it  is  impossible  to 
discuss  intelligently  the  prevention  and  treatment 
of  mental  disorders  without  first  considering  the 
etiology  of  the  conditions.  It  has  long  been  recog- 
nized that  heredity  plays  a primary  role  in  mental 
disease.  I do  not  mean  to  state  that  mental  disease 
is  inherited  as  blue  eyes  or  brown  hair,  but  that  the 
psychotic  individual  does  inherit  a mental  instabil- 
ity which  renders  him  unable  to  cope  with  the  ups 
and  downs  encountered  in  the  daily  routine  of  life. 
How,  then,  shall  we  approach  such  a complex  prob- 
lem as  this?  ■ The  only  avenue  open  is  in  the 
education  of  the  public  in  the  causes  of  mental  dis- 
ease. IMany  States  have  already  adopted  a system 
of  physical  and  mental  examination  prior  to  the 
issuance  of  marriage  licenses.  Bureaus  have  been 
established  for  the  purpose  of  child  guidance  and 
trained  workers  are  being  placed  in  the  field  to 
aid  the  psychotic  and  pre-psychotic  individual  in 
working  out  a more  perfect  adjustment  with  his  en- 
vironment. I cannot  emphasize  too  strongly  the 
necessity  for  the  personnel  engaged  in  this  work, 
not  only  to  be  thoroughly  trained,  but  also  to  have 
a sympathetic  and  comprehensive  understanding  of 
the  individuals  under  their  care.  Thus  it  is  seen 
that  the  prevention  of  mental  disease  is  not  a prol)- 
lem  which  can  be  solved  by  an  individual  or  small 
group,  but  one  which  must  be  met  by  the  aid  and 
support  of  the  entire  population  of  the  countr)-. 

The  more  acute  problem  which  the  practitioner 
of  medicine  has  to  face  is  the  question  of  what  to 
do  with  the  psychotic  individual  who  has  come  un- 
der his  observation.  In  many  instances,  where  the 
mental  disturbance  is  of  such  a nature  that  it  is 
impossible  to  care  for  the  patient  at  home,  hospi- 
talization is  the  only  recourse.  There  are,  however, 
many  of  the  milder  or  border-line  cases  which  may 
be  successfully  treated  by  the  family  physician  at 
home.  The  chief  difficulty  here  lies  in  the  fact  that 


the  onset  of  most  mental  disease  is  so  slow  and  in- 
sidious, that  changes  in  personality  and  conduct  are 
not  noted  even  by  members  of  the  immediate  family 
until  the  disease  has  become  quite  firmly  rooted. 
Then,  in  retrospect,  it  can  be  seen  that  the  patient’s 
behavior  has  long  ago  shown  some  slight  departure 
from  the  normal. 

In  discussing  the  early  care  of  mental  disease 
it  would,  perhaps,  be  best  to  consider  a few  of  the 
most  prevalent  psychoses  and  deal  with  these  in- 
dividually, rather  than  to  attempt  to  review  all  psy- 
choses in  general.  In  recent  years,  hospitals  all 
over  the  country  have  reported  a large  increase  in 
the  admission  rate  of  patients  suffering  with  men- 
tal changes  incident  to  advanced  age,  namely, 
senility  and  arteriosclerosis.  Some  of  these  are  truly 
in  need  of  hospitalization,  while  others,  forced  into 
hospitals  by  the  pressure  of  economic  situations, 
are  merely  in  need  of  nursing  care.  It  is  in  this 
type  that  the  general  practitioner  can  render  nec- 
essary and  effective  service.  In  order  to  make  any 
progress,  he  must  first  gain  the  confidence  of  the 
patient  and  the  co-operation  of  the  family.  Should 
he  be  so  fortunate  as  to  come  into  contact  with  the 
disease  in  its  beginning,  his  burden  is  made  much 
easier.  He  should  explain  to  the  patient  the  nature 
of  his  dis2ase  and  show  him  the  necessity  for  the 
curtailment  of  a part  of  both  his  mental  and  physi- 
cal labor.  The  patient  should  continue  with  his 
work  as  far  as  possible,  but  should  have  certain 
hours  of  the  day  set  apart  for  rest  and  relaxation. 
The  proper  regulation  of  elimination  is  of  the  great- 
est importance.  The  preparation  of  a bland  diet, 
which  can  be  both  digested  and  assimilated,  should 
be  stressed.  Many  persons  with  senile  and  scle- 
rotic changes  are  fed  a diet  that  apparently  meets 
everj-  need,  but  which  is  of  very  little  value  because 
they  cannot  utilize  it.  This  fact  is  clearly  illus- 
trated by  the  fondness  for  sweets  so  often  found 
among  older  persons.  They  have  found  that  these 
easily  assimilated  foods  are  most  effective  in  ap- 
peasing their  hunger. 

When  we  come  to  the  treatment  of  dementia  prae- 
cox, we  meet  with  a much  more  difficult  problem. 
This  condition,  in  the  majority  of  cases,  must  re- 
ceive hospital  care.  The  hope  for  a more  normal 
adjustment  in  later  life,  however,  may  be  greatly 
increased  by  the  proper  attention  during  the  incip- 
iency  of  the  disease.  The  physician  must  gain  the 
confidence  of  the  patient  and  try  to  reason  out  his 
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difficulties  with  him.  To  treat  lightly,  or  to  deride 
the  delusions  of  a schizophrenic,  is  to  cause  a tre- 
mendous damage  which  cannot  be  corrected  later  on. 
Such  a procedure  serves  only  to  cause  the  individual 
to  withdraw  further  into  his  protective  sphere  of 
seclusion  and  build  up  a spirit  of  resentment  and 
antagonism  against  his  environment.  Individuals 
showing  schizoid  tendencies  should  be  encouraged 
to  take  on  a greater  interest  in  outside  activities  and 
to  participate  in  community  affairs  as  much  as  pos- 
sible. He  should  cultivate  associations  with  friends 
and  neighbors.  In  short,  any  procedure  by  which 
he  may  be  made  to  develop  outside  interest  and  to 
exclude  his  own  worries  is  of  immense  value. 

The  manic  depressive  patient,  particularly  the 
manic  phase  of  the  disease,  is  much  more  amenable 
to  treatment  in  the  early  stages  than  is  the  case  of 
dementia  praecox.  Frequently  the  entire  attack 
may  be  aborted  before  it  reaches  the  state  of  ex- 
treme elation  or  profound  depression.  As  soon  as 
the  individual  begins  to  show  any  increase  in  psy- 
chomotor activity,  he  should  be  placed  under  some 
regime  which  will  provide  an  outlet  for  his  excess 
energy.  Care  must  be  taken,  however,  to  insure 
that  his  increase  in  activity  does  not  lead  to  ex- 
haustion. Here  it  might  be  well  to  add  a word  of 
caution  against  the  ever-increasing  use  of  sedatives, 
particularly  the  derivatives  of  barbituric , acid. 
While  it  is  true  that  these  drugs  have  a valuable 
and  useful  place  in  the  practice  of  medicine,  this 
use  is  all  too  frequently  abused.  Despite  all  claims 
to  the  contrary,  these  sedatives  are  both  habit-form- 
ing and  are  injurious  to  both  mental  and  physical 
health  when  used  in  excessive  amounts,  or  over  ex- 
tended periods.  Patients  have  been  brought  into 
the  hospital  showing  the  cyanosis  of  cardiac  di- 
sease, the  mental  confusion  of  cerebral  arterioscle- 
rosis, and  the  speech  and  gait  changes  of  general 
paresis,  all  due  to  the  excessive  use  of  sedative 
drugs.  When  the  patient  cannot  be  made  to  secure 
sufficient  rest,  a wann  bath  and  a glass  of  milk,  or 
a light  meal  before  retiring  will  enable  him  to  sleep. 
The  depressed  phase  of  this  disease  is  somewhat 
more  difficult  to  treat.  It  must  be  borne  in  mind 
constantly  that  every  mentally  depressed  person  is 
potentially  suicidal,  and  must  be  most  carefully  ob- 
served for  this  reason.  The  patient  should  be  stim- 
ulated to  make  contacts  with  outside  interests,  as 
in  the  case  of  dementia  praecox.  Frequently,  a 
short  vacation  amid  new  and  pleasant  surround- 


ings, when  taken  at  the  proper  time,  will  effect  a 
great  change  in  the  patient’s  general  outlook  on  life. 

The  next  mental  disease  for  our  consideration 
is  syphilis  of  the  central  nervous  system.  It  is 
needless  to  state  that  the  earlier  the  treatment  in 
this  disease,  the  more  hopeful  the  prognosis  and  the 
less  need  for  hospitalization.  The  time  to  treat 
paresis  is  before  it  begins,  rather  than  after  actual 
destructive  changes  have  taken  place  in  the  central 
nervous  system.  If  each  physician  will  make  it  his 
practice  as  far  as  possible  to  have  a Wassermann 
test  made  in  the  examination  of  every  new  patient, 
the  early  cases  of  syphilis  may  be  detected  and  ade- 
quate treatment  can  be  instituted  in  time  to  check 
the  progress  of  the  disease  before  the  tertiary  stage 
has  been  reached.  Many  persons  are  admitted  to 
mental  hospitals  every  year  with  advanced  paresis, 
who  have  never  known  that  they  had  the  primary 
or  secondary  stages  of  syphilis.  Of  all  the  methods 
of  treatment,  it  is  generally  conceded  that  thorough 
intravenous  medication  with  arsenicals,  coupled  with 
the  oral  administration  of  mercury  and  iodides' over 
a period,  not  of  months,  but  of  years,  is  the  most 
effective  means  of  reducing  the  incidence  of  general 
paresis  to  a minimum. 

Little  time  will  be  devoted  here  to  the  considera- 
tion of  the  inflammatory  and  neoplastic  diseases, 
such  as  encephalitis  and  brain  tumors,  since  these 
are  relatively  of  a rare  nature  and  are  mental  con- 
ditions resulting  from  physical  diseases  that  are 
better  cared  for  by  general  medicine  and  surgery 
at  the  time  of  their  onset. 

One  of  the  diseases  widely  prevalent  through- 
out the  South  at  the  present  time,  and  one  which 
is  frequently  encountered  in  this  section  of  our  own 
State,  is  pellagra.  It  has  long  been  a controversy 
whether  pellagra  is  a cause  or  result  of  mental  di- 
sease. In  either  instance  it  is  recognized  that,  when 
the  physical  aspects  of  the  disease  are  cleared  up, 
the  mental  symptoms  are  almost  certainly  to  be 
ameliorated.  Pellagra  is  a desease  due  to  a dietary 
deficiency  and,  if  allowed  to  progress,  will  not  only 
result  in  changes  occuring  in  the  gastro-intestinal 
tract,  but  will  also  lead  to  a central  neuritis.  The 
only  method  of  treatment  is  a thorough  correction 
of  the  faulty  diet.  In  this  respect,  there  is  one  ar- 
ticle of  food  which  stands  out  paramount  in  both 
prophylaxis  and  therapy,  fresh  beef.  This  should 
be  included  in  the  menu  at  least  two  or  three  times 
each  week,  and  in  the  more  marked  cases  daily. 


476 


Virginia  Medicag  Monthly 


[November, 


and  should  be  prepared  as  rare  as  the  patient  will 
eat  it.  Milk,  eggs  and  fresh  vegetables,  especially 
tomatoes,  are  other  items  of  food  which  are  essential 
in  both  the  prevention  and  treatment  of  pellagra. 
In  cases,  and  there  are  a great  many,  where  the 
patient’s  appetite  is  so  poor  that  it  is  impossible  to 
get  him  to  take  sufficient  and  proper  food,  the  use 
of  intra-muscular  injections  of  liver  extract  is  bene- 
ficial in  both  stimulating  the  appetite  and  in  com- 
bating the  disease  itself.  If  the  disease  has  so 
progressed  as  to  confine  the  patient  to  bed,  the 
family  must  be  thoroughly  informed  as  to  how  to 
care  for  the  patient  to  prevent  the  appearance  of 
bedsores  and  to  prevent  the  irritation  and  infection 
of  the  skin  lesions.  These  lesions  are  greatly  ag- 
gravated by  exposure  to  direct  sunlight  and  the 
patient  must  be  warned  against  this. 

\\’hile  not  strictly  within  the  scope  of  mental 
disease,  the  condition  of  mental  deficiency  is  daily 
growing  into  a problem  of  greater  and  greater  mo- 
ment. We  are  faced  with  the  tasks  presented  us 
by  the  parent  and  teacher  of  working  out  a program 
of  adjustment  for  the  child  who  is  too  poorly  en- 
dowed to  be  able  to  solve  for  himself  the  problems 
which  confront  him  in  ever}'-day  life.  In  the  lower 
degrees  of  deficiency,  such  as  idiot  and  the  lower 
grade  imbecile,  almost  nothing  can  be  done  other 
than  to  give  to  the  individual  the  same  care  and 
protection  that  is  given  to  an  infant.  It  is  in 
those  instances  where  the  level  of  intelligence  is 
found  to  run  from  the  moron  classification  to  that 
of  a low  normal,  that  we  find  an  opportunity  to  be 
of  service.  It  is  a grave  mistake  to  tr)'  to  give  these 
children  a public  education  in  the  usual  manner  far 
beyond  their  ability  to  learn.  To  attempt  this,  the- 
defective  child  gradually  falls  behind  in  his  studies 
until  he  finds  himself  situated  in  a class-room  with 
other  children  much  younger  and  smaller  than  he 
is.  In  such  instances  children  are  extremely  unkind 
in  ferreting  out  the  weaknesses  of  their  unfor- 
tunate pla>Tnates  and  making  them  the  unhappy 
target  of  their  pranks  and  childish  fun.  While 
this  is  done  without  viciousness,  or  malice,  it  makes 


the  defective  child  feel  more  keenly  his  own  inad- 
equacy. Instead  of  trj’ing  to  educate  these  children 
in  the  same  manner  and  class-room  as  those  with 
a normal  intellect,  many  may  be  trained  along 
manual  and  industrial  lines,  so  that  they  may  be- 
come useful  citizens  in  the  future.  It  is  necessary 
to  make  an  individual  study  of  the  child  in  order 
to  find  what  is  best  suited  for  him  and  to  approach 
this  in  a methodical  and  pains-taking  manner.  The 
defective  is  largely  a creature  of  habit  and  learns 
by  the  continual  repetition  of  the  tasks  set  before 
him,  and  it  is  almost  impossible  for  him  to  vary 
the  procedure  in  performing  his  duties  under  some- 
what different  circumstances  from  those  under 
which  he  has  become  accustomed.  This  is  clearly 
brought  out  by  the  incident  of  the  boy  who  was 
placed  on  a farm  after  having  been  trained  in  one 
of  the  schools  for  defective  children.  Some  time 
later,  the  school  sought  information  as  to  his  prog- 
ress, and  was  told  that  he  was  a willing  and  in- 
dustrious worker,  and  seemed  to  be  getting  along 
quite  well.  His  employer  said,  however,  ^that  he 
insisted  on  going  to  bed  and  getting  up  at  the  same 
time  each  day,  no  matter  what  the  season  or  weather 
might  be,  or  regardless  of  the  nature  of  the  work  at 
hand.  He  also  stopped  work  for  meals  at  the  same 
time,  in  spite  of  the  fact  that  they  were  not  always 
ready.  These  habits  had  been  so  deeply  rooted 
at  the  school  that  he  had  been  unable  to  break 
away  from  them  under  a new  and  different  environ- 
ment. Thus  it  is  shown  the  importance  of  early 
training  of  mental  defectives  to  prevent  them  from 
growing  into  adults  who  will  become  a burden  to 
themselves,  to  their  families,  and  to  the  community. 

To  summarize,  I have  attempted  to  show  how 
the  general  practitioner  may  render  two  great  ser- 
vices: first,  to  the  individual,  by  perhaps  saving 
him  from  hospitalization,  or,  at  least,  to  give  him 
hope  of  a more  normal  adjustment  following  a 
mental  illness;  and,  secondly,  to  the  public  at  large, 
by  relieving  the  hospitals,  already  too  crowded 'for 
efficient  service,  of  many  patients,  enabling  them 
to  better  care  for  those  who  are  truly  in  need  of 
hospitalization. 
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DRUG  ERUPTIONS.* 
Anthony  C.  Cipollaro,  B.  S.,  M.  D., 

New  York,  N.  Y. 


Historical 

Eruptions  produced  by  drugs  were  noted  and 
written  about  before  the  beginning  of  the  18th  cen- 
tury. Rammazzini,  in  1770,  published  his  ob- 
servations on  mercury  poisoning  among  workers 
with  this  element.  He  was,  therefore,  the  first  to 
write  a treatise  on  occupational  hazards.  Ram- 
mazzini described  mucosal  lesions  resulting  from 
mercury,  while  Bell,  in  1796,  drew  attention  to 
cutaneous  lesions  caused  by  mercury.  Bell  was  the 
first  to  draw  attention  to  the  differences  between 
mercurial  eruptions  and  lesions  caused  by  syphilis. 
The  modern  concepts  based  on  clinical-morphologic 
aspects  date  back  to  the  publication  of  Prince  A. 
Morrow  in  1887.  Today  the  dermatologist  is  in- 
terested also  in  the  immunologic,  allergic  and  bio- 
logic features  of  drug  eruptions.  J.  Jadassohn  did 
much  of  the  pioneer  work  in  this  field.  The  con- 
tributions of  Fordyce,  MacKee,  Wise,  Sulzberger, 
Abramowitz  and  Parkhurst  are  well  known  in  this 
country.  The  many  excellent  papers  which  have 
appeared  on  this  subject  are  too  numerous  to  men- 
tion. 

Definition 

The  term  drug  eruption  includes  all  mucosal  or 
cutaneous  manifestations  caused  by  a drug  regard- 
less of  whether  the  drug  is  taken  by  mouth,  by 
injection,  by  inhalation  or  by  external  contact,  or 
by  a combination  of  these.  If  a substance  causes 
a reaction  as  a result  of  its  pharmacologic  prop- 
erties, it  is  not  a drug  eruption.  An  example  is 
the  erythema  produced  by  amyl  nitrite.  All  pa- 
tients have  this  reaction.  The  term  dermatitis 
venenata  is  restricted  to  the  production  of  an  erup- 
tion as  a result  of  coming  in  contact  with  a sub- 
stance to  which  the  subject  is  sensitive.  Primary 
irritants  such  as  nitric  acid  are  excluded.  Der- 
matitis medicamentosa  implies  that  the  eruption  is 
caused  by  the  injection,  or  inhalation,  or  ingestion 
of  a drug  to  which  the  patient  is  sensitive.  Rarely 
absorption  takes  place  through  the  skin  and  the 
same  symptoms  as  those  caused  by  ingestion  are 
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elicited.  An  example  of  dermatitis  venenata  is  the 
development  of  an  eczematous  eruption  caused  by 
contact  with  poison  ivy.  The  acne-like  pustules 
which  develop  in  a sensitized  individual  following 
the  ingestion  of  bromides  serve  as  an  example  of 
dermatitis  medicamentosa.  Almost  any  drug,  with 
the  possible  exception  of  the  salines,  is  capable  of 
producing  an  eruption  in  a susceptible  individual. 

The  Patch  Test:  In  obscure  eczematous  con- 
ditions, the  patch  test  is  used  as  an  aid  in  ascer- 
taining the  causative  factor.  Hypersensitiveness 
can  sometimes  be  demonstrated  by  bringing  in  con- 
tact with  the  skin  surface  the  offending  substance. 
A small  piece  of  gauze  is  soaked  with  the  test 
substance.  This  is  covered  over  with  an  imperme- 
able larger  piece  of  material  (oiled  silk,  cello- 
phane, wax  paper)  and  this  is  held  in  place  with  a 
larger  piece  of  adhesive  plaster.  The  concentra- 
tions employed  must  be  below  the  borderline  con- 
centrations causing  irritation  to  normal  skins.  In- 
soluble substances  are  moistened  with  water  and 
affixed  to  the  skin.  The  tests  are  removed  in 
twenty-four  or  forty-eight  hours  and  the  sites  ob- 
served every  forty-eight  hours  for  evidence  of  de- 
layed reaction.  Patches  are  usually  applied  on 
the  trunk  or  extremities.  The  reactions  vary  from 
simple  erythema  to  necrosis  including  all  the  inter- 
vening reactions.  Proper  interpretation  of  the  re- 
actions to  patch  tests  requires  experience  and  judg- 
ment to  avoid  pitfalls.  The  use  of  the  patch  test 
is  of  value  in  dermatitis  venenata,  in  plant  derma- 
titis and  the  acute  occupational  dermatoses.  Patch 
tests  are  practically  useless  in  the  determination 
of  dermatitis  medicamentosa.  It  may  be  used 
prophylactically  as  well  as  for  diagnostic  purposes. 
It  can  be  employed  to  weed  out  people  who  are 
sensitive  to  substances  used  in  a particular  indus- 
try. If  two  or  more  substances  can  be  used  with 
equal  advantage  in  a manufacturing  process,  the 
eczematogenous  substance  may  be  eliminated. 

General  Characteristics 

There  are  certain  general  characteristics  w'hich 
drug  eruptions  have  in  common.  These  are  of 
diagnostic  importance  and  I shall  refer  to  them  very 
briefly. 
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Polymorphism:  Dermatitis  medicamentosa  is  a 
pol}Tnorphous  eruption.  The  shape,  size  and  dis- 
tribution of  the  lesions  vary  markedly.  Different 
morphology  may  be  manifested  by  the  same  drug. 
The  lesions  may  by  erythematous,  papular,  pustu- 
lar, vesicular,  gangrenous,  purpuric,  urticarial,  pig- 
mented, etc.,  or  any  combination  of  these.  In  ad- 
dition, their  arrangement  and  sites  of  attack  follow 
no  definite  pattern.  With  very  few  exceptions,  there 
is  nothing  diagnostically  significant  about  these 
eruptions. 

Time  Factor:  When  an  eruption  is  caused  by 
the  administration  of  a drug,  it  usually  manifests 
itself  within  fifteen  minutes  to  twenty-four  hours. 

Location:  If  the  eruption  is  due  to  the  local 
administration  of  a drug,  it  occurs  at  the  site  of 
application.  If  the  drug  is  ingested  or  injected, 
the  eruption  may  appear  any  place. 

Duration:  The  eruption  persists  as  long  as  the 
offending  agent  is  at  play.  The  cutaneous  mani- 
festations usually  disappear  when  the  drug  is  with- 
drawn. This  is  not  true,  however,  of  bromide  erup- 
tions occurring  on  the  legs. 

Course:  The  eruption  recurs  when  the  drug  is 
taken  again. 

Symptoms:  The  subjective  and  objective  sym- 
toms  vary  with  the  drug  and  the  degree  of  sensi- 
tivity of  the  patient.  There  is  usually  pruritus  and 
burning.  Nausea,  vomiting,  increase  in  tempera- 
ture and  occasionally  death  have  followed  the  ad- 
ministration of  drugs  in  “normal”  doses. 

Heredity:  Drug  eruptions  are  not  inherited.  It 
has  been  noted,  however,  that  new  born  babies  have 
had  cutaneous  manifestations  caused  by  the  inges- 
tions of  drugs  by  the  mother. 

Pathology:  The  pathology  is  that  of  the  urti- 
carial, erythematous  and  eczematous,  group  of 
dermatoses,  but  it  varies  according  to  the  drug  in- 
gested or  injected  and  the  symptoms  produced. 
Iodides  sometimes  affect  the  reticulo-endothelial 
system. 

Diagnosis:  The  final  proof  that  an  eruption  is 
caused  by  a drug  is  based  upon  the  reproduction 
of  the  disease  by  the  administration  of  the  suspected 
drug  after  the  complete  subsidence  of  the  original 
cutaneous  and/or  mucosal  lesions. 

Treatment:  The  drug  is  eliminated  and  the 
eruption  disappears.  Locally  soothing  applications 
are  indicated. 

At  this  point  it  might  be  valuable  to  consider 


the  types  of  eruptions  produced  by  different  drugs 
included  in  this  summary.  The  drugs  will  be  con- 
sidered in  alphabetic  order. 


Drug 

Acetanilide 

Antipyrine 


Arsenic 

(including  the 
arsphenamines) 

Bismuth 


Bromides 


Chloral  Hydrate 

Chloroform 

Cinchophen 

Copaiba 

Di-nitrophenol. 

Digitalis 

Ephedrine 

Insulin 

Iodides 


Luminal 

Mercury 

Morphine 

Nirvanol 

Phenolphthalein 

Procaine 

Quinine 

Salicylates 


Type  of  Cutaneous  Reaction 

Erythematous.  Cyanosis  of  lip  in  car- 
diacs. 

Morbilliform,  scarlatiniform,  urti- 
carial, or  bullous. 

Maculo-pigmented,  like  phenol- 
phthalein. 

Herpetic,  pustular,  urticarial,  kera- 
totic,  pigmentary,  ulcerative.  Death 
may  result  from  exfoliative  derma- 
titis or  edema  of  the  glottis. 

Pigmentation  of  gums,  stomatitis, 
erythroderma,  scarlatinoid  eryth- 
ema, urticaria  and  pruritus. 

Acneform,  furuncular,  bullous  eryth- 
ematous, pustular  and  pustulo- 
squamous.  May  be  local  or  gen- 
eralized. Nodose  and  tuberous 
lesions. 

Papular,  lichenoid,  urticarial,  pur- 
puric, scarlatiniform  and  erythem- 
atous. Cyanosis  of  extremities  and 
bullous  rarely. 

Erythematous,  purpuric. 

Angioneurotic  edema,  erysipelatous 
swelling  of  face,  scarlatiniform, 
urticarial  and  eczematous,  jaun- 
dice. 

Scarlatiniform  followed  by  desqua- 
mation; papular  and  uticarial. 

Urticaria,  edema,  and  purpura  and 
jaundice. 

Scarlatiniform,  erythematous  and 
papular. 

Scarlatiniform,  erythematous,  ecze- 
matous, purpuric. 

Urticaria.  Subcutaneous  tumefaction 
at  site  of  injection  (lipodystrophy). 

Acneform,  pustular,  carbuncular, 
vegetating,  bullous,  nodular,  pur- 
puric, papular,  urticarial,  and 
erythematous.  May  terminate 
fatally. 

Scarlatiniform. 

Discoloration  of  gums,  stomatitis, 
folliculitis,  scarlatiniform,  eczema- 
toid  and  dermatitis  exfoliativa. 

Erythematous,  maculopapular  and 
urticarial,  pruritus. 

Scarlatiniform,  morbilliform,  urti- 
carial, and  erythema  multiforme 
like  eruptions. 

Erythematous,  urticarial,  bullous,  and 
erythema  multiforme  like  eruption, 
fixed,  circumscribed  and  poly- 
chromatic pigmented  lesions. 

Papulovesicular;  verrucous  condition 
of  ends  of  fingers  occurring  in  den- 
tists. 

Erythematous,  scarlatiniform,  pur- 
puric, urticarial,  vesicular,  bullous 
and  ulcerative. 

Erythematous,  scarlatiniform,  desqua- 
mative. 


Time  will  not  permit  a detailed  discussion  of 
many  of  these  drugs  and  the  eruptions  they  produce. 
Only  the  most  important  ones  will  be  discussed. 
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Bromides,  phenolphthalein  and  arsenic  are  impor- 
tant constituents  of  proprietary^  preparations  and 
are  probably  more  commonly  prescribed  by  physi- 
cians than  any  other  group. 

A few  cases  of  dermatitis  medicamentosa  have 
been  reported  which  were  caused  by  topical  rem- 
edies, that  is,  absorption  and  distribution  of  a drug 
not  following  ingestion  or  injection,  but  resulting 
from  local  application.  Sulzberger  and  Wise  have 
reported  such  cases. 

Arsenic:  This  element  is  probably  one  of  the 
oldest  used  in  medicine.  It  has  been  employed 
since  the  beginning  of  the  Christian  era.  The  op- 
portunities for  the  absorption  of  arsenic  are  con- 
stantly increasing.  Arsenic  may  enter  the  system 
through  inhalation,  medication,  contact  in  industry 
or  occupation,  eating  fruit  and  vegetables  sprayed 
with  arsenical  preparations,  eating  foods  wrapped 
in  colored  papers,  contact  with  insecticides  con- 
taining arsenic,  contact  with  dyed  fabrics  and  wall 
paper,  from  drinking  water,  etc. 

The  symptoms  produced  vary  markedly.  The 
commonest  forms  of  the  eruption  are  erythematous 
and  pigmentary.  Less  often,  vesicular,  bullous, 
pustular,  purpuric,  and  ulcerative  lesions  appear. 
There  are  authenticated  cases  of  zoster  caused  by 
arsenic.  Keratoses,  especially  of  the  palms  and 
soles,  are  not  infrequently  seen.  The  importance 
of  these  is  that  a fair  percentage  become  carcinoma- 
tous. Urticarial,  lichenoid,  scarlatiniform  and 
morbilliform  eruptions  also  occur.  Pruritus  with 
or  without  icterus  may  precede  the  onset  of  derma- 
titis exfoliativa.  Edema  of  the  glottis  and  edema 
of  the  angioneurotic  type  may  accompany  derma- 
titis exfoliativa.  Gastro-intestinal  as  well  as  blood 
(agranulocytosis)  and  visceral  changes  are  well 
known  symptoms  of  arsenical  intoxication. 

Treatment. — The  drug  must  be  discontinued. 
Sodium  thiosulphate  injected  intravenously  is  said 
to  unlock  the  arsenic  from  the  tissues  and  its  lib- 
eration hastened.  Some  doubt  the  value  of  this 
drug  in  speeding  the  elimination  of  arsenic.  A 
freshly  prepared  solution  is  more  efficacious.  The 
dose  is  usually  1 gram  diluted  in  10  cc.  of  freshly 
distilled  and  sterilized  water.  The  injections  may 
be  given  daily  at  first  and  later  two  or  three  times  a 
week.  A total  of  fifteen  or  twenty  injections  gen- 
erally suffices. 

Bismuth:  This  drug  is  used  extensively  in  the 
treatment  of  syphilis.  Eruptions  are  uncommon 


but  they  do  occur.  It  is  important  to  recognize 
these  in  order  to  differentiate  them  from  syphilitic 
lesions.  Perhaps  the  most  frequent  symptom  is 
pigmentation  of  the  gums  resembling  the  well  known 
lead  line  of  lead  poisoning.  This  may  or  may  not 
be  accompanied  by  ulcerative  stomatitis.  An  eryth- 
ematous papulosquamous  or  papular  eruption 
with  configuration  and  distribution  resembling 
pityriasis  rosea  or  neurodermatitis  may  be  caused 
by  bismuth.  Pruritus  may  be  quite  severe  in  some 
cases., 

Mercury:  This  drug  is  largely  replaced  by  bis- 
muth in  the  treatment  of  syphilis.  Stomatitis  and 
salivation  are  the  most  common  accompaniments 
of  mercurial  poisoning.  Rarely  it  produces  an 
erythematous  and  scarlatiniform  eruption.  Folli- 
culitis, eczematous  and  urticarial  lesions,  pigmen- 
tation and  even  exfoliative  dermatitis  have  been 
reported. 

Iodides:  Iodine  and  its  compounds  have  been 
administered  extensively  both  for  therapeutic  and 
diagnostic  purposes.  The  lesions  which  result 
from  their  use  are  usually  of  a mild  nature.  Some- 
times the  lesions  and  the  symptoms  may  be  so  se- 
vere as  to  cause  death.  Several  cases  of  fatal 
iododerma  have  been  reported. 

The  commonest  type  of  eruption  is  acneform. 
The  pustules  involve  the  co-called  acne  areas. 
Vesicular  and  bullous  lesions  also  occur.  A case 
reported  by  Fordyce  and  MacKee  manifested  hem- 
orrhagic vesicles  and  bullae.  Furuncular  lesions, 
either  single  or  multiple,  may  cause  severe  toxic 
symptoms  and  may  be  mistaken  for  blastomycosis. 
Scarlatiniform  and  purpuric  lesions  rarely  occur. 
Infiltrated  plaques  and  nodules  resembling  eryth- 
ema nodosum  sometimes  occur.  The  lesions  caused 
by  iodides  are  predominantly  pustular. 

There  is  a group  of  drugs  which  are  used  for 
their  effect  upon  the  central  nervous  system  which 
frequently  produces  cutaneous  manifestations. 
These  are  bromides,  the  barbiturates,  (luminal  and 
veronal),  pyramidon,  salicylates,  choral  hydrate  and 
nirvanol.  The  symptoms  produced  by  these  drugs 
vary  in  type,  distribution  and  severity. 

Bromides:  Many  of  the  lesions  caused  by  the 
iodides  are  duplicated  by  the  bromides.  This  is 
particularly  true  of  the  pustular,  furuncular  and 
the  carbuncular  lesions,  the  vegetating,  papilloma- 
tous, fungating,  granulomatous  (bromide  gumma) 
and  bullous  lesions.  The  granulomatous  lesions 
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are  usually  single  and  appear  on  the  anterior  'sur- 
face of  the  leg.  The  lesion  is  raised,  irregular  and 
painful.  It  is  soft  and  may  be  covered  with  a 
seropurulent  e.xudate  and  the  margins  may  be 
crusted,  raised  and  dull  red  in  color.  The  lesion 
may  involve  any  part  of  the  body  and  may  vary 
in  number  from  one  to  a hundred  or  more.  A 
nodular  bromoderma  occurring  on  the  face  and 
body  of  nursing  infants  whose  mothers  are  taking 
bromides  is  occasionally  seen. 

Treatment.- — Bromoderma  disappears  exceeding- 
ly slowly  when  the  drug  is  discontinued.  This  is 
in  marked  contrast  to  other  drug  eruptions.  Nor- 
mal saline  solution  administered  intravenously  or 
sodium  chloride  by  mouth  causes  the  lesions  to  dis- 
appear more  rapidly. 

Luminal  and  veronal  produce  similar  cutaneous 
lesions  in  susceptible  individuals.  As  a rule,  they 
are  generalized  and  are  either  scarlatiniform  or 
morbilliform.  Dermatitis  medicamentosa  due  to 
luminal  and  veronal  may  be  accompanied  by  rhi- 
nitis and  pharA-ngitis  and  may  even  cause  erosions 
of  the  oral  mucosa.  Urticaria  and  angioneurotic 
edema  are  occasionally  seen.  Large  maculo-papules 
and  vesicles  occur  rarely. 

Pyramidon:  The  lesions  produced  by  the  in- 
gestion of  pyramidon  are  mostly  urticarial  with 
swelling  of  the  lower  lip  and  eye-lids.  They  may 
be  er}’thematous  and  generalized.  On  the  lower 
extremities  petechiae  and  purpuric  lesions  may  oc- 
cur. Pruritus  is  severe  at  times. 

Salicylates : The  salicylates  rarely  produce  cu- 
taneous lesions.  When  they  do,  they  var}-^  mark- 
edly in  appearance.  The  lesions  may  resemble 
measles  or  scarlet  fever  or  may  present  a general- 
ized erjthematous  macular  or  papular  eruption. 
Sometimes  urticarial  lesions  with  angioneurotic 
edema  and  conjunctivitis  are  seen.  Vesicular, 
bullous  or  pemphigoid,  erysipeloid  or  ecchjTnotic 
lesions  may  occur.  Dermatitis  exfoliativa  is  exceed- 
ingly rare  from  acetylsalicylic  acid  or  sodium  salicy- 
late. 

Choral  Hydrate:  Eruptions  produced  by  the  in- 
ternal administration  of  choral  occur  infrequently. 
The  lesions  produced  by  this  drug  belong  to  the 
eiYthema  group  and  may  be  of  morbilliform,  scar- 
latiniform, urticarial,  vesicular  and  petechial  types. 
Abramowitz  and  Noun  reported  a ver}'  interesting 
case  of  a druggist  who  became  sensitized  to  the 
drug  from  repeated  handling  and  experienced 


repeated  attacks  of  an  eczematous  dermatitis  of 
the  hands  and  face  whenever  he  touched  chloral 
hydrate  in  compounding  a prescription  containing 
this  drug. 

NirVanol:  This  is  a comparatively  new  drug 
and  is  used  for  the  treatment  of  chorea.  Many 
or  most  of  the  patients  receiving  this  drug  develop 
a generalized  eruption  consisting  of  macules  or 
erjihematopapules,  scarlatiniform  or  morbilliform 
in  appearance.  There  is  also  hyperpyrexia  and 
eosinophilia.  “Nirvanol  sickness”  comes  on  si.x 
to  twelve  days  after  the  first  administration  of  the 
drug.  When  the  drug  is  discontinued,  the  lesions 
disappear. 

Insulin:  Lipodystrophy  and  subcutaneous  tume- 
factions at  the  site  of  injection  have  been  reported 
following  the  treatment  of  diabetes  with  insulin. 
Rowe  and  Garrison  reviewed  the  literature  and 
added  their  own  experience  in  an  article  published 
in  1932.  Urticaria  and  sometimes  the  picture  of 
serum  sickness  is  seen. 

Gold:  The  use  of  salts  of  gold  (gold  sodium 
thiosulphate),  sanocrysin  (gold  sodium  thiosul- 
phate), and  krysolgan  (cantharidylethylindiamino- 
gold  cyanid),  for  the  treatment  of  cutaneous,  pul- 
monar)"  and  other  visceral  tuberculosis,  for  rheu- 
matism, etc.,  is  not  entirely  safe.  Various  sym- 
toms  may  be  produced  in  the  idiosyncratic  person 
varying  all  the  way  from  simple  pruritus  to  death. 
A detailed  discussion  of  all  the  reactions  would 
require  too  much  space.  Wright  has  summarized 
the  reaction  following  gold  therapy  in  an  e.xcellent 
article  published  in  March,  1936.  He  states  that 
25  per  cent  of  all  the  patients  he  treated  over  a 
period  of  ten  years  showed  some  reaction.  The 
reactions  which  he  noted  following  the  use  of  gold 
were:  dermatitis,  fever,  purpura,  jaundice,  albu- 
minuria, metrorrhagia,  recurrent  pruritus,  fatality, 
exacerbation  of  eczema  and  cirrhosis  (doubtful 
etiology).  To  these  must  be  added  sj-mptoms  noted 
by  others  and  reported  elsewhere.  These  are  aplas- 
tic anemia,  agranuloc}’tosis,  hepatitis,  gastro-intes- 
tinal  disturbances,  vomiting,  diarrhea,  abdominal 
cramps,  gingivitis,  stomatitis  and  even  ulceration 
of  the  mouth,  pigmentation  and  permanent  blind- 
ness. The  most  common  cutaneous  reactions  are 
pruritis  and  a scarlatiniform  eruption.  The  ery- 
throderma is  sometimes  accompanied  by  exfolia- 
tion. There  are  isolated  cases  of  h)q)erkeratosis 
of  the  soles,  pustular  dermatitis  of  the  hands  and 
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feet,  labial  edema,  zoster,  erythema  nodosum  and 
lichen  planus-like  eruption. 

The  multiplicity  of  reactions  resulting  from  gold 
tends  to  emphasize  the  toxicity  of  this  drug.  It 
must,  therefore,  be  used  only  by  those  who  have 
had  experience  with  it  or  under  their  immediate 
direction. 

Treatment  is  avoidance  of  further  gold  therapy 
as  soon  as  any  signs  of  its  intolerance  develops  and 
the  intravenous  administration  of  sodium  thiosul- 
phate. 

Phenolphthalein:  Credit  is  due  to  Abramowitz 
for  being  the  first  one  to  recognize  eruptions  caused 
by  this  drug.  He  also  called  attention  to  the  many 
sources  from  which  an  individual  unwittingly  in- 
gests this  drug.  It  may  be  in  douche  powders,  in 
mouth  washes,  in  the  coloring  used  on  cake  icings, 
in  “health  biscuits,”  etc.  It  is  also  an  ingredient 
of  many  cathartic  pills.  It  is  found  in  agarol, 
feenament,  ex-lax,  partola,  phenolax,  alophen,  zam 
zam,  Rexall  orderlies,  laxophen,  phenalin,  prunoids, 
etc. 

In  idiosyncratic  individuals,  it  produces  an 
erythema  multiforme  like  eruption  which  is  fixed 
and  recurs  in  the  same  locations  whenever  the  drug 
is  ingested.  It  produces  pigmentary  areas  which 
may  last  for  many  months  after  withdrawal  of  the 
drug. 

The  eruption  may  affect  any  part  of  the  body. 
Not  infrequently  one  sees  a solitary  lesion  involv- 
ing the  glans  penis  or  mucous  membrane  of  the 
lip  or  mouth.  The  lesions  on  the  body  vary  in 
size  from  a split  pea  to  that  of  a palm.  They  are 
round  or  oval,  purplish  to  dark  red  plaques  which 
are  edematous,  in  rare  instances,  bullae  form. 
Other  types  of  eruptions  may  be  produced  by  phe- 
nolphthalein. Urticarial  and  herpetic  eruptions 
have  already  been  reported. 

Ephedrine:  The  first  to  record  an  eruption 
caused  by  contact  with  ephedrine  was  Scheer. 
Eczematous,  erythematous  and  scarlatiniform  les- 
ions are  noted. 

Di-nitrophenol  is  so  toxic  that  its  use  in  reduc- 
ing superfluous  weight  has  practically  ceased.  Noun 
reported  a case  in  which  purpuric  lesions  developed 
along  with  an  urticarial  eruption.  Other  s}mptoms 
reported  were  edema,  jaundice,  maculopapular 


eruptions,  and  a granulocytic  angina.  Death  has 
occurred  in  some  cases. 

Everyone  is  familiar  with  eruptions  caused  by 
coming  in  contact  with  certain  chemicals.  The 
most  common  of  these  are  poison  ivy,  primrose, 
oak,  sulphur,  mercury,  chrysarobin  and  even  lano- 
lin. Contact  with  oils  or  tar  may  cause  an  acne- 
like eruption.  Dermatitis  venenata  cannot  be  dis- 
cussed in  detail  at  this  time. 

I am  indebted  to  Dr.  E.  W.  Abramowitz  for 
many  valuable  suggestions  in  the  preparation  of 
this  paper,  especially  for  the  material  contained  in 
the  section  on  “General  Characteristics.” 
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CYST  OF  THE  NECK— REPORT  OF  NINE  CASES 

AND 

PAROTID  GLAND  TUMOR— REPORT  OF  TWO  CASES.* 


Elbyrne  G.  Gill,  M.  D.,  F.  A.  C.  S., 

Roanoke,  Va. 


This  paper  is  based  on  the  clinical  findings  in 
seven  cases  of  thyroglossal  cyst,  two  cases  of  bran- 
chial cyst,  and  two  cases  of  parotid  gland  tumor. 

The  embryolog)-  and  theories  regarding  the  evo- 
lution of  branchial  cysts  and  fistulae  will  not  be 
discussed,  as  those  aspects  of  the  subject  can  be 
found  in  text-books. 

The'  clinical  picture  of  branchial  fistulae  and 
cysts,  and  thyroglossal  cysts  is  often  unrecognized. 
These  conditions  are  frequently  mistaken  for  tu- 
berculous adenitis  or  suppurating  hinph  glands  and 
are  repeatedly  incised  and  drained.  While  these 
conditions  are  congenital,  the  majority  are  not  prop- 
erly recognized  and  treated  until  adult  life.  Wan- 
gensteen^ recommends  the  use  of  X-ray  examina- 
tion in  making  differential  diagnosis  of  branchial 
cyst  from  tuberculous  adenitis,  observing  that  an 
opaque  medium  gives  a sharply  circumscribed  out- 
line in  branchial  cyst  and  an  irregular  outline  in  a 
tuberculous  lymph  node. 

The  finding  of  cholesterol  crystals  and  epithelial 
cells  in  the  aspirated  fluid  makes  the  diagnosis 
reasonably  certain. 

Classification. — .According  to  E.  Wyllys  An- 
drews^, there  are  five  types  of  branchial  cysts  or 
fistulae:  (1)  Complete  branchial  fistula  with  in- 
ternal and  external  opening.  (2)  Incomplete  ex- 
ternal fistula,  no  internal  opening.  (3)  Incom- 
plete internal  fistula,  no  e.xternal  opening.  (4)  Bran- 
chial cyst,  no  internal  or  external  opening.  (5) 
Branchial  dermoid. 

Treatment. — With  the  hope  of  destroying  the  fis- 
tulous tract,  various  chemicals  have  been  injected. 
These  are  mentioned  only  to  be  condemned. 
Hotter®  reports  seven  cases  treated  successfully  with 
diathermy.  It  is  the  consensus  of  opinion  among 
surgeons  today  that  complete  removal  of  the  cyst 
and  fistula  is  the  most  effective  method  of  treat- 
ment. 

The  technique  for  this  operation  as  described  by 
Sistrunk^  gives  excellent  results  when  the  whole  epi- 

•Read  before  the  Virginia  Society  of  Otolaryngology 
and  Ophthalmology,  Richmond,  Va.,  May  2,  1936. 


thelial  tract  from  the  cyst  to  the  foramen  cecum 
in  the  tongue  is  completely  removed.  The  princi- 
ple of  the  operation  is  to  dissect  out  not  only  the 
tract  but  an  amount  of  tissue  for  about  an  eighth 
of  an  inch  on  all  sides  of  the  tract,  coring  it  out 
between  the  hyoid  bone  and  the  foramen  cecum. 

Case  Reports. 

Case  1.  A young  man,  age  nineteen,  came  to 
the  hospital  September  12,  1932,  complaining  of  a 
swelling  in  the  floor  of  his  mouth  and  beneath  his 
chin  of  six  weeks’  duration.  Physical  examina- 
tion revealed  a hard  non-fluctuant  mass  above  the 
larynx  and  the  floor  of  the  mouth.  .\  probe  could 
be  passed  down  a well-defined  duct.  X-ray  plate 
with  probe  in  the  tract  showed  the  tip  at  the  an- 
terior border  of  the  hyoid  bone  and  diagnosis  of 
thyroglossal  cyst  was  made.  Operation  was  advised 
and  performed  according  to  the  Sistrunk  technique 
under  local  anesthesia  November  25,  1932.  The 
cyst  wdth  a section  of  hyoid  bone  was  removed. 
The  recovery  was  uneventful  and  permanent. 

Case  2.  Male  patient,  age  forty-seven,  consulted 
me  January  6,  1926.  Chief  complaint,  choking 
sensations  at  times  during  the  past  year,  worse  when 
lying  down. 

Past  history:  The  symptoms  began  one  year  ago. 
During  this  time  the  patient  has  had  no  difficulty 
in  swallowdng  and  has  followed  his  occupation  of  a 
trainman  without  any  inconvenience. 

Examination:  Larj-ngopharynx  reveals  a smooth, 
rounded  pedunculated  tumor  situated  between  the 
base  of  the  tongue  and  the  epiglottis.  Physical 
examination  otherwise  negative. 

Operation:  Tumor  was  seized  with  a hook  and 
the  pedicle  was  excised  with  a wire  snare.  No  anes- 
thesia. Patient  has  since  remained  well. 

Case  3 Patient,  age  fourteen,  came  to  the  hos- 
pital August  2,  1933,  complaining  of  a “swelling 
under  right  jaw  for  past  two  months.”  Parents 
attributed  this  swelling  to  an  attack  of  tonsillitis. 
Patient  also  complained  of  a pulling  sensation  of 
right  lower  eyelid  and  a blowing  sensation  in  the 
right  eye.  The  pupil  of  the  right  eye  dilated  when 
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pressure  was  applied  over  the  swollen,  area.  Phy- 
sical examination  otherwise  negative.  A needle 
was  passed  into  the  mass  and  sterile  pus  containing 
epithelial  cells,  leucocjdes  and  er)’throc}1:es  and  many 
cholesterin  crystals  was  found.  A diagnosis  of 
branchial  cyst  was  made  and  operation  advised  and 
performed  September  9,  1933.  The  cyst  measured 
two  and  one-quarter  inches  in  diameter.  The  cyst 
filled  the  superior  carotid  triangle  of  the  neck. 

Case  4.  A young  man,  age  nineteen,  came  to  the 


sw'elling  was  of  three  years’  duration  but  the  pain 
was  a recent  development.  Examination  revealed 
a soft,  fluctuant  mass  about  one  and  one-half  inches 
long  and  one-half  inch  wide.  Diagnosis  of  a bran- 
chial cyst  was  made  and  operation  was  advised  and 
performed  under  local  anesthesia.  The  cyst  was 
removed  wdthout  rupture  of  capsule.  Pathologist 
reported  that  the  growth  was  of  branchio-genetic 
origin  and  harmless. 

Case  6.  A child,  age  four  years,  female,  was 


Fig.  1. — A. — F.  S.,  age  fourteen.  Arrow 
points  to  scar  after  removal  of  bran- 
chial cyst. 

hospital  April  17,  1934,  complaining  of  swelling 
under  his  chin  and  pain  on  swallowing.  These 
sjTnptoms  were  of  three  and  one-half  years’  duration. 
Examination:  Patient  had  a drainage  sinus  at 
level  of  thyro-cartilage.  A probe  could  be  readily 
passed  to  the  hyoid  bone.  The  discharge  was  of  a 
thick,  viscous  nature  and  contained  cholesterin  cry- 
stals and  epithelial  cells.  The  patient  had  had 
three  previous  operations  without  relief.  Diagnosis 
of  thyroglossal  cyst  was  made  and  an  operation  was 
advised  and  performed  on  April  18,  1934.  The 
cyst  with  a section  of  hyoid  bone  was  removed. 
Recovery  was  uneventful  and  the  patient  has  since 
remained  well. 

Case  5.  A young  girl,  age  eighteen,  came  to  the 
hospital  on  August  2,  1935,  complaining  of  a pain- 
ful swelling  in  the  upper  left  side  of  her  neck.  The 


C. — F.  S.,  age  fourteen.  Photomicro- 
graph of  branchial  cyst  showing  squa- 
mous cell  epithelial  lining,  dense  fibrous 
tissue  infiltrated  with  small  round  cells. 

brought  to  the  hospital  June  14,  1930,  complaining 
of  a growth  at  the  base  of  her  tongue.  The  growth 
was  discovered  in  routine  examination  and  the  pa- 
tient did  not  have  any  sjTnptoms.  Physical  exam- 
ination revealed  a well  child  with  the  exception  of 
a swelling  at  the  base  of  the  tongue.  Diagnosis  of 
a thyroglossal  cyst  was  made  and  an  operation  was 
advised  and  performed  under  general  anesthesia. 
The  growth  was  incised  and  a thick  gelatinous  sub- 
stance was  removed.  The  sac  was  carefully  curetted 
and  cauterized  with  50  per  cent  silver  nitrate.  There 
has  been  no  recurrence. 

Case  7.  Patient,  age  two  and  a half  years,  female, 
was  brought  to  the  hospital  on  June  4,  1935,  com- 
plaining of  a growth  at  the  base  of  the  tongue. 
Parents  stated  that  this  growth  had  been  present 
since  birth.  Examination  revealed  a healthy  child 


B. — F.  S..  age  fourteen. 
Branchial  cyst. 
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Fig.  2. — A. — T.  S.  K.,  age  twenty-seven.  Arrow  B. — T.  .S.  K.,  age  twenty-seven.  Photo- 

points to  swelling  caused  by  thyro-glossal  micrograph  showing  thyro-glossal  cyst,  cen- 
abscess.  tral  lumen  lined  with  several  layers  of  epi- 

thelial surrounded  by  connective  tissue. 


Fig.  3. — A. — C.  S.,  age  sixteen.  Thyro-glossal 
cyst.  Arrow  points  to  scar  from  previous 
operations. 

other  than  the  growth  on  the  tongue.  The  diag- 
nosis of  a thyroglossal  cyst  was  made,  and  an  opera- 
tion advised  and  performed  on  June  31,  1935.  The 
growth  was  incised,  the  sac  carefully  curetted  and 
cauterized  with  silver  nitrate.  Two  c.c.  of  thick  vis- 
cid material  was  aspirated.  The  secretions  con- 


B.— C.  R..  ae#»  sixtspn.  Phatomicroj?raph 
showing  thyro-glossal  duct  lumen  lined  w'th 
multi-layered  epithelial,  normal  thyroid  tis- 
sue above. 

tained  cholesterin  crystals  and  epithelial  cells. 
There  has  been  no  recurrence. 

Case  8.  Patient,  age  twenty-seven,  female,  came 
into  the  hospital  April  1,  1936,  complaining  of  a 
swelling  on  the  front  of  the  neck.  The  swelling  had 
occurred  three  times  during  the  past  month.  Exami- 
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nation  revealed  a hard  lump  on  the  mid-line  of  the 
neck.  A needle  was  passed  into  the  mass  and  sterile 
pus  containing  epithelial  cells  and  erythrocytes  was 
found.  The  diagnosis  of  a thryroglossal  cyst  was 
made,  and  an  operation  advised  and  performed  on 
April  4,  1936.  The  patient  had  an  uneventful  re- 
covery. 

Case  9.  Patient,  age  sixteen  years,  male,  came 
into  the  hospital  May  10,  1936,  complaining  of  a 
discharging  sinus  in  the  mid-line  of  the  neck.  A 
diagnosis  of  thyroglossal  cyst  was  made,  and  an 
operation  was  advised  and  performed  on  May  12, 
1936.  The  patient  had  had  two  previous  operations 
without  relief.  There  has  been  no  recurrence  to  date. 


Diagnosis. — The  diagnosis  of  parotid  tumors  is 
not  difficult,  but  to  make  a positive  clinical  diagnosis 
of  a benign  or  malignant  growth  is  impossible. 

Treatment. — The  treatment  is  complete  surgical 
removal.  If  the  growth  is  encapsulated  simple  re- 
moval will  suffice,  but  if  the  growth  is  extra  cap- 
sular more  extensive  removal  of  the  entire  gland  in- 
cluding the  facial  nerve  may  be  necessary. 

Case  Reports. 

D.  S.  P.,  age  thirty-five  years,  came  to  the  hos- 
pital August  16,  1935,  complaining  of  a growth  in 
front  of  the  left  ear  of  six  years’  duration.  Exami- 
nation revealed  a healthy  man  other  than  a growth 


SUMM.\RY  AND  D.ATA  IN  NinE  CASES  OF  ThYROGLOSSAL  BRANCHIAL  CySTS 


Identification 

Race 

Cyst  {side  of  neck 

Duration 

Remarks 

Pathology 

Age 

Sex 

and  location) 

Case  1 

W. 

Mid-line 

6 weeks 

Op.  9l\2D2 

Thyroglossal  cyst,  central  lumen 

D.  R. 

M. 

Fistula  1 cm. 

lined  with  multi-layered  transi- 

19  years 

long. 

tional  epithelium  surrounded  by 
area  of  dense  fibrous  tissue. 

Case  2 

W. 

Foramen  cecum 

1 year 

Op.  1/6/26 

Cyst  wall  lined  with  several  rows 

R.  T.  L. 

M. 

cyst  size  of  an  egg. 

Well  ten  years  after 

of  epithelial  cells. 

47  years 

operation. 

Case  3 

W. 

Upper  third, 

2 months 

Op.  8/2/33 

Branchiogenetic  cyst-section  from 

F.  S. 

M. 

right. 

Followed  an  attack 

wall — squamous  cell  epithelial  lin- 

14  years 

of  tonsillitis. 

ing,  dense  fibrous  tissue  infiltrated 
with  small  round  cells. 

Case  4 

W. 

Mid-line 

SVz  years 

Op.  4/17/34 

Thyroglossal  duct,  epithelial  lined 

C.  B. 

M. 

Had  three  previous 

lumen  with  infolding  on  base  of 

19  years 

operations — no  results,  dense  fibrous  tissue. 

Case  5 

W. 

Upper  third, 

3 years 

Op.  8/2/35 

Several  types  of  epithelial  cells. 

A.  C.  W. 

F. 

left. 

Pain  in  neck  devel- 

lymphoid  tissue,  lymph  channels. 

18  years 

oped  during  past 

Growth  of  branchiogenetic  origin 

three  months. 

and  harmless. 

Case  6 

W. 

Foramen 

3 months 

Op.  6/2/30 

Thick  gelatinous  substance. 

M.  G. 

F. 

cecum. 

No  symptoms  discov- 

4 years 

ered  in  routine  ex- 
amition. 

Case  7 

W. 

Foramen 

Present 

Op.  6/4/35 

Two  c.c.  viscid  material  aspirated. 

R.  S. 

F. 

cecum. 

since 

Marble  size. 

4 years 

birth. 

Case  8 

W. 

Mid-line 

1 month 

Op.  4/8/36 

Thyroglossal  cyst,  central  lumen 

T.  S.  K. 

F. 

The  patient  had  not 

lined  with  several  layers  of  epi- 

27  years 

been  operated  on 

thelial  surrounded  by  connective 

previously. 

tissue. 

Case  9 

W. 

Mid-line 

5 years 

Op.  5/12/36 

Thyroglossal  duct,  lumen  lined 

C.  S. 

M. 

The  patient  had  two 

with  multi-layered  epithelial,  nor- 

16  years 

unsuccessful  previous 

mal  thyroid  tissue  above. 

operations. 


Parotid  Gland  Tumors 
Parotid  gland  tumors  may  occur  at  any  age. 
Cases  have  been  reported  nine  years  of  age  at  the 
onset  of  the  growth  and  others  seventy-two  years  of 
age  at  the  time  of  onset.  Benign  tumors  usually  be- 
gin before  the  age  of  forty  and  malignant  tumors 
usually  begin  after  forty. 


in  front  of  his  left  ear  which  was  movable  and  ap- 
parently encapsulated.  Diagnosis  of  a parotid  gland 
tumor  was  made  and  an  operation  was  advised  and 
performed  under  local  anesthesia  on  August  16, 
1935.  The  growth  was  removed  with  the  capsule 
intact.  The  wound  was  sutured  with  interrupted 
sutures  of  dermoil  and  a rubber  drain  was  inserted. 
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Tabulation  Parotid  Gland  Tumors 


Case 

A ge 

Duration 

and 

Symptoms 

Right 

or 

Left 

Size  and 
Consistency 

T reatment 
Surgery 
X-ray 
Radium 

Pathology 

Result 

1. 

D.  S.  P. 

34  years 
M. 

6 years 

left 

inches. 

Lobulated,  firm 
and  movable. 

Surgical 

removal 

8/10/3S 

Fairly  active 
adenocarcinoma 

No  recurrence  to 
date. 

2. 

G.  B.  C. 

62  years 
M. 

35  years 

left 

1x54x1%  inches. 
Firm  and  im- 
mobile. 

X-ray  and 

Surgery 

10/7/35 

Fibro-adenoma 
with  calcareous 
degeneration, 
not  radio- 
sensitive. 

No  recurrence  to 
date. 

•Since  preparing 
this  paper  this  pa- 
tient has  had  recur- 
rence and  is  being 
treated  with  X-ray 
and  radium. 

Diagram  1. — Cross  section  showing  the  relation  of  the  cysts  and 
hstulate  of  the  thyro-glossal  tract  (Sistrunk). 


Pathologist  reported  a fairly  active  adenocarcinoma. 
There  has  been  no  recurrence  of  the  gro^vth  to  date. 

G.  B.  C.,  male,  age  sixty-two  years,  came  to  the 


Diagram  3. — The  dissection  has  been  completed,  and  the  foramen 
cecum  is  exposed  (Sistrunk). 


hospital  on  October  7,  1935,  complaining  of  a 
growth  in  left  side  of  face  in  front  of  the  ear  for 
past  thirty-five  years.  Diagnosis  was  made  of  a 
parotid  gland  tumor.  The  tumor  was  one  and  one- 
half  inches  long  and  one  inch  wide,  very  firm  and 
immobile.  An  operation  was  advised  and  per- 
formed under  local  anesthesia  on  October  7,  1935. 
An  incision  was  made  extending  from  the  zygoma 
downward  about  one-half  inch  anterior  to  the  ex- 
ternal meatus.  An  encapsulated  tumor  approxi- 
mately the  size  of  a hen  egg  was  found  firmly  fixed 
to  the  temporal  bone.  The  capsule  was  not  rup- 
tured. There  was  a large  amount  of  surrounding 
scar  tissue  almost  cartilaginous  in  consistency.  This 
patient  had  previously  been  given  deep  X-ray 
therapy.  Pathologist  reported  the  growth  to  be 
fibro-adenoma  with  calcareous  degeneration  and  was 

•Department  of  Head  and  Neck  Surgery,  Gill  Memo- 
rial Eye,  Ear,  and  Throat  Hospital. 
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not  radio-sensitive.  The  patient  is  being  carefully 
observed. 

Comment. 

Surgical  removal  of  parotid  gland  tumors  is  not 
difficult  in  early  cases  but  if  the  capsule  is  ruptured 
it  is  necessary  to  remove  the  entire  parotid  gland, 
possibly  also  the  facial  nerve  together  with  ligation 
of  the  external  carotid  artery. 

The  use  of  radium  or  X-ray  should  be  withheld 
until  a pathological  report  is  obtained  either  after 
biopsy  or  complete  operation. 

The  prognosis  should  be  guarded  as  both  benign 


and  malignant  tumors  in  this  area  have  a strong 
tendency  to  recur,  and  malignant  ones  metastasize 
readily  to  the  lungs  and  other  parts  of  the  body. 
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INTERSTITIAL  KERATITIS  OF  HEREDITARY  SYPHILITIC 
ORIGIN— WITH  CASE  REPORT.* 


E.  R.  Moorman,  M.  D., 

Kilmarnock,  Va. 


Interstitial  keratitis  is  simply  an  inflammatory 
condition  of  the  keratin  in  the  cornea  of  the  eye, 
which  may  be  due  to  a number  of  things,  such  as 
traumatic  injury,  bacterial  infection,  drug  irritation, 
etc. 

The  cornea  is  the  clear,  transparent,  anterior  por- 
tion of  the  external  coat  of  the  eyeball,  which  is  a 
continuation  of  the  sclera  or  outer  covering  of  the 
eyeball  proper. 

The  cornea  is  composed  of  five  layers,  (a)  layer 
of  epithelial  cells  which  is  a continuation  of  the 
sclerotic  coat,  (b)  Bowman’s  membrane,  (c)  proper 
substance  of  the  membrane,  (d)  Descemet’s  mem- 
'brane,  and  (e)  a layer  of  endothelium. 

Keratitis,  as  previously  stated,  may  be  attributed 
to  a number  of  causes;  however,  the  purpose  of  this 
paper  is  to  discuss  that  form  of  keratitis  caused  by 
hereditary  syphilis. 

Syphilis,  as  we  well  know,  may  manifest  itself 
in  various  ways,  other  than  a generalized  infection 
of  the  body — by  the  localized  chancre  or  the  sec- 
ondary skin  lesions,  which  are  generally  most  typi- 
cal of  the  desease.  Once  the  organism  has  gained 
entrance  into  body  through  the  blood  vessels  and 
Ijmphatic  channels  a general  syphilitic  infection 
usually  follows.  Later  the  organism  tends  to  local- 
ize in  some  definite  organ  of  the  body,  with  pre- 

*Read before  the  Northern  Neck  Medical  Society, 
Irvington,  Va. 


dilection  for  the  bones,  liver,  heart  and  blood’ ves- 
sels, central  nervous  system  and  the  eye. 

Congenital  s}^hilis  is  transmitted  only  through 
the  mother.  If  the  desease  originally  comes  from 
the  father,  he  infects  the  mother,  and  she  in  turn 
infects  the  offspring  through  the  placenta  circula- 
tion. The  duration  of  the  infection  in  the  placenta 
has  an  important  influence  upon  the  likelihood  of 
transmission.  Fournier  has  shown  that  the  disease 
is  transmitted  usually  during  the  first  three  years 
after  infection.  The  danger  then  lessens  to  an  ap- 
preciable degree,  so  that  five  to  ten  years  after  the 
initial  lesion  syphilis  is,  as  a rule,  no  longer  trans- 
ferable by  the  father.  The  mother,  however,  may 
infect  her  child  even  twenty  years  afterwards. 

If  the  foetus  is  infected  early  in  the  disease  of 
the  parent,  it  usually  dies  in  utero  and  a miscar- 
riage results.  After  a time,  perhaps  after  two  or 
more  such  miscarriages,  there  may  be  born  a full- 
term  child  with  unmistakable  signs  of  syphilis,  who 
dies  during  the  first  year  of  life.  Still  later  the 
mother  may  give  birth  to  an  apparently  healthy 
child  who  displays  a positive  Wassermann  reaction 
and  subsequently  shows  other  evidence  of  the  dis- 
ease. These  children  are  often  frail,  anemic,  under- 
sized, marasmic,  and  retarded  in  development.  They 
are  likely  to  succumb  early  in  life  to  various  inter- 
current disease.  Occasionally  the  child  with  con- 
genital syphilis  show’s  no  signs  of  the  disease  until 
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after  ten  or  twelve  years,  or  even  longer,  when  late 
manifestations  may  appear.  The  tissues  of  the 
child  bom  with  manifest  syphilis  harbor  the  tre- 
ponema in  enormous  numbers. 

The  sjTnptomatology  of  the  congenital  syphilis 
does  not  differ  materially  from  that  of  the  acquired 
disease  except  there  is  no  priman^  sore  and  the 
latent  manifestations  appear  much  earlier,  some- 
times, indeed  simultaneously  with  the  usual  early 
symptoms.  The  children  who  at  birth  show  out- 
spoken evidence  of  syphilis,  and  who  usually  die 
within  the  first  few  weeks  of  life,  have  a true  tre- 
ponema septicemia.  This  is  manifested  by  the 
bullous  eruptions  on  the  skin,  the  fissures  about 
the  angles  of  the  mouth  and  nose  and  the  character- 
istic nasal  discharge,  to  which  the  name  “snuffles” 
has  been  given. 

The  affection  when  it  affects  the  cornea  begins  at 
the  margin  or  center;  if  it  starts  in  the  center,  this 
part  will  present  a grayish  infiltration,  the  super- 
ficial layer  at  first  retaining  their  normal  luster; 
the  central  patch  soon  spreads  so  that  the  whole 
cornea  becomes  implicated.  If  it  commences  at  the 
peripher}’,  one  or  more  grayish  spots  are  seen,  which 
soon  spread  towards  the  center  and  involve  the  cor- 
nea, so  that  the  iris  can  be  seen  only  with  difficulty, 
and  usually  is  reduced  to  little  more  than  percep- 
tion of  light.  The  surface  of  the  cornea  is  now 
steamy  and  resembles  ground  glass. 

At  this  period  or  even  before,  deep-seated  blood 
vessels  make  their  appearance  and  per\-ade  more  or 
less  of  the  cornea,  the  advent  of  the  blood  vessels 
giving  the  limbus  a red  salmon  appearance,  known 
as  the  salmon  patches.  The  progress  thus  far  is 
accompanied  by  irritative  symptoms  and  ciliary  con- 
gestions, and  lasts  one  or  two  months. 

During  the  period  of  infiltration  and  vascular- 
ization there  will  be  photophobia,  lacrimation,  pain 
and  interference  with  vision.  Both  eyes  are  usually 
involved;  frequently  the  inflammation  in  the  second 
eye  commences  after  that  in  the  first  has  existed  for 
some  weeks  or  months. 

Some  of  the  most  frequent  and  noticeable  signs 
of  hereditar}'  syphilis  are  characteristic  physiog- 
nomy, peculiar  conformation  of  the  skull,  such  as 
square  forehead,  prominent  frontal  eminences,  de- 
pressed bridge  of  the  nose,  radiating  at  angles  of 
mouth,  scars  in  the  mouth  and  phamyx,  enlarged 
cervical  l}Tnphatic  glands,  nodes  on  the  bones,  and 
more  or  less  impairment  of  hearing.  The  permanent 


teeth  are  ill  developed,  angles  rounded  off,  and  there 
is  often  a crescentic  notch  in  the  free  margin.  A 
triad  of  signs  was  described  by  Jonathan  Hutchinson, 
as  especially  characteristic  of  congenital  syphilis, 
Hutchinson’s  teeth,  interstitial  keratitis,  and  deaf- 
ness. 

Statistics  show  that  interstitial  keratitis  is  much 
more  prevalent  than  the  casual  obsen’er  would  sur- 
mise. Still,  of  London,  found  in  his  series  of  cases 
of  hereditary’  syphilis  that  ten  per  cent  showed  cere- 
bral affections  of  one  kind  or  another.  Derb  has 
estimated  that  one  in  about  every  180  eye  cases  in  a 
large  dispensary  is  a case  of  interstitial  keratitis. 
Inglesheimer,  from  a study  of  152  eyes  with  inter- 
stitial keratitis,  found  that  only  sixty  per  cent  re- 
covered useful  vision,  and  forty  per  cent  were  dis- 
able partly  or  completely. 

Interstitial  keratitis  usually  makes  its  appearance 
between  the  fifth  and  tenth  year,  or  it  may  not  make 
its  appearance  until  the  eighteenth  to  the  twenty- 
fifth  year,  as,  for  example,  in  women  after  the  birth 
of  a child  or  at  some  other  period  of  lowered  re- 
sistance. 

In  conclusion,  I wish  to  say  that  the  subject  of 
this  paper  has  been  dealt  with  rather  superficially; 
however,  it  has  been  my  intention  to  bring  out  some 
of  the  salient  features  of  syphilis  and  its  rare  mani- 
festations with  which  the  general  practitioner  comes 
in  contact  sooner  or  later.  It  is  my  candid  opinion 
that  the  above  condition  is  encountered  much  more 
frequently  than  we  would  ordinarily  think,  and  espe- 
cially do  I feel  this  is  true  in  communities  where 
there  is  a large  colored  element,  as  is  true  of  Lan- 
caster County. 

During  the  past  three  and  one-half  years  of  my 
practice  in  this  county  I have  taken  525  blood 
Wassermanns,  100  of  which  were  positive.  The 
majority  of  these  patients  took  antiluetic  treatment 
with  a decided  improvement  in  a large  percentage  of 
cases.  .Among  these  cases  there  was  found  one  case 
of  paroxysmal  hemoglobinuria,  and  one  of  intersti- 
tial keratitis — which  is  being  reported. 

Case  Report 

Colored  male,  age  five  years,  was  brought  into 
the  office  June  6,  1933,  complaining  of  eyes  watering 
and  hurting  and  poor  vision.  Duration,  two  months. 

Physical  examination  revealed  a rather  poorly 
nourished  and  developed  colored  male — weight 
thirty-seven  pounds. 

The  head  was  poorly  developed  in  general  con- 
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tour,  while  the  forehead  was  rather  square.  Ears 
were  clear,  though  there  was  some  deafness. 

Eyes  showed  some  cloudiness  of  the  cornea,  some 
lacrimation,  and  a tendency  to  avoid  the  light,  there 
being  some  congestion  of  the  blood  vessels. 

Nose  was  rather  flat,  with  nasal  discharge  and 
frequent  snuffling;  otherwise,  negative. 

Other  than  for  infected  and  hypertrophied  ton- 
sils, throat  and  mouth  iwre  generally  negative. 
Teeth  showed  some  tendency  towards  pegging. 

Heart  and  lungs  were  essentially  negative;  abdo- 
men negative. 

The  bony  tissue  of  the  extremities  was  rather 
poorly  developed,  and  the  patient  complained  of 
some  pain  in  knee  and  elbow  joints. 

Urine  analysis  was  negative.  Blood  Wassermann 
was  reported  four  plus. 

A tentative  diagnosis  of  interstitial  keratitis  was 
made  at  this  time,  and  was  later  confirmed  by  a 
second  positive  Wassermann. 

This  child  was  put  on  mixed  treatnient  for  two 


weeks,  after  which  he  was  started  on  intramuscular 
bismuth,  one  injection  a week  for  three  months. 
Following  this,  a second  blood  Wassermann  was 
taken — still  showing  four  plus.  He  was  then 
started  on  small  injections  of  neoarsphenamine,  dur- 
ing which  time  his  vision  began  to  clear.  He  was 
given  sixteen  weekly  doses  of  neoarsphenamine  after 
which  a negative  Wassermann  was  obtained.  He 
was  given  a three  months’  rest  period,  after  which 
he  was  given  twelve  more  bismuth  injections.  Then 
a second  blood  Wassermann  was  taken,  which  was 
negative.  Yearly  check-ups  have  been  made  on  this 
child,  and  have  remained  negative  to  the  present 
time. 

A blood  Wassermann  was  taken  on  the  father 
which  was  negative;  also  on  the  grand-father  and 
mother  which  were  also  negative.  The  mother  and 
father  were  not  living  together  and  a blood  Wasser- 
mann on  the  mother  was  not  available  at  the  time, 
but  was  secured  about  one  year  later.  It  was  found 
to  be  four  plus. 


ON  THE  PRACTICAL  USE  OF  THE  AUDIOMETER.* 


Walter  A.  Wells,  M.  D., 

Washington,  D.  C. 


It  was  the  great  scientist  Lord  Kelvin,  I believe, 
who  once  said  something  to  the  effect  that  no  science 
can  make  full  progress,  that  is  not  based  on  meth- 
ods of  precise  measurement.  But  aside  from  scien- 
tific considerations  there  is  a great  practical  need 
for  a system  of  accurate  measurement  in  the  case 
of  man’s  hearing. 

The  ear  specialist  needs  to  make  accurate  meas- 
urement for  the  following  reasons: 

1.  In  order  to  pass  intelligent  judgment  on  the 
cause  and  nature  of  deafness.  Types  of  deafness 
differ  fundamentally  from  one  another,  and  their 
differential  diagnosis  depends  in  a large  measure 
upon  a careful  application  of  the  so-called  functional 
hearing  tests. 

2.  A dependable  system  of  measurement  is  neces- 
sary in  order  to  know  whether  a patient’s  hearing  is 
getting  better  or  worse  under  a given  method  of 
treatment:  this  might  apply  to  treatment  the  phy- 
sician himself  is  employing;  it  might  apply  to  an 

•Read  before  the  Virginia,  Maryland  and  District  of 
Columbia  Medical  Society,  May  27,  1936. 


inquiry  as  to  whether  some  highly  vaunted,  quack 
method  of  treatment  is  producing  results  claimed 
for  it.  Accurate  measurement  will  often  show  that 
benefit  is  only  in  the  imagination  of  the  patient. 

3.  Hearing  tests  are  of  value  in  determining 
whether  or  not  a deaf  patient  should  use  an  arti- 
ficial hearing  device,  and  if  so  what  type.  This  is 
a very  much  needed  kind  of  service  that  the  otologist 
can  render,  and  yet  one  which  has  for  the  most 
part  been  wholly  neglected.  The  poor  unfortunate 
hard  of  hearing  are  generally  left  to  the  mercy  of 
commercial  agents  and  their  sales  talk,  and  some- 
times are  persuaded  to  use  devices  that  not  only  do 
not  help  but  actually  do  harm.  It  is  as  much  the 
province  of  the  otologist  to  prescribe  proper  hear- 
ing aids,  as  of  the  ophthalmologist  to  prescribe 
proper  glasses. 

4.  Accurate  measurement  of  hearing  may  prove 
useful  in  the  problems  of  general  medicine. 

The  hearing  sense,  probably  because  it  is  phylo- 
genetically  the  most  recent,  is  the  most  delicate  and 
sensitive  of  the  special  senses.  It  is  therefore  the 
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one  which  most  readily  succumbs  to  systemic. and 
toxic  infections.  We  are  familiar  with  its  suscep- 
tibility to  quinine  and  other  chemical  agents,  and 
to  luetic  infection.  Accidental  discover}’  of  marked 
decrease  in  bone  conduction  has  often  led  to  the 
diagnosis  of  s}’philis  in  cases  in  which  there  was 
no  other  reason  to  suspect  it.  A pronounced  lower- 
ing of  the  upper  tone-frequency  limit  should  always 
arouse  suspicion  of  a possible  focal  infection,  espe- 
cially from  near  sources,  as  teeth,  tonsils  and  sinuses. 

Why  has  information  of  this  character  not  been 
more  often  sought  and  utilized?  It  is  simply  be- 
cause statements  based  on  exact  and  dependable 
hearing  measurements- were  not  forthcoming. 

It  is  a truism  that  to  make  measurement  of  any 
kind,  we  must  have  a definite,  unvar}’ing  unit  of 
measure.  For  distance  we  have  the  inch,  the  foot, 
the  yard;  for  weight,  drams,  ounces  or  pounds;  for 
fluids,  the  gill,  the  pint,  the  quart;  but  when  it 
comes  to  the  matter  of  hearing,  we  have  been,  until 
recentl)’,  ver}’  much  at  sea.  \^’e  have  not  only  lacked 
a definite  unit  of  measure;  we  have  lacked  as  well, 
a uniform,  standard  method  of  procedure.  The 
consequence  has  been  the  data  furnished  has  been 
uncertain,  unreliable,  and  inconclusive. 

The  method  commonly  employed  in  this ; to  make 
use  of  a sound  of  supposed  loudness,  and  to  try  to 
estimate  the  hearing  power  on  the  basis  of  the  dis- 
tance intervening  between  the  source  of  sound  and 
the  subject.  A glance  will  show  that  such  a pro- 
cedure is  full  of  errors. 

For  auditor}’  examination  three  tests  are  in  gen- 
eral use:  the  watch,  the  voice  and  the  tuning  fork. 

1.  First,  as  regards  the  watch  test.  Watches 
differ  widely  as  we  well  know  in  the  loudness  of 
the  tick.  There  are  watches  which  may  be  heard 
normally  as  much  as  ten  feet  away,  others  only  ten 
inches,  and  some  with  such  feeble  ticks  that  to  be 
heard  must  be  held  in  close  apposition  to  the  ear. 
Different  examiners  will  use  different  watches; 
therefore,  their  results  are  not  comparable. 

2.  As  regards  the  voice  test.  There  are,  I know, 
people  who  set  up  the  contention  that  since  the  chief 
purpose  of  hearing  is  to  hear  conversation,  there- 
fore speech  is  the  logical  test  of  the  hearing  faculty 
and  the  one  which  should  always  be  applied. 

As  a matter  of  fact  it  is  the  poorest,  and  unless 
used  with  full  appreciation  of  all  the  factors  in- 
volved will  give  the  most  erroneous  results.  In  the 
fin^^t  place  it  is  impossible  to  guarantee  a fixed  stand- 


ard of  loudness  because  different  voices  have  dif- 
ferent carrying  pow’er.  Much  depends  upon  clear- 
ness of  enunciation  or  articulation,  and  upon  the 
use  of  emphasis.  If  sentences  or  even  phrases  are 
used  there  is  wdde  room  for  guessing  dependent 
upon  the  context,  and  upon  the  intelligibility  of  the 
individual  being  tested. 

.‘\nother  objection  to  the  use  of  speech  as  means 
of  testing  hearing,  is  the  fact  that  the  spoken  words 
differ  from  one  another  in  their  pitch  quality,  w’hich 
is  an  important  item  in  audibility.  All  numerals 
for  example,  except  six  and  seven,  have  a low  range 
of  frequency;  consonants  generally  are  higher  than 
vowels.  Sibilants  are  particularly  high. 

Conversation  is  ordinarily  carried  on  w’ith  a range 
of  from  250  to  1,000  double  vibrations  per  second, 
yet  the  letter  S has  ordinarily  a vibration  frequency 
in  the  neighborhood  or  4,000  or  5,000  and  in  some 
voices  as  high  even  as  7,000  double  vibrations  per 
second. 

Therefore,  the  examiner  who  prefers  to  use  iso- 
lated words  for  testing  must  remember  that  a W’ord 
such  as  sister  because  of  its  natural  high  pitch  has 
a different  audibility  from  a word,  for  example, 
such  as  rabble  or  rubber,  which  are  of  relatively  low’ 
pitch:  and  when  he  employs  at  one  time  the  numer- 
als sixteen,  sixty  and  sixty-six;  and  other  times 
numerals  thirty,  forty,  forty- four,  he  is  using  really 
two  different  standards. 

3.  As  regards  tuning  forks  as  a means  of  test- 
ing: with  these  it  is  true  w’e  can  get  definite  fre- 
quencies, but  here  w'e  have  trouble  on  the  score  of 
intensity.  While  in  the  case  of  the  voice  and  watch 
test,  W’e  measure  hearing  by  the  distance  between 
the  examiner  and  the  subject,  in  the  case  of  the 
tuning  fork  w’e  measure  it  by  the  duration  of  the 
vibration  of  the  fork.  The  difficulty  is  to  assure  a 
definite  energy  in  the  source  of  the  sound.  This 
depends  upon  the  intensity  of  the  stroke,  which  is 
never  the  same.  But  even  if  this  were  arranged, 
tuning  forks  would  be  very  unsatisfactoiy’  because 
decrement  of  the  vibrating  period  differs  for  differ- 
ent forks,  and  the  procedure  w’ould  call  for  tedious 
and  complicated  calculations. 

From  what  has  been  said  I think  it  must  be 
obvious  that  the  tests  in  general  use  are  quite  inade- 
quate for  the  purpose  of  establishing  the  acuity  of 
hearing  and  principally  for  the  reason  that  they  do 
not  provide  for  a fixed  intensity. 
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When  it  comes  to  the  matter  of  hearing  tests  for 
diagnostic  purposes,  the  deficiency  is  even  more  pro- 
nounced. I have  no  doubt  that  if  a toll  of  otolo- 
gists were  taken  on  the  subject  of  the  so-called  func- 
tional hearing  tests,  the  verdict  would  be  practically 
unanimous  to  the  effect  that  they  are  exceedingly 
unsatisfactory.  In  such  tests,  it  is  something  more 
than  a matter  of  definite  intensity;  we  must  have 
at  our  disposal  a number  of  sounds  of  different  fre- 
quency, and  especially  we  must  be  able  to  test  the 
hearing  for  notes  of  very  high  frequency,  for  this  is 
essential  for  the  differentiation  of  types  of  deafness. 

In  human  hearing,  the  lower  limit  is  about  twenty 
vibrations  per  second ; lower  than  that  a sound 
stimulus  produces  the  impression  of  beats  rather 
than  a sound;  the  upper  limit  of  pitch  for  man  is 
about  20,000  vibrations  per  second.  Certain  animals 
no  doubt  hear  sounds  much  higher.  It  is  known, 
for  example,  that  dogs  can  hear  sounds  in  the 
neighborhood  of  30,000  cycles  and  cats  as  high  as 
forty  to  50,000,  which  is  a frequency  more  than 
double  that  of  man’s. 

The  introduction  of  the  audiometer  is  an  attempt 
to  substitute  a thoroughly  scientific  procedure,  in 
place  of  the  haphazard,  unreliable  methods  hitherto 
in  vogue.  By  means  of  electrical  energy,  sounds 
are  produced,  the  frequency  as  well  as  the  intensity 
of  which  can  be  raised  or  lowered  at  the  will  of  the 
operator.  These  frequency  and  intensity  levels  are 
clearly  indicated  on  dials  on  the  front  of  the  ma- 
chine and  cards  are  provided  so  that  they  can  be 
charted  for  record  and  future  reference. 

Another  great  advantage  of  the  audiometer  is  that 
it  affords  us  the  only  reliable  means  of  testing  each 
ear  separately.  In  the  ordinary  way  of  testing  by 
sounds  emanating  from  a variable  distance,  there  is 
difficulty  in  exclusion  of  hearing  by  the  ear  not 
being  tested.  This  source  of  error  is  practically 
eliminated  by  the  use  of  the  telephone  type  of  re- 
ceiver held  close  to  the  ear  being  tested. 

The  value  of  the  audiometer  is  not  limited  to 
diagnostic  purposes,  but  must  be  accounted  as  use- 
ful in  all  instances  where  accurate  measurement  is 
desired,  as  in  the  case  of  school  children  and  in 
certain  kinds  of  occupation. 

Up  to  date,  the  only  instrument  available  (except 
certain  special  ones  designed  for  physical  labora- 
tories) have  been  very  limited  in  their  frequency 
ranges,  giving  only  four  or  six  or  eight  tones  each 
an  octave  apart. 


We  have  ourselves  been  experimenting  with  an 
instrument  designed  to  produce  the  whole  musical 
scale  and  more  (some  eighty  or  more  notes)  and  to 
cover  the  entire  possible  pitch  of  human  hearing, 
and  which  has  other  features,  the  advantages  of 
which  we  will  refer  to  later. 

In  some  audiometers,  as  the  Western  Electric,  the 
degree  of  hearing  is  expressed  in  loss  of  so-called 
“sensation  units,”  in  others  it  is  calibrated  on  the 
percentage  basis.  The  latter  appeals  for  its  ap- 
parent simplicity,  but  is  open  to  the  objection  that 
percentages  have  different  values  for  different  fre- 
quencies. 

Personally,  we  favor  a calibration  in  decibels  be- 
cause the  decibel  is  the  now  accepted  standard  for 
scientific  sound  measurement. 

Hearing  and  loudness  are,  of  course,  subjective 
experiences,  and,  as  such  cannot  be  measured  with 
the  same  mathematical  exactness  as  physical  quan- 
tities. Some  years  ago,  however,  it  was  discovered 
that  a certain  definite  relationship  exists  between 
tactile  and  other  sensations  and  the  intensity  of  the 
stimulus.  This  relationship  crystallized  into  the 
so-called  Weber-Fechner  law,  according  to  which 
the  energy  of  the  stimulus  advances  in  a geometrical 
ratio  while  the  ascent  in  the  steps  of  the  sensation 
w’as  in  ordinary  arithmetical  progression. 

What  audiometry  aims  to  do  is,  on  the  basis  of 
this  law,  to  determine  the  level  of  loudness  of  a 
perceived  sound  by  measurement  of  the  electrical 
energy  producing  it.  The  unit  of  measurement  em- 
ployed is  the  decibel  which  is  a logarithmic  num- 
ber actually  based  upon  the  intensity  of  the  stim- 
ulus, but  in  effect  expressive  of  degrees  of  loudness. 
Zero  on  the  scale  is  the  threshold  of  audibility,  and 
the  loudness  of  the  sound  is  expressed  in  units  above 
this  level.  Testing  the  acuity  of  hearing  is  done 
by  finding  just  how  many  decibels  are  required  to 
reach  the  lower  threshold  of  a pure  sound  of  a given 
frequency. 

Besides  the  outstanding  defect  mentioned  as  com- 
mon to  all  the  old  methods  of  testing  the  hearing 
sense,  namely  the  lack  of  measureable  intensity  of 
a given  sound,  we  have  still  to  mention  another 
serious  source  of  error.  I refer  to  the  generally 
noisy  environment  in  which  tests  are  habitually 
made.  It  may  be  a surprise  to  many  who  think  they 
are  living  in  an  atmosphere  of  comparative  quiet, 
to  learn  how  actually  noisy  the  world  about  them  is, 
most  of  the  time.  City  dwellers  are  constantly  im- 
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mersed  in  a ground  swell  of  noise,  to  which  they 
have  become  generally  so  accustomed  that  unless 
there  is  an  unusual  increase,  they  are  hardly  aware 
of  its  existence.  What  I think  may  be  particularly 
surprising  is  to  learn  to  what  extent  the  noisy 
environment  neutralizes  our  normal  hearing  faculty. 
Do  not  forget  that  man’s  hearing  capacity,  sensitive 
though  it  be,  is  in  certain  respects  severely  limited; 
not  only  is  it  limited  as  mentioned  in  each  direction 
of  pitch,  but  also  in  each  direction  of  intensity. 
The  limits  as  regards  intensity  should  be  reckoned 
from  a point  when  the  sound  is  so  weak  it  can  be 
barely  heard  (lower  threshold)  to  the  point  that  it  is 
so  loud  that  it  begins  to  be  painful  (upper  thres- 
hold). Now  this  differs  for  different  frequencies, 
but  even  at  its  greatest,  which  is  the  middle  range, 
does  not  extend  over  a stretch  of  130  decibels.  This 
may  not  mean  much  to  us  unless  we  recall  the  deci- 
bel measurement  of  certain  familiar  sounds. 

A sound  of  a riveter  at  a distance  of  thirty-five 
feet  is  115  decibels  (almost  the  limit  of  hearing) — 
a noisy  aeroplane  cabin  is  100  decibels,  automobile 
horns  are  80  to  90  decibels,  average  motor  truck  is 
75  decibels,  average  automobile  65  decibels,  ordi- 
nary conversation  (at  five  feet)  50  decibels,  interior 
of  houses  in  non-residential  section  45  decibels,  in- 
terior in  residential  sections  30  decibels.  When  you 
consider  that  at  its  best  the  hearing  capacity  is  130 
decibels,  how  often  we  are  in  a situation  where  this 
is  cut  down  by  50  per  cent  and  even  more!  What 
is  particularly  to  the  point  is  that  hearing  tests  are 
all  the  time  being  made  in  a noisy  environment  with- 
out realization  of  how  much  the  results  are  thus 
vitiated.  The  noise  level  of  the  average  city  doctor’s 
office,  unless  on  an  exceptionally  quiet  street,  runs 
from  25  to  35  decibels.  Hearing  tests  under  such 
conditions  give  erroneous  results,  and  may  entirely 
overlook  a loss  of  as  high  as  25  per  cent. 

Conditions  are  made  worse  by  reason  of  the  fact 
that  the  noise  does  not  remain  at  a constant  level, 
but  is  subject  to  severe  fluctuations.  They  change 
not  only  from  day  to  day,  but  from  hour  to  hour 
and  even  from  minute  to  minute.  This  interferes 
with  uniformity  of  results,  and  makes  comparisons 
of  records  almost  useless.  Testing  the  hearing  un- 
der such  circumstances  might  be  compared  to  the 
attempt  to  test  the  sight  in  a poorly  lighted  room, 
in  which  normal  vision  is  reduced  to  the  neighbor- 
hood of  25  per  cent,  and  in  which  lighting  condi- 
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tions  are  subject  to  great  and  frequent  and  sudden 
change. 

A noisy  environment  not  only  interferes  with  tests 
made  for  the  purpose  of  ascertaining  auditory  acuity, 
but  it  is  likewise  a serious  handicap  for  tests  made  by 
otologists  to  distinguish  different  types  of  deafness, 
and  it  is  on  this  account,  no  doubt,  the  source  of 
frequent  error  in  diagnosis  of  ear  diseases. 

As  you  know,  a vital  point  in  the  differentiation 
of  conductive  deafness  and  perceptive  deafness  lies 
in  the  absolute  as  well  as  relative  defects  of  air  and 
bone  conduction.  Of  late,  increasing  emphasis  is 
being  placed  upon  the  significance  of  bone  conduc- 
tion, and  the  newer  types  of  audiometers  are  now 
provided  with  bone-conduction  attachments.  Bone 
conduction  theoretically  is  a true  reflex  of  auditory 
nerve  function.  When  sound  vibrations  travel  over 
the  regular  route,  they  are  modified  by  the  special 
air  conduction  mechanism  before  reaching  the 
cochlea,  but  when  by  bone  conduction  they  go  di- 
rectly to  the  cochlea.  Bone  conduction  therefore 
should  yield  direct  first-hand  information  of  the 
condition  of  the  perceptive  apparatus.  But  in  a 
noisy  room,  bone  conduction  cannot  be  properly 
done  because  the  masking  effect  of  noise  seriously 
influences  the  result. 

I know  of  no  way  of  eliminating  errors  that  at- 
tend noisy  examinations  except  by  the  use  of  the 
sound-proof  room.  A sound-proof  room  for  one 
thing  is  essential  if  we  wish  to  pick  up  beginning 
or  slight  degrees  of  deafness.  It  is  the  only  way 
we  can  assure  making  our  examination  under  uni- 
form conditions  so  that  the  record  is  worth  while 
for  future  reference,  or  will  mean  something  definite 
to  doctors  elsewhere.  It  is  especially  the  only  way 
that  we  can  secure  correct  values  in  testing  by  bone 
conduction,  which  is  of  vital  importance  from  a 
diagnostic  standpoint. 

Great  progress  has  recently  been  made  in  sound 
engineering,  and  it  is  now  quite  feasible  to  have, 
at  moderate  cost,  a room  into  which  will  enter  not 
a vestige  of  outside  noise.  I have  had  constructed, 
under  the  supervision  of  a physicist,  a room  of  this 
kind  in  connection  with  my  offices  (a  room  within  a 
room),  with  side  w'alls,  ceiling  and  floor  constructed 
of  special  insulating  material,  separated  by  wide  air- 
space from  the  containing  room,  yet  provided  with 
ventilation  in  a way  not  to  interfere  with  the  insu- 
lation against  sound.  It  is  only  since  using  a sound- 
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proof  room,  that  I have  fully  realized  the  short- 
coming of  hearing  tests  made  under  ordinary  con- 
ditions. 


It  seems  to  me  it  must  be  evident  from  what  has 
beeen  said,  that  in  order  to  make  correct  hearing 
tests,  whether  merely  to  establish  the  degree  present, 
or  to  make  differential  diagnosis  of  ear  disease, 
there  are  two  essential  requisites:  (1)  The  noise- 
proof room,  (2)  the  audiometer.  The  audiometer 
has  come  to  stay,  and  it  must  in  the  future  con- 
stitute an  indispensable  part  of  the  otologist’s 
equipment. 

Confession  is  said  to  be  good  for  the  soul;  so  it 
must  be  confessed  that  the  reports  we  otologists  have 
been  handing  you  on  the  state  of  the  hearing  func- 
tion have  not  been  generally  very  good,  in  fact  they 
have  been  ver)'  bad,  as  they  could  not  help  being, 
because  we  had  not  at  our  command  the  means  of 
making  precise  measurements. 

In  the  audiometer,  we  have  an  instrument  that 
enables  us  to  measure  with  mathematical  exactness 
the  energies  which  are  in  known  relation  with  the 
sensation  of  hearing.  The  audiometers  at  present 
available  do  not  quite  as  fully  cover  all  requirements, 
from  the  standpoint  of  diagnosis,  that  we  would  like. 
For  one  thing  we  ought  to  have  higher  range  of 


frequencies,  because  high  frequency  limits  are  of 
great  importance  in  the  distinction  between  middle 
and  internal  ear  disease.  Another  desideratum  is  the 
continuous  scale,  because  it  is  only  thus  we  can 
pick  up  evidences  of  islands  of  deafness  if  such 
exist.  That  is  the  reason  I have  been  using  in  my 
own  work  an  especially  designed  audiometer  which 
embodies  these  features. 

This  instrument  has  also  another  feature  not 
found  in  any  other  audiometer,  which  it  seems  to 
me  has  real  practical  value:  that  is  a watch  tick 
has  been  hooked  up  with  the  electric  current,  so 
that  its  intensity  can  be  recorded  on  a percentage 
basis.  The  watch  tick  is  an  old,  time-honored  meas- 
ure for  hearing,  and  this  gives  us  a way  of  using 
it  free  from  the  objections  urged  against  the  use  of 
watches  in  general. 

With  or  without  these  refinements  the  audiometer 
is  a distinct  advance  over  old  methods,  if  for  no 
other  reason  than  it  enables  us  to  test  the  hearing 
as  we  were  not  able  to  do  before,  with  something 
approaching  mathematical  precision.  But  it  has 
the  added  advantages  of  enabling  us  to  test  each  ear 
separately,  to  test  them  for  a variety  of  frequencies, 
and  to  make  graphic  records,  suitable  for  future 
and  for  foreign  reference. 

1606  Twentieth  Street,  Northwest. 


ENDOCRINE  ASPECTS  OF  THYROID  DISEASE.* 


Arthur  M.  Smith,  M.  D., 

Charlottesville,  Va. 


The  diseases  of  the  thyproid  which  will  be  in- 
cluded in  this  discussion  may  be  classified  as: 

A.  Thyroid  insufficiencies 

1.  Simple  goitre 

2.  Myxedema 

a.  Infantile 

b.  Gull’s  disease 

c.  Simmond’s  disease 

d.  Operative  myxedema 

B.  Hyperthyroidism  or  exophthalmic  goitre. 

A brief  review  of  the  advances  in  our  knowledge 
of  thyroid  disease  in  the  last  two  centuries  may  help 
in  understanding  the  present  concept  of  these  dis- 
orders. The  classical  syndrome  of  hyperthyroidism 

*Read  before  the  Piedmont  Medical  Society,  Decem- 
ber 12,  1935. 


was  first  described  150  years  ago  by  Parry  and  later 
by  Graves  and  Basedow.  There  was  great  specula- 
tion as  to  the  role  played  by  the  thyroid  in  this  dis- 
ease. It  was  not  until  fifty  years  after  Graves’  de- 
scription that  Sir  Victor  Horsley  advanced  the  theory 
of  its  thyrogenous  origin.  He  stated  that  the  thy- 
roid was  first  affected  and  that  all  the  symptoms 
were  due  to  an  altered  function  or  dysthyroidism. 
A year  later  Mobius  claimed  that  hyperthyroidism 
was  due  to  a simple  hyperactivity  of  the  thyroid 
without  any  altered  function,  i.  e.,  an  excess  of  nor- 
mal function.  This  argument  has  been  waged  pro 
and  con  to  the  present  day  with  the  now  generally 
accepted  opinion  that  the  s}Tnptoms  of  hyperthyroid- 
ism are  due  to  an  increased  secretion  or  activity  of 
the  thyroid  and  not  to  an  abnormal  secretion. 
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The  first  knowledge  of  the  physiology  of  the  thy- 
roid came  in  1874  when  Sir  William  Gull  connected 
atrophy  of  the  gland  with  loss  of  hair,  thickening 
and  dr)-ness  of  the  skin  and  loss  of  mental  and 
physical  vigor.  This  disease  was  called  by  William 
Ord  (1878)  myxedema  because  he  thought  the  sub- 
cutaneous thickening  was  due  to  mucin  formation. 
Not  long  after  this  it  was  produced  inadvertently  by 
total  thyroidectomy  and  was  given  the  name  Opera- 
tive jSlyxedema  and  Cachexia  Strumipriva  by 
Reverdin  and  Kocher,  respectively.  Many  of  these 
patients  developed  tetany  and  it  was  not  until  1891 
when  Gley  rediscovered  the  parathyroids  that  the 
separate  functions  of  these  glands  was  appreciated. 

In  the  same  year  Murray  demonstrated  the  re- 
markable curative  effect  of  injection  of  a glycerine 
extract  of  sheep’s  thjToid  in  a case  of  Gull’s  dis- 
ease. The  next  year  it  w’as  shown  that  thyroid  sub- 
stance, whether  fresh,  dried  or  cooked,  was  equally 
effective  when  administered  by  mouth. 

In  1895  Magnus-Levy  made  the  monumental  dis- 
covery that  in  Gull’s  disease  the  heat  production 
was  lowered  as  much  as  40  per  cent.  This  same 
decrease  in  heat  production  w’as  demonstrated  in 
thyroidectomized  animals.  He  also  found  that  ad- 
ministration of  thyroid  extract  raised  this  to  nor- 
mal or  above  and  that  in  exophthalmic  goitre  heat 
production  was  greatly  increased. 

.Attempts  to  isolate  the  active  substance  had  been 
unsuccessful  until  1895  when  Bauman  found  that 
iodine  in  a firm  organic  combination  was  a normal 
constituent  of  the  thyroid. 

Following  this  it  was  found  that  ingested  iodine 
is  stored  in  the  thyroid  and  if  iodine  is  withheld 
hypertrophy  occurs.  In  1907-11  Marine  and  Wil- 
liams and  Marine  and  Lenhart  showed  that: 

1.  Involution  of  physiological  hypertrophies  to 
a resting  state  may  be  brought  about  by  the  ad- 
ministration of  iodine. 

2.  That  all  thyroid  hyperplasia  is  anatomically, 
chemically,  and  biologically  the  same,  i.  e.,  with 
any  increase  in  activity  of  the  thyroid  whether  due 
to  a physiological,  or  pathological  cause  the  same 
change  takes  place  in  the  gland,  thus  disproving 
the  theory  of  dysthyroidism. 

3.  That  in  h)'perthyroidism  the  per  cent  of 
iodine  in  the  gland  is  inversely  proportional  to  the 
hypertrophy  and  hyperplasia  present. 

In  1916,  Kendall  isolated  a crystalline  compound 


containing  65  per  cent  iodine  which  produced  the 
same  pharmacological  effects  as  desiccated  thyroid 
and  in  1927,  Harrington  and  Barger  were  able  to 
synthesize  a similar  compound  called  thyroxine. 
This  is  the  thyroid  hormone. 

The  characteristic  physiological  effects  of  thy- 
roxine are  an  increase  in  the  oxidation  in  the  body 
of  protein,  fat  and  carbohydrate  and  an  increase  in 
the  excretion  of  certain  minerals,  mainly  calcium 
and  magnesium.  It  may  be  an  indirect  factor  in 
resistance  to  infections  as  evidenced  by  a lowering 
of  the  iodine  store  and  a tendency  to  hyperplasia  in 
many  acute  infections.  The  heart  rate  is  also  in- 
creased. 

Diet  also  has  an  effect  on  the  iodine  and  thy- 
roxine store  in  the  gland.  Diets  rich  in  protein  and 
fat  cause  a depletion  of  the  store  of  thyroxine  and 
hyperplasia  occurs,  while  inanition  brings  about  an 
involution  of  the  thyroid.  The  thyroid  is  also  re- 
sponsible for  the  specific  dynamic  action  of  foods, 
this  being  absent  in  thyroidectomized  animals. 

So  far  as  is  known,  the  thyroid  is  the  only  organ 
capable  of  producing  an  iodine  containing  hormone. 
Iodine  is  found  in  significant  amounts  in  the  pitui- 
tary and  ovan.-,  but  considering  the  close  relation- 
ship of  these  organs  this  may  be  of  thyroid  origin. 

To  sum  up  w’hat  is  known  of  the  function  of  the 
thjToid,  it  provides  the  means,  through  its  iodine 
containing  hormone,  for  maintaining  a higher  rate 
of  metabolism  than  would  otherwise  obtain.  Also, 
through  variations  in  its  activity,  it  provides  a 
means  for  varying  the  rate  of  metabolism  to  meet 
changing  physiologic  needs. 

It  has  long  been  suspected  that  an  efficient 
mechanism  exists  for  stimulating  the  thyroid  through 
the  blood  stream.  This  was  assumed  to  explain  the 
compensatory  hypertrophy  of  the  remaining  frag- 
ment following  partial  thyroidectomy.  Marked 
hj-pertrophy  of  the  anterior  pituitar)'  in  individuals 
with  endemic  goitre  has  been  known  for  many 
years  (1851)  and  this  has  been  demonstrated  ex- 
perimentally following  thyroidectomy.  The  first 
proof  of  a pituitary  hormone  regulating  thyroid  ac- 
tivity was  demonstrated  by  Allen  and  by  Smith, 
who  showed  that  hypophysectomy  caused  atrophy  of 
the  thyroid  and  Smith  later  (1922)  showed  that 
implants  of  fresh  pituitary  restored  such  atrophic 
thyroids  to  normal  or  even  increased  activity. 

Subsequent  work  has  led  to  the  conclusion  that 
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probably  the  thyroid  can  be  stimulated  only  by  this 
thyrotropic  hormone  of  the  pituitar}’.  The  mor- 
phologic and  chemical  changes  following  injection 
of  this  thyrotropic  hormone  (hypertrophy  and  hyper- 
plasia) are  the  same  that  are  seen  in  compensatory 
hypertrophy  following  partial  thyroidectomy  or  in 
the  developmental  stages  of  spontaneous  goitre  in 
man  and  animals. 

While  this  hormone  of  the  pituitary  seems  to  be 
the  only  means  of  stimulating  the  thyroid,  there  is 
evidence  that  the  thyroid  secretion  exercises  a great 
influence  on  the  anterior  pituitary,  particularly  re- 
garding the  production  of  thyrotropic  hormone. 
Thus,  desiccated  thyroid  will  prevent  the  loss  of 
acidophylic  granules  and  pituitary  hypertrophy 
which  normally  follows  thyroidectomy  and  iodine 
alone  will  restore  the  acidophylic  granules  and  great- 
ly reduce  the  size  of  the  pituitary  in  animals  with 
hyperplastic  thyroids. 

The  thyroid  and  anterior  pituitary  are  delicately 
balanced.  Any  deficiency  of  thyroid  secretion 
quickly  stimulates  the  pituitary  to  produce  more 
thyrotropic  hormone,  and  supplying  the  thyroid 
secretion  reduces  this  anterior  pituitary  activity. 

The  discovery  of  the  pituitary  link  offers  a rational 
hjqjothesis  of  how  gonadal  (adrenal  cortex  and  sex 
glands)  insufficiency  may  stir  up  the  thyroid.  The 
cells  of  the  anterior  pituitary  produce  a number  of 
hormones,  one  of  which  is  a gonadotropic  hormone. 
A decrease  in  gonadal  activity  might  cause  the  pitui- 
tary to  produce  more  of  this  gonadotropic  hormone 
and  if  the  same  cell  produced  thyrotropic  hormone 
it  might  also  produce  an  increased  amount  of  this 
substance  which  would  stimulate  the  thyroid  to  in- 
creased activity. 

Endemic  goitre  and  myxedema  are  believed  to  be 
different  stages  of  the  same  nutritional  fault,  and  are 
due  to  thyroid  insufficiency. 

Myxedema  in  the  light  of  recent  work  may  be 
due  to  either: 

1.  Failure  of  the  anterior  pituitary  to  produce 
the  thyrotropic  hormone. 

2.  To  an  exhaustion  atrophy  of  the  thyroid. 

3.  To  the  operative  removal  of  too  much  thyroid. 

These  syndromes  are  called,  Simmond’s  disease 

or  Pituitary  Cachexia,  Gull’s  disease  or  spontaneous 
Myxedema,  and  Cachexia  Strumipriva,  respectively. 

While  they  all  have  thyroid  insufficiency  in  com- 
mon this  insufficiency  is  obtained  by  different  means. 


In  infantile  myxedema  and  Gull’s  disease  it  is  due 
to  an  exhaustion  atrophy  of  the  thyroid  or  lack  of 
thyroid  tissue,  but  in  Simmond’s  disease  it  is  due 
to  lack  of  the  thyrotropic  hormone  of  the  anterior 
pituitary. 

There  are  important  general  differences  between 
the  two.  In  Simmond’s  disease  exophthalmus  does 
not  develop  and  there  is  a gonadal  atrophy  accom- 
panying or  even  preceding  manifestations  of  myx- 
edema, while  after  thyroidectomy  exophthalmus  may 
occur  and  not  only  does  gonadal  atrophy  not  occur, 
but  increased  sexual  activity  usually  results.  The 
sex  gland  atrophy  of  myxedema  would  now  be  con- 
sidered another  indication  of  pituitary  failure, 
while  exophthalmus  and  increased  gonadal  activity 
of  sexually  mature  animals  would  be  explained  as 
due  to  pituitary  stimulation. 

Collip  reports  the  production  of  an  anti-thyro- 
tropic hormone  by  repeated  injections  of  thyrotropic 
hormone.  This  anti-hormone  is  present  in  the  serum 
of  these  animals  and  if  a small  amount  of  this 
serum  is  injected  into  other  animals  it  will  prevent 
the  occurrence  of  sjTnptoms  of  hyperthyroidism  when 
they  are  given  as  much  as  200  times  the  minimal 
dose  of  thyrotropic  hormone  usually  necessary  to 
produce  these  symptoms.  It  does  not,  however,  pre- 
vent the  occurrence  of  hyperplasia  of  the  thyroid. 

The  serum  of  these  resistant  animals  does  not 
exert  a direct  neutralizing  action  on  the  anterior 
pituitary  hormone,  but  induces  in  the  injected  ani- 
mal reactions  of  unknown  nature,  which  for  a time 
counteract  the  effects  of  the  hormone. 

Let  us  now  consider  hyperthyroidism  in  the  light 
of  these  findings.  The  symptoms  are  due  to  an 
increase  in  the  availability  of  thyroxine,  the  only 
known  active  product  of  the  thyroid  gland.  The 
theory  that  the  thyroid  produces  some  abnormal 
substance  which  produces  the  disease  has  been  gen- 
erally discarded.  The  idea  of  a toxic  adenoma  no 
longer  fits  in  the  picture.  Only  about  10  per  cent 
of  the  nodules  found  in  thyroids  are  true  tumors 
or  adenomata.  As  far  as  is  known  they  do  not  pro- 
duce any  of  the  symptoms  of  hyperthyroidism. 
Their  danger  lies  in  the  fact  that  they  occasionally 
become  malignant.  The  other  90  per  cent  of  thy- 
roid nodules  are  areas  of  hyperinvolution,  that  is 
localized  areas  of  thyroid  gland  which  have  under- 
gone hyperplasia  either  from  a physiological  or 
pathological  stimulation,  and  then  as  they  involuted 
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or  regressed  instead  of  stopping  at  the  colloid  stage 
they  have  gone  farther  to  the  stage  of  hyperinvolu- 
tion. 

These  nodules  show  three  general  pictures: 

1 . Colloid  cysts. 

2.  Localized  and  apparently  encapsulated  areas 
of  dilated  colloid  acini. 

3.  Areas  of  degenerated  acini  wdth  an  increase 
of  edematous  stroma  and  extra-cellular  colloid. 

Because  95  per  cent  of  the  cancers  of  the  thyroid 
occur  in  these  areas  of  hyperinvolution,  it  is  best  to 
remove  them  whether  associated  with  hj'perthyroid- 
ism  or  not.  The  presence  of  these  nodules  does  not 
necessarily  mean  a previous  hyperthyroidism  for  the 
antecedent  hyperplasia  may  have  been  the  result  of 
a physiological  stimulus.  There  must  always  be  a 
hyperplasia,  however,  before  they  can  be  formed. 

Two  other  explanations  of  hyperthyroidism  pres- 
ent themselves: 

1.  There  may  be  an  increase  in  formation  of 
thyroxine  due  to  a stimulus  from  without,  i.  e.,  an 
increase  in  the  thyrotropic  hormone;  or, 

2.  There  may  be  an  increased  rate  of  removal  of 
thyroxine  from  the  gland  with  an  effort  by  the  gland 
to  compensate  for  this  loss,  that  is  a decrease  in  the 
anti-hormone. 

The  known  facts  seem  to  be  consistent  with  the 
latter  hypothesis  for  the  following  reasons: 

1.  In  hyperthyroidism  there  is  no  evidence  of 
increase  of  thyrotropic  hormone  as  evidenced  by 
pituitary  hyperplasia,  except  in  cases  of  acromeg- 
aly which  show  evidence  of  increased  activity  of  the 
thyroid. 

2.  In  hyperthyroidism  there  is  a decrease  in 
organic  iodine,  colloid  and  thyroxine  in  the  thyroid 
and  an  increase  in  organic  iodine  and  thyroxine  in 
the  blood  and  an  increase  of  iodine  in  the  urine. 

Thus  has  developed  the  concept  of  a leaking  or 
too  porous  gland  which  is  emptying  its  product,  thy- 
roxine, into  the  blood  stream  with  disastrous  ef- 
fects. Harrington  has  proposed  the  term  “thyroid 
diarrhea.”  The  cause  of  this  diarrhea  is  unknown 
but  an  interesting  hypothesis  has  been  proposed  by 
Collip.  He  postulates  that  in  the  normal  individual 
there  is  a balance  between  the  thyrotropic  and  anti- 
thyrotropic  hormones,  and  that  in  hyperthyroidism 
something  temporarily  knocks  out  this  anti-hormone 
with  a consequent  pouring  out  of  thyroxine.  The 
characteristic  remissions  and  exacerbations  in  the 
disease  would  correspond  to  an  increase  or  decrease 


of  this  anti-hormone.  Changes  in  the  physiology 
of  the  other  endocrine  glands,  such  as  pregnancy, 
or  the  occurrence  of  an  infection  is  frequently  as- 
sociated with  an  exacerbation  of  this  disease.  Col- 
lip also  found  that  bacterial  toxins  increased  the 
sensitivity  of  experimental  animals  to  thyTotropic 
hormone.  It  might  be  that  the  toxin  interfered  with 
the  anti-hormone,  thereby  apparently  producing  an 
increased  reaction  to  the  hormone. 

The  relation  of  thyroid  secretion  to  the  develop- 
ment of  exophthalmus  in  hyperthyroidism  has  long 
been  a controversial  question.  Marine  and  Rosen 
(1934)  have  shown  that  at  least  two  factors  are 
necessary  for  its  production  experimentally: 

1.  relative  or  absolute  deficiency  of  thyroid 
secretion. 

2.  An  excess  of  thyTotropic  factor. 

Therefore,  iodine  administration  with  the  intact 

thyroid  or  the  administration  of  desiccated  thyroid 
after  thyroidectomy,  prevents  the  occurrence  of 
exophthalmus  even  though  large  amounts  of  thyro- 
tropic hormone  are  administrated. 

The  occasional  occurrence  of  exophthalmus  after 
thyroidectomy  may  be  explained  on  these  grounds: 
in  these  cases  the  patient  is  in  a hypothyroid  state 
with  a consequent  increase  in  the  amount  of  thyro- 
tropic hormone.  Such  cases  have  been  successfully 
treated  with  iodine  and  thyroid.  It  is  important  to 
recognize  this  hypothyToid  state  and  not  think  that 
the  development  of  exophthalmus  is  associated  with 
a continued  or  recurrent  hyperthyroidism  and  on  this 
assumption  remove  more  of  an  already  insufficient 
gland. 

It  has  been  noted  clinically  that  the  degree  of 
exophthalmus  is  not  in  proportion  to  the  severity 
of  the  hyperthyroidism  but  rather  to  the  duration 
of  the  disease.  Then  to  explain  the  occurrence  of 
exophthalmus  in  hyperthyroidism  on  the  grounds 
noted  above  we  would  have  to  assume  that  the 
thyroid,  after  working  for  a long  period  of  time, 
has  used  up  its  reserve  and  is  no  longer  capable 
of  responding  fully  to  the  stimulation  it  receives 
from  the  amount  of  thyrotropic  hormone  being 
secreted.  Thus,  although  enough  thyroxine  is  lib- 
erated to  give  symptoms  of  hyperthyroidism  there 
would  be  a relative  insufficiency  and  a relative  ex- 
cess of  thyrotropic  hormone. 

Why  the  administration  of  iodine  results  in  an 
amelioration  of  the  symptoms  of  hyperthyroidism  is 
not  known.  It  is  associated  with  an  involution  of 
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the  thyroid  and  an  increase  in  the  store  of  thyroxine 
in  the  gland.  It  is  generally  believed  that  this 
effect  is  temporary.  Means  and  his  co-workers, 
however,  present  evidence  that  this  amelioration  is 
continued  as  long  as  the  iodine  is  continued  and 
that  the  increase  in  symptoms  after  the  first  im- 
provement following  iodine  administration  is  due 
to  an  increase  in  the  severity  of  the  disease,  and  not 
to  the  loss  of  the  iodine  effect.  Thus  if  the  BMR 
increases  while  iodine  is  being  administered  and 
the  iodine  is  stopped,  there  will  be  a greater  increase 
in  the  BMR  than  if  iodine  had  been  continued. 
He  explains  cases  of  apparent  refractoriness  to 
iodine  or  an  increase  in  BMR  coincident  with  the 
administration  of  iodine  on  the  grounds  that  the 
patient  is  having  an  exacerbation  of  the  disease  at 
the  time  the  iodine  is  started  and  were  iodine  not 
given  at  this  time  there  would  be  a further  eleva- 
tion of  BMR  in  the  former  case  and  a greater  in- 
crease in  the  latter. 


Althoueh  occasionally  we  see  a spontaneous  cure, 
the  treatment  of  choice  is  operation.  Why  partial 
amputation  of  the  thyroid  results  in  a cure  in  prac- 
tically all  of  the  cases  is  not  known.  It  is  hoped 
that  with  an  increase  in  our  knowledge  of  the 
physiology  of  the  thyroid  and  other  endocrine  or- 
gans, a non-operative  cure  will  be  found. 
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POLIOMYELITIS.* 


Frank  H.  Redvi'^ood,  M.  D., 

Norfolk,  Va. 


Poliomyelitis,  first  known  as  a sporadic  disease, 
later  as  an  epidemic  disease-  has  always  been  puz- 
zling in  its  diagnosis  and  manifestations.  Briefly, 
the  symptoms  and  signs  of  a typical  case  are  a few 
days  of  fever,  general  malaise,  with  possibly  nausea 
and  vomiting,  often  sore  throat,  stiffness  and  pain 
of  the  neck  and  back  muscles,  headache  and 
paralysis  of  a group  or  groups  of  muscles.  At  first 
the  tendon  reflexes  are  active  but  later  are  lost.  As 
epidemics  of  the  disorder  come  and  go  in  different 
parts  of  the  world  the  diagnosis  frequently  becomes 
more  baffling  and  our  ideas  concerning  many  phases 
of  the  disease  change  with  succeeding,  epidemics. 

In  discussing  poliomyelitis,  probably  the  most  im- 
portant points  for  consideration  are,  first,  the  diag- 
nosis, then  the  treatment,  and,  lastly,  the  control  of 
the  epidemic  by  public  health  measures,  vaccines, 
etc. 

In  the  face  of  an  epidemic  one  is  prone  to  call 
poliomyelitis  any  disorder  which  is  acute  and  ac- 
companied by  fever,  gastro-intestinal  upsets  or  res- 

*Read before  the  Seaboard  Medical  Association,  Decem- 
ber 5,  1935. 


piratory  symptoms.  During  the  Los  Angeles  epi- 
demic of  1934  at  the  peak  month,  of  1,134  cases 
that  were  admitted  to  hospitals,  most  of  which  were 
suspects,  only  245  were  actually  poliomyelitis.  This 
suggests  the  question  whether  or  not  there  are  abor- 
tive cases.  There  is  considerable  evidence  to  an- 
swer this  in  the  affirmative,  although  to  my  knowl- 
edge it  has  not  been  proven  except  in  a few  in- 
stances. 

The  first  suggestion  that  there  might  be  cases  of 
abortive  poliomyelitis  was  brought  out  by  Wickman^ 
in  1913.  He  believed  that  these  cases  represented  a 
large  number  in  any  epidemic  but  he  was  unable 
to  state  the  exact  ratio.  Draper^  also  expressed  the 
opinion  that  there  were  abortive  attacks  and  stated 
that  the  usual  early  symptoms  of  sore  throat,  head- 
ache, gastro-intestinal  upset,  etc.,  were  the  only 
symptoms  in  from  SO  to  80  per  cent  of  the  total 
incidence  of  the  disease. 

The  most  comprehensive  and  suggestive  study  of 
abortive  poliomyelitis  was  made  by  Paul®  and  his 
co-workers  in  1932.  They  studied  a large  number 
of  children  with  symptoms  suggesting  minor  ill- 
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nesses,  which  are  the  early  sjTnptoms  of  known 
poliomyelitis.  These  studies  were  made  in  222 
families  from  which  one  or  more  bona  fide  cases 
of  poliomyelitis  had  developed.  Oral  washings 
from  twelve  of  these  cases  were  injected  intra- 
cerebrally  in  twelve  monkeys  and  two  of  the  animals 
developed  the  disease.  The  other  monkeys  were 
later  injected  with  known  virus  and  found  suscepti- 
ble. Families  in  which  one  or  more  cases  of  polio- 
myelitis had  developed,  the  remaining  children  in 
the  age  group  of  five  to  nine  years,  32  per  cent  de- 
veloped minor  illnesses.  In  a controlled  group  of 
fifty  families  in  which  poliomyelitis  had  not  de- 
veloped and  in  children  below  the  age  of  ten  years 
only  9 per  cent  developed  minor  illnesses.  The 
ratio  of  minor  illnesses  to  poliomyelitis  in  the  three 
communities  comprising  their  studies  was  six  to  one. 
These  investigations  show  that  there  is  consider- 
able evidence  generally  to  believe  that  there  are  abor- 
tive cases  of  poliomyelitis  and  in  two  of  their  cases 
the  evidence  is  conclusive.  At  any  rate  there  seems 
to  be  a close  relationship  between  poliomyelitis  and 
cases  presenting  sjTnptoms  of  sore  throat,  tempera- 
ture, gastro-intestinal  upset,  etc.,  occurring  during 
epidemics. 

The  cases  that  present  the  classical  picture  with 
definite  spinal  fluid  findings  and  muscle  group 
paralysis  do  not  offer  diagnostic  problems.  There 
are  cases,  however,  in  which  it  is  quite  necessary  to 
differentiate  from  other  infections  of  the  central 
nervous  system,  and  here  our  diagnostic  bag  of 
tricks  sometimes  becomes  exhausted  and  the  true  con- 
dition is  definitely  established  only  at  autopsy.  Such 
a case  came  under  my  obser\’ation  during  the  New 
York  epidemic  in  1916.  The  patient  was  the  young 
daughter  of  a physician  who  said  his  child  did  not 
have  poliomyelitis  because  the  cell  count  of  the 
spinal  fluid  was  not  increased.  The  health  officer 
insisted  that  the  diagnosis  was  poliomyelitis.  The 
autopsy  findings  were  the  most  marked  of  all  cases 
that  came  under  our  obsers'ation  during  the  epi- 
demic. 

Many  cases  of  Waddell’s  recent  study  did  not  show 
an  increase  in  cells  and  some  of  the  cases  in  the 
Los  Angeles  epidemic  of  1934  were  without  spinal 
fluid  findings.  In  the  study  of  thirty  six  cases  by 
Masters  and  Sutton,  three  had  a cell  count  of  be- 
low ten.  OverholseH  reports  a series  of  150  cases 
in  the  post-parahtic  stage  where  221  spinal  punc- 
tures were  done  and  the  cell  count  was  below  ten  in 


37.4  per  cent.  It  would  appear,  therefore,  that  it 
is  possible  to  have  the  disease,  certainly  in  the  ver}’^ 
early  stages  and  in  the  post-paralytic  stage,  without 
definite  spinal  fluid  changes.  Probably  the  truth 
of  the  point  depends  upon  the  time  of  the  punc- 
ture, as  it  is  inconceivable  that  a disease  with  the 
pathology'  of  poliomyelitis  could  occur  without  some 
spinal  fluid  findings  at  some  time  during  its  course. 

Absolute  rest  in  bed  in  the  treatment  of  the  pre- 
paralytic stage  is  quite  essential.  Manipulation  of 
the  patient  for  examination  and  nursing  care  should 
be  reduced  to  the  minimum.  Drugs  for  the  relief 
of  pain  should  be  used  when  necessary.  Probably 
the  most  important  point  in  the  general  treatment 
of  the  early  paralytic  stage  is  immobilization  of  the 
paralyzed  limb  in  its  normal  position.  Some  ap- 
pliance to  prevent  the  bed  covering  from  touching 
the  body  may  be  comforting  to  the  patient,  and  in 
some  cases  a board  placed  under  the  mattress  is, 
for  obvious  reasons,  desirable.  Physiotherapy  of 
any  kind  should  not  be  used  as  long  as  there  is  any 
tenderness  of  the  muscles  or  fever.  After  the  acute 
stage  has  passed  the  case  resolves  itself  into  treat- 
ment by  orthopedic  measures. 

Many  acute  cases  have  been  treated  in  the  early 
stages  in  various  epidemics  throughout  the  country' 
by  the  administration  of  immune  serum.  In  1916, 
the  Harvard  Infantile  Paralysis  Commission,  of 
which  Peabody^  was  the  head,  treated  fifty-one  cases 
in  the  pre-paralytic  stage  by  this  means  and  69  per 
cent  recovered  without  paralysis,  21  per  cent  recov- 
ered with  paralysis  and  10  per  cent  died.  In  the 
eleven  paralyzed  cases  the  results  were  slight  in  six. 
Sixty  paralyzed  cases  were  treated  with  doubtful 
results,  the  mortality  being  about  average  for  the 
epidemic.  \\'hen  Peabody’s  cases  were  compared 
with  Draper’s  untreated  cases  in  the  New  York  epi- 
demic the  same  year,  his  results  were  about  10  per 
cent  better  than  in  the  untreated  cases.  ^lany 
workers  have  claimed  that  immune  serum  is  prob- 
ably' of  benefit  in  many  pre-paralytic  cases. 

Reports  from  Los  Angeles  indicate  that  immune 
serum  used  to  prevent  poliomyelitis  is  worthless,  but 
used  early  in  the  treatment  of  the  meningitic  phase 
it  is  of  distinct  benefit. 

Brodie  and  Park,®  of  New  York,  have  been  work- 
ing with  a vaccine  and  claim  to  have  demonstrated 
some  immunity  in  monkeys.  The  vaccine  is  a spinal 
cord  emulsion  prepared  from  monkey's  injected  with 
poliomy'elitis  virus  and  the  cord  treated  with  forma- 
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lin  to  inactivate  the  virus.  They  state  that  their 
vaccine  does  no  good  where  exposure  has  taken 
place  and  antibody  develops  in  one  week  in  chil- 
dren given  the  vaccine  where  they  have  not  been 
exposed.  Nine  thousand  children  have  received  the 
vaccine  and,  after  two  doses,  six  out  of  seven  have 
show'n  antibody  which  has  been  maintained  for 
eight  months.  They  state  that  the  vaccine  does  not 
store  well  and  after  two  and  one-half  months  in  an 
ice  box  no  antibody  can  be  demonstrated.  Their 
conclusions  are  that  the  vaccine  stimulates  antibody 
and  thus  protects. 

Gilliam,®  of  the  Public  Health  Service,  made 
some  field  studies  with  Brodie  and  Park’s  vaccine 
in  North  Carolina.  He  selected  a group  of  chil- 
dren under  ten  years  of  age  and  inoculated  458  in 
an  area  of  the  State  where  no  cases  of  poliomyelitis 
had  developed.  Fifty  per  cent  had  local  reactions 
which  varied  from  redness  of  the  part  to  abscess 
formation,  and  3.7  per  cent  had  general  reactions, 
one  of  which  for  a time  seemed  serious.  None  of 
the  inoculated  cases  were  reported  as  developing  the 
disease.  Apart  from  the  reactions  I fail  to  see  any 
value  of  this  study.  The  concensus  of  opinion  at 
the  present  time  is  that  the  vaccine  of  Brodie  and 
Park  is  safe  but  there  is  not  sufficient  experimental 
evidence  to  indicate  its  value. 

Kolmer’s®  vaccine  is  made  from  the  spinal  cord 
of  monkeys  which  have  been  inoculated  with  polio- 
myelitis virus  and  the  cord  devitalized  with  sodium 
ricinoleate.  His  animal  experiments  were  con- 
fined to  forty-two  vaccinated  monkeys  which  re- 
ceived the  virus  and  did  not  develop  the  disease. 
A total  of  10,725  children  have  received  the  vaccine 
throughout  the  countrj',  346  of  these  children  resid- 
ing in  Philadelphia.  In  this  group  no  cases  have 
developed  that  have  received  three  doses  of  the  vac- 
cine but  ten  cases  have  developed  several  days  after 
receiving  two  doses.  Kolmer’s  conclusions  are  that 
his  vaccine  produces  antibody  sufficient  to  protect 
for  an  unknown  length  of  time  and  states  that  he 
has  protected  one  monkey  for  three  years. 

An  analysis  of  Kolmer’s  ten  cases  that  developed 
the  disease  is  interesting.  They  developed  a few 
days  after  the  second  dose  was  given.  If  the  injec- 
tion was  given  in  the  leg  this  was  the  limb  that  was 
paralyzed  and  if  it  was  given  in  the  arm,  that  mem- 
ber or  the  opposite  was  the  site  of  paralysis.  There 
is  sufficient  evidence  to  believe  that  ordinarily  the 
virus  of  poliomyelitis  enters  the  body  through  the 


nose  and  then  attacks  the  nervous  system.  It  is 
significant  that  these  ten  cases  developed  the  dis- 
ease after  the  second  dose  of  vaccine  and  the  rela- 
tion of  the  paralysis  to  the  limb  injected  might  sug- 
gest that  an  insufficiently  inactivated  virus  gained 
access  to  the  spinal  cord  through  the  nerves  of  the 
injected  limb.  At  any  rate  there  is  not  sufficient 
evidence  to  indicate  its  value  and  some  investiga- 
tors are  doubtful  of  its  safety. 

A study  of  the  epidemics  of  poliomyelitis  in  dif- 
ferent parts  of  the  country  since  1916  has  confused 
our  conception  of  the  disease  and  consequently 
methods  for  its  control  from  the  standpoint  of  the 
public  health.  There  seems  to  be  little  tendency  for 
poliomyelitis  to  spread  in  families.  It  has  been 
shown  by  Brodie  and  Park,  Kolmer  and  others  that 
the  older  the  child  the  more  antibody  he  has;  also 
there  may  be  some  natural  immunity  or  immunity 
from  previous  abortive  attacks.  These  may  partly 
explain  the  non-familial  character  of  the  disease  but 
not  entirely.  In  the  New  York  epidemic  of  1916 
only  4.3  per  cent  of  8,634  families  attacked  were 
reported  as  having  more  than  one  case.  The  health 
committee  of  the  New  York  Academy  of  Medicine 
and  the  New  York  Neurological  Society  reported 
the  conclusions  of  their  study  of  this  epidemic  as 
follows:  Poliomyelitis  is  a communicable  and 
slightly  contagious  disease;  the  greater  percentage 
of  cases  arise  without  any  history  of  personal  con- 
tagion; that  uninfected  and  healthy  children  in 
wards  containing  infected  cases  do  not  take  the 
disease,  and  that  the  number  of  cases  per  1,000  is 
greater  in  uncrowded  country  districts  than  in 
crowded  urban  centers. 

This  year  in  Tennessee  there  were  seventy-six 
cases  with  a mortality  of  17  per  cent.  The  only 
precaution  taken  were  that  children  under  sixteen 
years  were  prohibited  from  traveling. 

In  the  Los  Angeles  epidemic  of  1934,''  all  definite 
cases  were  segregated;  all  suspects  were  held  ten 
days  for  observation,  and  all  known  direct  contacts 
were  held  for  fourteen  days.  This  epidemic  had 
more  familial  cases  than  any  past  epidemic;  also 
the  death  rate  was  lower.  There  never  had  been  an 
epidemic  in  which  so  many  doctors,  nurses  and  hos- 
pital attendants  developed  the  disease.  In  the  New 
York  epidemic  of  1916  not  a doctor,  nurse  or  hos- 
pital attendant  developed  the  disease.  In  the  Los 
Angeles  epidemic  a Children’s  Hospital,  near  the 
General  Hospital  where  the  majority  of  the  cases 
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were  admitted,  with  a daily  turnover  of  twenty-rfive 
to  thirty  children  and  an  average  residence  popula- 
tion of  250,  not  a single  case  occurred. 

With  such  contradictor}-  findings  in  various  epi- 
demics, it  would  seem  that  we  know  little  more  to- 
day than  we  did  years  ago  about  the  epidemiolog)- 
and  the  control  of  this  usually  epidemic  disease. 
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KERATO-CONJUNCTIVITIS  DUE  TO  EMETINE  HYDROCHLORIDE  * 


Neilson  H.  Turner,  M.  D., 

Associate  in  Ophthalmology,  Medical  College  of  Virginia. 
Richmond,  Va. 


In  1925  when  I saw  my  first  case  of  kerato- 
conjunctivitis due  to  the  destructive  influence  of 
emetine  hydrochloride  by  external  ocular  contact, 
I gave  it  only  a passing  consideration  from  the 
etiological  standpoint.  Ten  years  later,  in  1935, 
when  a second  one  as  severe  as  the  first  appeared, 
my  interest  in  this  respect  was  aroused,  and  I de- 
cided to  investigate  the  subject.  The  literature  con- 
cerning it  is  not  voluminous,  and  apparently  only 
a few  cases  have  been  reported. 

In  190^,  Levin  and  Guiller\-  described  the  irri- 
tant effect  of  ipecac  dust  on  the  mucous  membranes 
as  due  to  its  contained  emetine,  and  spoke  of  the 
possibility  of  it  producing  comeal  ulceration. 
Lyons,  in  1915,  and  Lex-}-  and  Rountree,  in  1916, 
reported  on  the  general  toxicology  of  emetine,  enum- 
erating, among  its  effects,  vomiting,  purgation, 
hemorrhagic  swelling  of  the  gastro-intestinal 
mucosa,  great  engorgement  of  the  abdominal  ves- 
sels, and  peripheral  neuritis.  Kalt,  Fromget  and 
Harriet  described  an  eczematous  form  of  conjunc- 
tivitis which  was  caused  by  dry  ipecac.  J.  B.  Blue, 
in  1915,  reported  on  the  danger  of  getting  emetine 
into  the  eyes,  calling  attention  to  the  subsequent 
inflammator}-  reaction.  In  1918,  Schevensteen  pub- 
lished his  article  on  a frequently  self-induced  D-pe 

•Read  before  the  Virginia  Society  of  Otolaryngology 
and  Ophthalmology  at  its  annual  meeting  in  Richmond, 
May  2,  1936. 


of  conjunctivitis  in  the  Belgian  army,  resulting  frcm 
powdered  ipecac.  It  was  acute  and  of  short  dura- 
tion when  the  powder  was  put  in  once,  but  became 
chronic  when  it  was  used  repeatedly.  In  1918,  Jno. 
M.  Robinson  reported  two  cases  of  traumatic  con- 
junctivitis induced  by  the  unintentional  instilla- 
tion of  what  he  later  confirmed  to  be  a 2 per  cent 
solution  of  emetine  hydrochloride.  One  was  a pa- 
tient for  whom  he  had  ordered  a 2 per  cent  solution 
of  homatropine,  and  he  was  the  other  victim  when 
he  put  a drop  in  his  own  left  eye  to  prove  to  her 
that  she  need  not  be  alarmed,  as  homatropine  could 
not  produce  a serious  condition  of  the  eye.  In  each 
instance,  about  twenty-four  hours  later,  there  was  a 
sharp  sensation  like  a foreign  body  in  the  eye,  inter- 
mittent in  character,  which  continued  to  increase  in 
severity  until  it  reached  its  height  in  about  eight 
hours  time.  There  was  a scratchy  feeling,  intense 
at  about  five-minute  inter\-als,  marked  photophobia 
and  e.xcessive  lachryanation,  also  a sharp  pain  radi- 
ating through  the  infra-  and  the  supra-orbital  re- 
gions. Vision  in  the  lady’s  case  was  not  actually 
disturbed.  The  upper  eye-lid  was  edematous  and 
there  was  a pronounced  combined  conjunctival  and 
ciliar}’  injection.  In  his  case  a spasmodic  com- 
pound myopic  astigmatism  of  — 3.50  D = ■ — ^3.50 
D*^  X 180°  existed  for  a fortnight,  and  for  two 
weeks  after  the  myopia  had  disappeared  he  could 
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read  without  his  proper  presbyopic  correction  of  -j- 1 
D.  Cold  compresses  gave  some  relief.  Experiment- 
ally, later,  on  rabbit’s  eyes  he  confirmed  that  it  was 
emetine  that  had  been  substituted  by  mistake  for 
the  homatropine. 

But  emetine,  by  actual  external  ocular  contact, 
can  produce  lesions  of  a more  severe  nature  than 
the  above  reports,  with  the  exception  of  that  of 
Levin  and  Guillery,  indicate.  Those  likely  to  be 
victims  are,  naturally,  people  who  come  in  contact 
with  the  drug,  such  as  physicians,  those  engaged 
in  its  extraction,  those  concerned  in  its  distribution, 
and  patients  to  whom  it  is  being  administered. 

Following  ocular  contact,  the  discomfort  for  the 
first  eight  to  twenty-four  hours  may  not  be  so  pro- 
nounced, but  later,  with  the  peeling  off  of  the  devita- 
lized corneal  epithelium,  the  constant  sensation  of 
grit  in  the  eye,  the  intense  combined  circumcorneal 
and  conjunctival  congestion,  the  marked  photo- 
phobia and  the  excessive  lachrymation  certainly  pre- 
sents a damaged  eye  and  an  extremely  uncomfort- 
able one.  The  destroyed  epithelium  was,  no  doubt, 
rubbed  off  by  contact  with  the  palpebral  conjunctiva 
of  the  upper  lid,  as  in  each  of  the  two  cases  which 
I will  report  the  area  in  which  this  desquamation 
had  taken  place  was  at  the  center  of  the  cornea, 
and  in  each  instance  was  about  five  mm.  in  diam- 
eter. No  doubt,  the  extreme  discomfort  did  not 
appear  until  this  exfoliation  had  occurred,  thus  ac- 
counting for  the  initial  period  of  from  eight  to 
twenty-four  hours  in  which  the  discomfort  was  not 
so  annoying.  Edema  was  present  in  both  eyelids, 
but  was  much  greater  in  the  upper  one. 

The  treatment  of  these  cases  is  similar  to  that  of 
traumatic  kerato-conjunctivitis  of  chemical  origin, 
and  should  in  these  cases  be  directed  to  the  removal 
of  any  of  the  causative  agent  remaining  by  flushing 
out  the  conjunctival  sac  with  a sterile  normal  sa- 
line solution,  with  a saturated  boric  acid  solution, 
or,  if  these  are  not  convenient,  with  clean  sterile 
water;  to  providing  comfort  for  the  patient;  to  pre- 
venting as  far  as  possible  by  acceptable  known  meth- 
ods, infection,  which,  if  it  appears,  might  prove 
to  be  disastrous  to  the  eye;  and  to  guarding,  as 
far  as  possible,  with  the  judicious  use  of  a suitable 
mydriatic  against  a complicating  iritis  which  might 
arise. 

Of  the  local  anesthetics,  useful  as  a measure  to- 
ward comfort,  none  are  more  satisfactory  than  nu- 
percaine  in  from  a one-half  to  a one  per  cent 


aqueous  solution.  It  not  only  produces  a sufficiently 
deep  anesthesia,  but  its  prolonged  effect  makes  its 
use  necessary  comparatively  infrequently  in  provid- 
ing relief.  And  I might  digress  at  this  time  to 
state  that  in  any  case  in  which  you  have  a break 
in  the  corneal  surface  it  will  give  your  patient  satis- 
factory, prolonged  relief  from  the  discomfort,  and 
will  be  gratifying  to  you  in  being  able  to  secure  it 
for  him.  And,  according  to  Wm.  C.  Minnich,  the 
nupercaine  base  in  a one  per  cent  ointment  can  be 
used  safely  for  the  same  purpose.  It  has  no  cyclo- 
plegic  action,  produces  no  harmful  effect  on  the 
corneal  epithelium,  and  I have  seen  no  toxicity, 
either  locally  or  systemically,  from  its  use  in  many 
cases  in  the  last  two  years.  Other  local  anesthetics 
that  have  no  cycloplegic  action  and  exert  no  dele- 
terious influence  on  the  corneal  epithelium,  such  as 
holocain,  butyn,  pantocain  and  others  can  be  used 
but  they  will  not  afford  your  patient  the  same  de- 
gree of  relief  that  the  solution  of  nupercaine  will. 

Not  only  because  of  the  photophobia,  but  also 
to  prevent  exposure  to  the  wind  and  to  the  <lust, 
the  wearing  of  a suitable  eye-shade,  such  as  Op- 
penheim’s  or  a dressing,  is  necessary.  For  protec- 
tion against  infection,  the  daily  instillation  of  a one 
or  two  per  cent  solution  of  mercurochrome,  or  the 
use  of  White’s  ointment,  or  both,  because  the  oint- 
ment not  only  possesses  germicidal  properties  but 
is  also  soothing  and  is  an  aid  to  comfort.  Heat  in 
the  form  of  wet  fomentations  and  by  pasteurization 
promotes  healing  and  is  soothing.  Because  of  the 
complicating  iritis  which  may  appear,  atropine,  if 
no  contra-indication  exists,  should  be  employed. 

The  following  two  cases,  both  of  w’hich  are  phy- 
sicians, illustrate  its  possible  damaging  effects  by 
external  ocular  contact. 

Case  One. — E.  J.  M,  Jr., — On  January  9,  1925, 
while  injecting  a solution  of  emetine  hydrochloride 
into  a patient’s  arm,  the  barrel  of  the  syringe  be- 
came detached  from  the  needle  and  the  stream  of 
the  solution  went  against  the  patient’s  arm  and  spat- 
tered into  the  doctor’s  right  eye  At  first  he  gave 
it  very  little  thought,  but  some  time  later  when  it 
became  uncomfortable  he  came  to  consult  about  it. 
At  that  time  there  was  considerable  com.bined  cir- 
cumcorneal and  conjunctival  injection,  photophobia, 
excessive  lachrymation,  and  the  coagulated  epithe- 
lium was  wrinkled,  but  there  was  no  break  in  the 
corneal  surface.  The  next  morning  when  he  re- 
turned to  the  office  the  circular  central  portion  of 
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the  corneal  epithelium  was  missing,  having  peeled 
off,  exposing  Bowman’s  membrane  in  an  area  about 
five  mm.  in  diameter;  also,  there  was  pronounced 
edema  of  the  upper  lid  and  some  of  the  lower  one. 
The  combined  ciliary  and  conjunctival  congestion 
was  intense  and  there  was  extreme  photophobia  and 
excessive  lachr\Tnation,  which  indicated  a very  un- 
comfortable eye.  Atropine,  White’s  ointment,  holo- 
cain,  and  pasteurization  were  used  daily  until  the 
twenty-fifth.  During  this  period  he  wore  an  eye- 
shade.  On  the  twenty-ninth  when  he  was  dis- 
charged, the  eye  had  fully  recovered,  the  epithelium 
had  fully  regenerated,  the  cornea  was  clear  and  the 
eye  was  comfortable. 

Case  Two. — W.  S.  C.,  thirtj'-five  years  of  age, 
male,  from  North  Carolina.  While  giving  a patient, 
a victim  of  amoebic  dysenter}-,  a hj'podermic  in- 
jection of  emetine  hydrochloride  the  syringe  barrel 
became  detached  from  the  needle  and  the  stream  of 
emetine  solution  went  against  the  patient’s  arm  and 
spattered  into  the  doctor’s  left  eye.  This  occurred 
on  August  19,  1935.  He  immediately  flushed  his 
eye  out  with  clean  water.  Later  that  day  his  eye 
became  so  uncomfortable  that  he  consulted  an  oph- 
thalmologist in  Raleigh,  who  told  him  that  he  had 
an  iritis,  for  which  he  treated  him,  but  his  eye 
remained  so  uncomfortable  that  he  was  unable  to 
get  any  rest.  So  he  came  to  Richmond  to  consult 
about  his  condition.  I saw  him  on  Thursday,  Au- 
gust 22nd.  He  had  not  been  able  to  secure  any 
relief  since  the  day  of  the  accident  because  of  the 
constant  sensation  of  grit  in  the  eye  and  the  rather 
sharp  pain  at  times.  His  eye  was  intensely  red 
from  the  combined  conjunctival  and  circumcomeal 
congestion;  there  w'as  edema  of  both  lids,  that  in 
the  uppei  one  being  more  pronounced;  there  was 
marked  photophobia,  excessive  lachr)Tnation,  and 
exfoliation  of  the  corneal  epithelium,  with  the  area, 
about  five  mm.  in  diameter,  being  at  the  center. 
He  had  a pressure  bandage  on  when  he  came  in,  but 
it  had  not  afforded  him  any  relief.  His  pupil  was 
well  dilated,  due  to  the  mydriatic  effect  of  the 
atropine  which  he  had  been  using.  I was  able  to 
give  him  immediate  relief  from  the  discomfort  by 


the  instillation  of  a drop  of  one  half  of  one  per 
cent  nupercaine  solution.  On  the  morning  of  the 
twenty-third  he  informed  me  that  he  had  spent  his 
first  comfortable  night  since  the  accident.  Nuper- 
caine, ^^'hite’s  ointment,  pasteurization,  mercuro- 
chrome,  atropine  and  the  w^earing  of  a suitable  eye- 
shade  were  ordered  for  him,  and  used  daily  until 
the  twentv-ninth,  at  which  time  the  improvement 
was  so  marked  that  he  was  allowed  to  return  to  his 
home  in  North  Carolina.  The  epithelium  had  prac- 
tically completely  regenerated,  the  congestion  was 
much  less  intense  and  the  need  for  the  nupercaine 
was  no  longer  so  urgent.  He  continued  the  use  of 
the  atropine.  White’s  ointment,  and  the  nupercaine 
when  necessary,  while  at  home.  I saw  him  again 
on  September  2nd,  at  which  time  the  eye  was  com- 
fortable and  about  fully  recovered,  only  a very  faint 
degree  of  injection  remaining  and  the  epithelium 
completely  regenerated. 

These  two  cases  should  sen^e  as  a reminder  to 
those  of  us  who  employ  this  drug  in  our  work  to 
exercise  e.xtreme  care  in  its  handling,  as  it  can 
produce  ocular  lesions  of  a more  severe  nature  than 
have  been  reported  in  the  past.  It  is  needless  to 
say  that,  aside  from  the  marked  discomfort  and  the 
interference  with  one’s  work,  there  are  possible  seri- 
ous complications  that  may  result  in  loss  of  the 
eye  or  in  a badly  damaged  eye  with  a considerable 
diminution  in  visual  acuity. 
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CEREBROSPINAL  FLUID  IN  TREATED  SYPHILIS— 532  CASES— 
DISCUSSION  OF  POST-SPINAL  HEADACHES. 


George  W.  Creswell,  A.  B.,  M.  D., 

Department  of  Dermatology  and  Syphilology,  School  of  Medicine,  George  Washington  University, 

Washington,  D.  C. 


In  spite  of  the  fact  that  syphilologists  are  agreed 
that  all  cases  of  syphilis,  early  and  late,  should  have 
an  examination  of  the  spinal  fluid,  this  practice  is 
neglected.  No  new  or  original  material  is  offered, 
but  discussion  of  this  important  test  is  submitted 
for  emphasis.  Stokes  aptly  says,  “the  examination 
of  the  spinal  fluid  has  risen  in  the  last  ten  years  to 
a position  rivalling  that  of  the  blood  serological  tests 
in  the  practice  of  clinical  syphilology.” 

Changes  occur  in  the  spinal  fluid  many  months 
and  often  years  before  subjective  symptoms  and  ob- 
jective signs  appear  that  can  be  detected  by  neuro- 
logical examination.  Failure  to  insist  on  this  test 
in  syphilis  can  be  considered  as  absolute  neglect. 

Over  one-half  of  the  532  cases  here  reported  are 
from  the  City  Health  Department  Syphilis  Clinic 
and  the  remaining  ones  from  the  hospital  clinic. 
All  spinal  fluid  examinations  were  made  at  the 
George  Washington  University  Hospital.  Coopera- 
tion with  the  hospital  was  not  only  a service  for  the 
patient  but  also  served  as  additional  teaching  ma- 
terial at  the  University. 

Of  these  532  cases  examined,  150  were  cisternal 
punctures  and  those  remaining  were  lumbar  punc- 
tures, none  of  which  were  hospitalized  for  lack  of 
facilities.  Verbal  and  written  instructions  were  given 
every  patient  for  post-operative  care.  To  each  pa- 
tient was  explained  the  importance  of  the  examina- 
tion and  serious  consequences  that  might  arise  if 
the  test  was  not  done.  At  first  there  was  some  diffi- 
culty in  gaining  the  full  cooperation,  but  after  a 
few  were  done  and  the  satisfied  patients  came  back 
spreading  the  news,  the  task  was  easier,  many  pa- 
tients requesting  the  examination  before  we  thought 
it  time.  No  doubt  the  paucity  of  post-operative 
symptoms  noted  was  due  to  the  cooperation  of  the 
patient,  which  in  turn  is  attributed  to  the  fact  that 
we  approach  the  patients  in  a friendly  manner  and 
attempt  to  manifest  interest  in  their  individual 
problems.  Speaking  their  language,  with  a little 
persuasion  and  explanation,  goes  further  than  dic- 
tation, and  once  this  important  confidence  is  gained 
the  rest  is  easy. 


Each  patient  was  thoroughly  studied  before  the 
operation  and  all  precautions  observed. 

Some  of  these  cases  were  used  for  demonstration 
purposes  to  the  students;  most  of  them,  however, 
were  performed  by  interns  and  students,  starting 
them  on  the  easier  cases,  such  as  men  with  thin 
backed  anatomy.  To  secure  the  interest  of  students, 
give  them  some  practical  work  to  perform  themselves, 
and,  while  some  mistakes  are  made,  when  under 
direct  supervision,  they  are  few  and  inconsequential. 

Space  will  not  be  taken  here  to  describe  the 
technic  of  lumbar  puncture  in  detail,  as  this  can  be 
found  in  any  text  on  the  subject.  The  whole  secret 
of  easy  lumbar  puncture  lies  in  the  proper  position 
of  the  patient  and  knowing  the  points  of  orientation. 
For  beginners  we  use  the  sitting  position  which  ob- 
viates many  pitfalls  that  occur  in  the  operation. 
This  position  tends  to  post-operative  headaches 
more  frequently  than  the  supine  posture,  but  as  soon 
as  the  small  amount  of  fluid  is  withdrawn,  the  pa- 
tient is  placed  on  a cot  with  the  hips  elevated,  face 
down,  for  an  hour  or  so  of  rest.  A hypnotic  is 
given  to  the  patient  by  mouth  one-half  hour  before 
the  puncture  which  not  only  quiets  the  patient,  but 
also  seems  to  act  as  a preventive  for  post-operative 
headaches. 

Of  these  532  cases  examined,  75  per  cent  were 
colored  and  25  per  cent  white;  60  per  cent  males, 
40  per  cent  females,  ranging  in  age  from  seventeen 
years  to  sixty  years,  average  being  twenty-six  years, 
all  with  six  months  or  more  of  antisyphilitic  treat- 
ment. Seventy-two  were  spinal  fluid  positive,  Was- 
sermann  and  Kahn  reactions,  or  13.5  per  cent.  This 
percentage  is  lower  than  reported  by  other  workers. 
This  may  be  explained  by  the  fact  that  a large  pro- 
portion of  our  cases  were  of  the  colored  race  whose 
syphilitic  complication  tends  more  toward  the  cardio- 
vascular type.  We  analyzed  the  colloidal  gold  re- 
action, made  cell  counts  and  tested  for  globulin,  but, 
since  the  colloidal  gold  reaction  is  so  unreliable,  re- 
sults were  not  worthy  of  recording. 

Contraindications  to  Spinal  Puncture; — While 
each  patient  should  be  thoroughly  studied  before 
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spinal  puncture  is  performed,  there  are  relatively 
few  contraindications  for  this  operation.  The  main 
contraindications  are  brain  tumor  of  the  subtentorial 
t>"pe  and  acute  infections,  such  as  erysipelas  or  cel- 
lulitis of  the  back.  When  there  is  a deformity  of  the 
spine  in  the  lumbar  region,  it  is  advised  to  resort 
to  the  cisternal  route,  because  there  is  danger  of 
breaking  a needle.  Stokes  says  that  “a  spinal  punc- 
ture should  never  be  done  in  the  presence  of  an 
untreated  acute  sj’philis  because  at  that  time  the 
blood  stream  is  filled  with  spirochetes  and  there  is 
considerable  possibility  of  artificially  creating  a 
neural  syphilis.” 

Causes  and  Treatment  of  Post-Spinal  Puncture 
Headaches: — -Some  syphilologists  use  a nineteen 
gauge  needle  and  others  use  a twenty-three  gauge; 
we  prefer  a twenty-gauge  standard  stainless  steel 
needle,  with  a medium  bevel  point.  The  large  needle 
may  cause  too  large  a hole  in  the  dura  and  induce 
drainage  of  fluid  after  the  operation  is  concluded. 
The  twenty-three-gauge  needle  is  so  small  that  the 
fluid  must  be  aspirated  with  a syringe;  also,  there 
is  danger  of  it  breaking. 

The  rate  of  formation  of  cerebrospinal  fluid, 
spoken  of  as  “secretion  pressure,”  is  subject  to 
physiological  variation.  The  pressure  is  increased 
in  hyperemic  and  inflammatory  conditions  of  the 
brain,  and  decreased  by  those  conditions  that  cause 
a lessening  of  the  blood  supply  of  the  choroid  plexus. 
It  is  said  that  a spinal  puncture  done  several  hours 
after  fluid  has  been  withdrawn  reveals  a pressure 
higher  than  the  pressure  previously  recorded.  This 
is  explained  by  an  increased  “secretory  rate.”  This 
may  be  one  of  the  causes  of  headache  following  the 
puncture  in  some  cases. 

Others  report  the  headache  following  the  punc- 
ture is  due  to  leakage  of  the  spinal  fluid  from  the 
subarachnoid  space  through  the  hole  in  the  dura 
mater  made  by  the  needle.  In  some  cases  the  hole 
remains  open  for  an  unusually  long  time,  and  it  may 
be  that  a tuft  of  arachnoid  has  herniated  through 
it  and  acts  as  a wick  and  causes  a continued  drain- 
age. 

The  delay  in  symptoms  following  the  lumbar 
puncture  with  an  increase  of  cells  in  the  fluid,  have 
led  some  observers  to  advance  an  aseptic  meningitis 
at  the  puncture  point  as  the  cause  of  the  headache. 

Treatment  of  Post-Spinal  Headache: — The  head- 
ache is  worse  when  the  head  and  shoulders  are  raised, 


but  completely  disappears  when  the  head  and  shoul- 
ders are  lowered.  The  primary  treatment  for  this 
condition  is  preventive:  first,  by  expert  operation, 
careful  technic  and  small  needle,  and,  secondly,  by 
rest  after  the  wthdrawal  of  the  fluid. 

To  reduce  the  incidence  of  headaches  following 
lumbar  puncture,  Sheppe  advocates  a twenty-two- 
gauge  needle  with  a sharp  tapered  point  and  that  it 
be  withdrawn!  slowly,  allowing  the  entrance  of  air 
into  the  subdural  space. 

Some  have  reported  relief  from  this  condition  by 
use  of  pituitary  injections,  but  our  experience  with 
this  drug  is  not  favorable. 

Zappala  advocates  intradural  injection  of  1 per 
cent  solution  of  dextrose  in  severe  and  obstinate 
cases  until  the  headache  disappears.  According  to 
the  author,  the  volume  of  the  solution  injected  makes 
the  hypotension  disappear  at  once  and  therefore  the 
cephalalgia,  while  the  slightly  irritating  action  of 
the  dextrose  on  the  choroid  plexus  removes  its  tem- 
porary inhibition  to  secretion  of  the  fluid.  Zappala 
concludes  that  the  reflex  inhibition  of  the  choroid 
plexus  is  the  true  cause  of  hypotension,  which  in 
turn  is  the  cause  of  the  headache. 

Conclusions: — Examination  of  the  spinal  fluid 
should  be  done  on  all  cases  of  syphilis  as  very 
important  data  may  be  obtained  from  this  test. 

Routine  examination  of  532  cases  of  treated 
syphilis,  75  per  cent  of  which  were  colored,  showed 
13.5  per  cent  positive  for  asymtomatic  neuro-syphilis. 

Of  these  532  cases  performed,  150  were  by  the 
cisternal  route,  and,  while  this  operation  obviates 
the  post-operative  headache,  we  feel  the  procedure 
is  too  delicate  for  routine  use  and  for  the  present 
we  recommend  the  spinal  route. 

Theories  are  cited  explaining  the  cause  of  post- 
lumbar  puncture  headache,  but  the  real  truth  for 
this  complaint  remains  to  be  discovered. 

AMiile  post-spinal  headache  is  a bothersome  prob- 
lem for  the  syphilologist,  the  data  obtained  from  the 
patient  w'ith  syphilis  far  outweighs  the  headache  in 
the  few  cases  noted. 
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A Radiological  Consideration  or  Some  Lesions 
or  THE  Esophagus. 

Karl  Kornblum,  M.  D.,  Philadelphia,  Penn. 

In  this  discussion  the  instructor  reviewed  the 
commoner  lesions  of  the  esophagus  with  which  a 
radiological  study  is  a distinct  aid.  He  mentioned 
the  precision  to  diagnosis  which  is  possible  with 
the  advent  of  the  X-ray  and  the  esophagoscope,  thus 
having  access  to  direct  and  indirect  inspection. 

He  mentioned  dysphagia  or  difficulty  in  swal- 
lowing as  the  outstanding  and  sometimes  the  only 
manifestation  of  esophageal  pathology.  This  sym- 
tom  alone  is  sufficient  indication  for  an  X-ray  ex- 
amination of  the  neck,  chest,  and  swallowing  func- 
tion or  esophagus.  The  fluoroscopic  observation 
is  by  far  the  most  important  part  of  the  roentgen 
examination  of  the  esophagus.  Unfortunately, 
esophagoscopy  is  not  available  in  all  communities. 
In  cases  in  which  the  X-ray  reveals  any  evidence 
of  disease  in  the  esophagus  an  intensive  study 
should  be  made  by  a competent  esophagoscopist. 
With  persistence  of  symptoms  with  negative  X-ray 
findings,  an  esophagoscopic  examination  should  be 
insisted  upon. 

Carcinoma: — In  males  beyond  the  age  of  forty, 
complaining  of  difficulty  in  swallowing,  carcinoma 
should  be  foremost  in  mind.  Malignancy  occurs 
less  frequently  in  women.  Dysphagia  means  ob- 
struction, and,  when  this  occurs  in  carcinoma  of 
the  esophagus,  the  case  is  practically  hopeless  in 
the  majority  of  the  instances.  Carcinoma  occurs 
in  any  portion  of  the  esophagus;  it  is  usually  seen 


roentgenologically  as  a localized  obstruction  with 
an  irregular  filling  defect  encroaching  upon  the 
lumen  of  the  esophagus.  The  obstruction  is  sel- 
dom complete  and  this  fact  along  with  the  rapid 
progress  of  the  growth,  prevents  any  marked  degree 
of  dilatation  of  the  esophagus  proximal  to  the 
lesion,  which  occurs  in  many  benign  conditions. 
The  X-ray  diagnosis  of  carcinoma  of  the  esophagus 
should  always  be  followed  by  a biopsy,  since  the 
prognosis  is  entirely  dependent  upon  whether  or 
not  the  lesion  is  actually  malignant.  Most  benign 
lesions  are  amenable  to  therapy;  malignancy,  on 
the  other  hand,  is  seldom  cured  by  our  present 
methods  of  treatment. 

Benign  Strictures: — Cicatricial  contraction  or  be- 
nign stricture  of  the  esophagus  is  most  commonly 
due  to  swallowing  caustic  fluids,  particularly  lye. 
This  lesion  usually  occurs  in  children  and  young 
individuals,  in  contra-distinction  to  carcinoma. 
Obstruction  may  at  times  be  complete.  There  is, 
as  a rule,  considerable  dilatation  of  the  proximal 
esophagus.  The  smooth  contour  of  the  lumen  at 
the  site  of  obstruction  also  serves  to  distinguish 
this  lesion  from  malignancy.  Careful  dilatation  at 
frequent  intervals,  under  direct  vision  through  the 
esophagoscope,  serves  to  cure  this  condition. 

Diverticulum: — This  is  a fairly  common  lesion 
of  the  esophagus.  Many  diverticula  give  rise  to 
no  symptoms  and  are  found  incidentally  in  routine 
X-ray  examinations  of  the  gastro-intestinal  tract. 
Many  are  small  and  of  no  clinical  significance. 
The  larger  diverticula  are  usually  congenital  in 
origin  and  occur  most  frequently  in  the  cervical 
portion  of  the  esophagus.  Thus,  they  are  readily 
accessible  to  surgery.  In  addition  to  some  dyspha- 
gia there  is  likely  regurgitation  of  food;  it  is  some- 
times possible  a patient  may  facilitate  regurgita- 
tion by  upward  massaging  his  neck.  The  roentgen 
examination  reveals  a characteristic  out-pouching 
or  sac-like  protrusion  from  the  lumen  of  the  esopha- 
gus. The  size  varies,  sometimes  sufficiently  large 
to  press  upon  and  actually  obstruct  the  esophagus. 
The  surgical  excision  of  diverticula  in  the  neck 
is  greatly  facilitated  by  the  use  of  the  esophago- 
scope. 

Varices: — Esophageal  varices  are  not  very  com- 
mon, but  are  important  since  they  roentgenologically 
simulate  malignancy.  The  patient  having  dilated, 
elongated  and  tortuous  esophageal  veins,  resem- 
bling those  seen  in  hemorrhoids,  a result  of  back 
pressure,  as  is  the  case  in  cirrhosis  of  the  liver. 
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produces  a lesion  which  is  referred  to  often  as 
“esophageal  piles.”  The  involvement  occurs  first 
at  the  cardiac  end,  but  may  involve  nearly  the 
entire  esophagus.  Rupture  of  these  veins,  which 
, occasionally  occurs,  produces  a massive  hemorrhage. 
X-ray  studies  reveal  a marked  persistent  irregu- 
larity of  the  lower  portion  of  the  esophagus  with 
ver\'  little  obstruction.  The  diagnosis  can  rarely 
be  differentiated  except  by  a consideration  of  the 
clinical  history',  which  should  differentiate  the 
varix  from  carcinoma.  The  diagnosis  can  be  made 
by  the  esophagoscope.  No  biopsy  should  be  at- 
tempted, lest  a serious  hemorrhage  be  induced. 

Cardiospasm: — This  fascinating  lesion  has  been 
variously  termed  phrenospasm,  preventiculosis,  and 
achalasia,  indicating  little  understanding  of  its 
real  etiology.  It  is  most  frequent  in  w'omen,  usually 
shows  a history  of  years  of  difficulty  in  swal- 
lowing, and,  as  a rule,  the  patients  are  well  nour- 
ished. Roentgenographic  study  reveals  a charac- 
teristic funnel-shaped  obstruction  at  the  lower  end 
of  the  esophagus  with  considerable  dilatation  of 
the  entire  thoracic  portion.  The  esophagus  may 
be  larger  than  the  large  intestine,  and  is  usually 
quite  tortuous.  The  size  of  the  dilatation  as  well 
as  the  smooth  contour  serv^es  to  differentiate  from 
carcinoma.  The  esophagoscope  serves  to  confirm 
the  diagnosis.  Malignancy  and  cardiospasm  are 
rarely  associated. 

Foreign  Bodies:- — -The  more  common  foreign 
bodies  found  in  the  esophagus  are  coins,  safety 
pins,  bones,  and  jack  stones.  These  objects  lodge 
in  the  esophagus  of  the  child  more  frequently  than 
in  the  adult.  A prompt  study  should  be  made  by 
the  X-ray,  and  prompt  removal  done  by  means  of 
the  esophagoscope,  if  serious  complications  are  to 
be  prevented.  Considerable  skill  is  required  in 
the  removal  of  foreign  bodies  from  the  esophagus, 
particularly  such  pointed  objects  as  pins  and  jack 
stones.  The  complications  arising  as  the  result  of 
lodgment  of  foreign  bodies  are  cervical  abscess, 
subcutaneous  emphysema,  mediastinitis,  perforation 
of  the  aorta  and  empyema. 

Dr.  Kornblum  in  his  hour’s  lecture  brought  home 
to  us  the  following  conclusions: 

1 .  Every  case  of  dysphagia,  or  difficulty  in 
swallowing,  should  be  promptly  investigated,  and 
clinical  history,  symptoms,  roentgenographic  study 
made,  together  with  inspection  with  the  aid  of  the 
esophagoscope. 


2.  It  is  highly  important  to  discover  the  non- 
malignant  cases  as  early  as  possible  in  order  that 
peace  of  mind  may  inure  to  the  usually  apprehen- 
sive subject,  with  “unstrung  nerves.” 

3.  If  the  diagnosis  proves  to  be  malignant,  an 
early  knowledge  of  this  fact  enables  us  to  do  much 
to  prolong  life  and  add  comfort  to  the  unfortunate 
victim. 

Observations  on  the  Treatment  of  Acute 
Head  Injuries. 

C.  C.  Coleman,  IM.  D.,  Richmond,  Va. 

The  treatment  of  acute  head  injuries  is  of  in- 
terest to  nearly  every  department  of  clinical  medi- 
cine. The  frequency  of  these  injuries  and  their 
occurrence  in  places  where  the  advice  of  a special- 
ist is  not  always  easily  procurable  make  it  im- 
portant that  head  injuries,  should  receive  increas- 
ing attention  both  in  the  medical  schools  and  at 
meetings  of  medical  societies. 

In  the  management  of  a large  series  of  acute 
head  injuries  w'e  have  had  an  opportunity  to  uti- 
lize various  methods  of  treatment  that  have  ap- 
peared from  time  to  time.  In  our  experience  some 
of  these  treatments,  such  as  dehydration  and  rou- 
tine spinal  puncture  w’hich  have  been  enthusiasti- 
cally endorsed  in  certain  clinics,  have  proven  not 
only  useless  in  the  majority  of  cases  but  may  be 
actually  harmful. 

Head  injuries  may  be  divided  into  two  large 
groups — those  in  which  increased  intracranial  pres- 
sure results  from  injury,  and  those  in  which  the 
intracranial  pressure  does  not  seem  to  be  elevated, 
or,  if  so,  the  increase  may  be  slight.  Serious  in- 
juries may  be  found  in  either  group.  Some  of  the 
most  severe  injuries  may  be  among  those  in  which 
there  is  no  increase  in  intracranial  pressure  and 
fatality  may  result  in  patients  whose  intracranial 
pressure  is  below  the  average  normal. 

While  there  is  much  difference  of  opinion  as 
to  the  treatment  of  acute  head  injury,  there  is  no 
difference  of  opinion  as  to  the  importance  of  pre- 
venting infection  by  adequate  treatment  of  con- 
tused lacerations  of  the  scalp  and  compound  frac- 
tures of  the  skull  with  contaminated  injury  of  the 
brain.  We  believe  that  the  treatment  of  scalp  lac- 
erations and  compound  depressed  fractures  of  the 
skull  with  laceration  of  the  dura  is  frequently  in- 
adequate. Excision  of  the  edges  of  a contused 
scalp  laceration  and  operation  upon  the  compound 
depressed  fracture,  as  early  as  the  patient’s  general 
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condition  will  permit,  are  important  factors  in  bet- 
ter results.  The  mere  elevation  of  depressed  frag- 
ments of  bone  in  compound  fractures  when  the 
dura  is  tom  and  the  underlying  brain  macerated, 
is  not  sufficient  in  these  cases.  Not  only  should 
thorough  disinfection  of  the  scalp  and  removal  of 
the  bone  fragments  be  done,  but  devitalized  brain 
tissue  should  be  carefully  removed  and  all  bleed- 
ing points  stopped.  The  dura  should  be  tightly 
closed  in  these  cases  and,  if  drainage  is  used,  the 
material  employed  should  extend  only  down  to  the 
dura.  Drainage  of  any  kind  is  generally  unneces- 
sary and  gauze  drainage  should  never  be  used. 
Operation  for  depressed  fracture,  whether  simple 
or  compound,  can  generally  be  done  under  local 
anesthesia. 

We  have  come  to  regard  shock  as  not  being  an 
important  accompaniment  of  head  injury  unless 
there  has  been  a considerable  loss  of  blood  or  severe 
injuries  to  other  portions  of  the  body,  such  as  the 
chest  or  extremities.  In  view  of  the  fact,  however, 
that  the  majority  of  head  injuries  in  the  present  day 
are  produced  by  automobile  accidents,  injury  con- 
fined to  the  head  alone  is  relatively  infrequent. 
Shock  is  often  present  due  to  associated  injury  and, 
during  the  period  of  shock,  treatment  must  be  di- 
rected to  this  condition.  The  presence  and  pro- 
gress of  shock  can  best  be  determined  by  frequent 
estimations  of  the  blood  pressure. 

One  of  the  most  important  fields  in  the  treat- 
ment of  head  injury  lies  in  the  prevention  of  in- 
fection in  cases  of  contused  scalp  lacerations  or 
compound  depres.sed  fractures  of  the  skull.  The 
prevention  of  infection  by  the  proper  treatment  of 
scalp  lacerations,  while  not  so  spectacular  as  the 
removal  of  a large  clot,  nevertheless  offers  a wider 
field  for  useful  surgery.  The  proper  treatment  of 
scalp  lacerations  is  worthy  of  emphasis  in  every 
discussion  of  head  injuries.  These  lacerations  are 
usually  contused  and  contaminated  and,  if  proper 
disinfection  and  debridement  are  not  practiced, 
infection  may  result  with  consequences  even  more 
severe  than  those  caused  by  the  associated  intra- 
cranial injury. 

Any  patient  who  has  received  a head  injury 
sufficient  to  render  him  even  momentarily  uncon- 
scious may  develop  an  intracranial  clot.  It  is 
important,  therefore,  that  in  every  case  a careful 
neurological  examination  be  made  to  determine,  if 
possible,  whether  there  is  an  intracranial  clot. 


Extradural  clots  probably  never  occur  unless  there 
is  a fracture  of  the  skull  over  some  of  the  branches 
of  the  middle  meningeal  artery.  X-ray  examina- 
tion of  the  skull  in  suspected  cases  assists  in  the 
diagnosis  of  an  extradural  clot.  The  early  re- 
moval of  an  extradural  clot  before  coma  sets  in 
gives  a high  rate  of  recovery,  whereas,  if  the  condi- 
tion is  not  recognized  until  after  coma  has  devel- 
oped, the  mortality  is  extremely  high.  There  is 
no  condition  in  which  the  outlook  for  recovery 
should  be  better  than  in  extradural  hemorrhage  if 
the  condition  is  promptly  recognized.  Subdural 
hemorrhage  is  a fairly  frequent  result  of  head  in- 
jury. In  many  of  these  cases  it  is  impossible  to 
determine  whether  the  patient’s  symptoms  are  due 
to  e.xtensive  trauma  or  whether  there  is  compression 
from  a subdural  clot.  To  definitely  establish  or 
rule  out  the  presence  of  a subdural  clot,  a burr 
opening  under  local  anesthesia  may  be  made  in  the 
superior  temporal  line,  just  above  the  zygoma. 
These  clots  are  sometimes  bilateral  and  it  may  be 
necessary  to  make  burr  openings  on  both  sides. 

In  the  study  of  head  injury  we  give  special 
place  to  the  clinical  observation  of  the  patient. 
The  state  of  consciousness,  temperature,  pulse,  res-, 
piration,  condition  of  the  pupils  and  focal  paral- 
yses should  be  carefully  interpreted.  Lumbar 
puncture  is  often  necessary  to  determine  whether 
the  patient  has  increased  intracranial  pressure.  The 
persistence  of  unconsciousness  is  not  necessarily  a 
symptom  of  increased  pressure,  nor  should  it  be 
considered  an  indication  for  operation  unless  sup- 
ported by  other  findings.  Many  patients  with  mid- 
brain or  brain  stem  injurj'  may  be  profoundly  un- 
conscious and  yet  the  intracranial  pressure  may  be 
lower  than  the  average  normal.  In  such  cases  a 
lumbar  puncture  will  often  enable  one  to  decide 
whether  the  pressure  is  elevated  and,  if  so,  whether 
the  increase  is  progressive.  We  do  not  think  that 
lumbar  puncture  is  without  danger  in  all  cases,  no 
matter  how  carefully  it  is  done.  In  extradural 
hemorrhage  or  in  rapidly  increasing  pressure  due 
to  an  intracranial  clot  of  any  description,  we  would 
consider  lumbar  puncture  dangerous.  We  have 
used  lumbar  puncture  after  careful  neurological 
study  when  there  appears  to  be  a definite  indication. 
Usually  the  chief  reason  for  spinal  puncture  arises 
from  the  importance  of  determining  whether  or 
not  the  patient  has  elevated  intracranial  pressure. 
In  the  treatment  of  acute  head  injuries  we  think 
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it  has  little  value  and,  as  frequently  used,  it  does 
more  harm  than  good.  In  a few  cases  in  which 
life  is  not  at  stake  but  in  which  the  patient  con- 
tinues to  have  meningeal  headache,  and  when  the 
spinal  fluid  is  bloody,  spinal  punctures  are  some- 
times beneficial. 

In  a large  percentage  of  head  injuries  there  is 
no  depressed  fracture,  either  simple  or  compound, 
and  no  intracranial  clot.  The  patient  may  or  may 
not  have  a fracture  of  the  skull.  He  may  have 
bloody  spinal  fluid  and  evidence  of  serious  intra- 
cranial injur)'.  A few  of  these  cases  may  require 
subtemporal  decompression  as  the  most  effective 
method  of  treatment  when  the  life  of  the  patient 
is  threatened  by  high  intracranial  pressure.  Prob- 
ably not  more  than  5 per  cent  of  head  injuries 
would  fall  in  the  class  requiring  subtemporal  de- 
compression. 

The  general  nursing  care  of  the  patient  is  of 
greatest  importance  in  the  treatment  of  head  in- 
juries, whether  or  not  operation  is  required.  Among 
the  features  of  nursing  care  to  be  emphasized  are — 
the  administration  of  an  adequate  amount  of  fluids, 
nasal  tube  feeding  being  employed  if  the  patient 
is  unconscious;  proper  posture  of  the  patient  in 
bed,  with  the  head  lowered  should  pulmonary  com- 
plications develop,  and  judicious  selection  of  seda- 
tives. 

Patients  with  severe  head  injury  should  be  kept 
under  observation  for  a considerable  period  after 
discharge  from  the  hospital.  The  time  of  their 
return  to  work  should  be  determined  largely  by  the 
patient’s  condition  and  the  presence  or  absence  of 
residual  impairment.  The  maximum  recovery  pos- 
sible in  the  individual  case  will  be  promoted  by 
(1)  adequate  primary’  treatment  and  (2)  careful 
management  of  the  patient  for  a variable  time, 
usually  months,  after  discharge  from  the  hospital. 

Adolescent  Bleeding 
Robert  A.  Ross,  M.  D.,  Durham,  N.  C. 

When  Doctor  Ross  used  the  term  adolescent 
bleeding,  he  immediately  ruled  out  the  organic 
cases,  with  infection  and  tumors  constituting  the 
largest  group.  He  also  ruled  out  definite  blood 
dyscrasias.  The  term,  bleeding,  is  used  instead  of 
menstruation,  because  bleeding  in  such  instances  is 
not  true  menstrual  blood.  The  old  diagnosis  for 
this  condition  was  hypertrophic  endometritis,  but 
the  correct  description  in  most  instances  is  hyper- 
plasia of  endometrium,  though  occasionally  we  find 


atrophy  and  other  dysplasias  of  the  endometrium. 
This  condition  is  present  notoriously  at  the  two 
extremes  of  the  menstrual  life — at  the  adolescent 
period  and  the  time  of  menopause.  The  basis  for 
this  condition,  that  is  most  generally  accepted  now, 
is  a failure  between  the  balance  of  theelin  and 
progestin.  This  failure  is  translated  in  terms  of 
altered  histology  of  the  endometrium.  The  normal 
menstrual  cycle  and  histological  picture  of  the  en- 
dometrium throughout  the  normal  twenty-eight  day 
period  is  familiar  to  all.  When  we  find  a let  down 
in  the  theelin  level,  or  a continuation  in  high  con- 
centration, or  when  we  find  a progestin  failing  to 
be  formed  or  in  abnormal  concentration,  we  will 
find  the  endometrial  picture  showing  the  effect  of 
the  abnormality.  Our  problem  in  the  treatment 
is  to  re-establish  the  normal  hormonic  balance. 
Anything  that  will  give  relief  for  a period  of  sev- 
eral weeks  or  months  is  apt  to  regulate  the  cycle. 
There  are  many  levels  toward  which  treatment  can 
be  directed.  To  the  hypophysis  which  in  turn  will 
affect  the  ovary.  X-rays  are  usually  employed  for 
this.  The  thjToid  often  is  at  fault,  and  one  feels 
gratified  and  encouraged  when  altered  thyroid  func- 
tion is  manifest.  Proper  treatment  will  suggest  itself. 
The  pancreas  has  been  indicted,  but  here  the  effect 
is  probably  secondary,  because  we  do  not  know 
that  the  ovarj'  is  verj'  susceptible  to  nutritional 
changes.  Insulin  has  been  given  for  this  condi- 
tion with  indifferent  results.  The  uterus  itself 
is  treated  in  practically  ever}’  instance,  because  a 
study  of  endometrium  is  necessary  for  the  diagnosis. 
A thorough  curettage  will  give  relief  as  often  as 
any  other  agency.  Sometimes  X-ray  and  radium  are 
necessar}-.  One  should  remember,  however,  the  ex- 
treme radio-sensitiveness  of  the  young  ovary.  Very 
bad  results  are  obtained  from  over  dosage.  Rarely 
in  the  young  individual  the  uterus  must  be  re- 
moved. If  pregnancy  was  possible,  w'e  would  have 
an  ideal  solution  for  the  restoration  of  normal 
endometrium.  Treatment  to  the  blood  itself  is  being 
investigated.  Lately  we  have  been  using  moccasin 
venom  for  its  hemostatic  effect.  The  ideal  treat- 
ment, though  it  is  probably  substitutional,  is  to 
give  theelin  to  a certain  point,  then  sw'itch  to  pro- 
gestin, thus  carrj'ing  the  endometrium  along  its 
normal  cycle,  preventing  an  arrest  at  the  interval 
stage,  and  allowing  the  production  of  the  secretory 
of  progestational  phase  with  its  subsequent  tissue 
loss  and  re-establi.‘;hment  of  the  low  post-menstrual 
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picture  and  progressive  growth  from  this  point. 
With  the  new  products  at  hand,  we  can  now  do 
this  far  better  than  formerly.  Surgery  is  rarely 
indicated. 


We  are  most  grateful  to  the  Virginia  Medical 
Monthly  for  publishing  our  “outline”  of  the  fore- 
going clinical  lectures. 

While  the  cruise  was  not  a business  meeting,  yet 
those  in  attendance  unanimously  and  spontaneously 
by  arising  thanked  Thos.  Cook  and  Son,  and  the 
officers  and  attendants  on  the  Reliance  for  the  whole 
“set-up,”  which  was  ideal.  Furthermore,  request 
was  made  that  like  facilities  may  be  available  for 
cruises  in  the  future. 

Clarence  Porter  Jones, 

Secretary. 

Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 

A compilation  of  the  report  of  communicable  dis- 
eases received  at  the  office  of  the  State  Department 
of  Health  for  the  month  of  September  shows  the 
following  cases  compared  with  the  same  month  in 


Typhoid  and  Paratyphoid 90  93 

Diphtheria  105  122 

Scarlet  Fever 57  99 

Measles  23  25 

Meningitis 12  11 

Poliomyelitis  15  67 

Rocky  Mountain  Spotted  Fever 1 5 

Typhus  Fever  0 1 

Undulant  Fever  6 0 

Tularaemia  1 3 

Smallpox  0 0 


Health  Educational  Activities 
The  Department  has  recently  secured  a director 
of  health  education  and  publicity.  His  office  will 
function  as  a central  disseminating  agency  for  health 
education  through  the  regular  publicity  channels. 
An  attempt  will  be  made  to  interpret  in  lay  terms 
the  scientific  facts  on  disease  prevention  and  health 
conservation. 

As  a part  of  the  work,  a monthly  News  Edition 
of  the  Virginia  Health  Bulletin  will  be  issued.  In 
the  past,  bulletins  have  been  published  for  the  most 
part  containing  information  on  particular  health 
subjects.  The  more  useful  of  these  pamphlets  are 


permanently  stocked  to  meet  the  public’s  demand. 
Additional  materials  in  this  form  will  be  developed, 
as  indicated.  However,  for  some  time  the  need  of 
a medium  to  publish  current  departmental  activities, 
as  well  as  other  timely  health  information,  has  been 
apparent.  The  first  issue  of  the  News  Edition  of 
this  bulletin  will  appear  in  the  early  part  of  Novem- 
ber. 

Shellfish  Investigations 

It  was  reported  recently  by  the  Department’s  bu- 
reau of  sanitary  engineering  that  250  establish- 
ments in  the  shellfish  industry  have  been  certified 
by  the  Department  since  September.  It  is  expected 
that  by  December  1st  the  Department  will  have 
issued  certificates  to  350  dealers.  This  work  is 
conducted  in  close  cooperation  with  the  State  Com- 
mission of  Fisheries. 

In  addition,  the  Department  inspects  shucking 
plants  twice  monthly.  However,  it  is  emphasized 
that  this  activity  is  more  to  cooperate  with  the  de- 
velopment of  precautions  to  safeguard  the  purity  of 
seafood  products  than  as  a police  measure. 

Because  of  the  splendid  cooperation  on  the  part 
of  the  shellfish  industry,  the  number  of  plants  in 
which  modern  sanitary  equipment  has  been  installed 
is  increasing. 

Service  and  the  Bureau  of  Laboratories 

During  the  first  nine  months  of  1936,  the  De- 
partment’s bureau  of  laboratories  has  examined 
90,780  specimens. 

The  following  statement  concerning  the  bureau 
was  recently  made:  “The  laboratories  is  for  serv- 
ice; first,  to  the  physicians  of  the  State;  and  then, 
through  them,  to  the  public.  The  physician  who 
sends  in  the  right  kind  of  specimens  will  get  the 
right  results.  To  facilitate  this,  the  laboratory  fur- 
nishes containers  free  of  charge  for  submitting  speci- 
mens.” 

As  is  known,  a postcard  addressed  to  the  labora- 
tory, requesting  containers,  will  result  in  an  ample 
supply  being  forwarded  by  return  mail. 

Birth  Certificates 

According  to  a recent  report,  it  is  estimated  there 
are  approximately  but  twenty  physicians  in  the  State 
engaged  in  the  practice  of  obstetrics  who  are  mark- 
edly negligent  in  reporting  births  to  the  local  regis- 
trars. 


510 


Virginia  Medical  Monthly 


[November, 


The  Bureau  of  Vital  Statistics  has  constantly  em- 
phasized the  necessity  for  complying  with  the  regu- 
lations. This  educational  activity  and  the  fine  co- 
operation of  the  medical  profession  undoubtedly  has 
had  much  to  do  with  this  satisfactorj^  report. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Si.mms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman.  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 

Report  of  the  Staunton  Meeting. 

The  Fourteenth  Annual  Meeting  of  the  Woman’s 
.\uxiliary  to  the  Medical  Society  of  Virginia  was 
held  in  Staunton,  October  13th  through  15th.  The 
Board  convened  at  9:00  A.  M.  on  Wednesday, 
October  14th,  in  the  First  Presbyterian  Church. 
Immediately  following  this,  at  10:15,  Mrs.  Fletcher 
J.  W'right  of  Petersburg,  President  of  the  Auxil- 
iary', called  the  general  session  to  order.  At  this 
meeting  the  reports  of  all  Standing  Committee 
Chairmen  and  County  Presidents  were  read,  and 
gave  an  interesting  resume  of  their  activities  dur- 
ing the  past  year.  The  report  of  IMrs.  Wright, 
Delegate  to  the  A.  IM.  A.  Convention  in  Kansas 
City,  and  the  report  of  IMrs.  Southgate  Leigh 
of  Norfolk,  Delegate  to  the  S.  ISI.  A.  Conven- 
tion in  St.  Louis,  gave  a delightful  account  of 
the  two  annual  meetings,  and  furnished  the  local 
organization  with  many  interesting  and  “timely 
tips.”  The  report  of  the  President  gave  evidence 
of  her  untiring  efforts  and  splendid  accomplish- 
ments in  the  auxiliary  field  during  her  term  of  of- 
fice. In  her  report,  Mrs.  \\Tight  brought  before  the 
house  the  following  recommendation  for  their  seri- 
ous consideration:  “That  a bed  be  maintained  by 
the  Auxiliary  in  a State  Tuberculosis  Sanatorium 
(probably  Blue  Ridge)  for  use  by  ill  physicians,  or 
any  dependent  members  of  their  immediate  fami- 


lies.” This  recommendation  met  with  the  unan- 
imous approval  of  the  body  assembled,  was  presented 
in  the  form  of  a motion,  and  carried. 

Mrs.  Southgate  Leigh,  Chairman  of  the  Nomi- 
nating Committee,  brought  in  the  following  slate  of 
officers  for  the  coming  year,  which  slate  was  ac- 
cepted as  a whole:  President,  Mrs.  Franklin  D. 
Wilson,  Norfolk;  President-Elect,  Mrs.  James  B. 
Stone,  Richmond;  Vice-Presidents,  Mrs.  Hawes 
Campbell,  Venter;  Mrs.  Harold  W.  Potter,  New- 
port New's;  Mrs.  Meade  Edmunds,  Petersburg;  and 
Mrs.  Robert  Woodhouse,  Virginia  Beach;  Corre- 
sponding Secretary,  Mrs.  C.  C.  Smith,  Norfolk; 
Recording  Secretary’,  Mrs.  E.  O.  Plunkett,  Lynch- 
burg; Treasurer,  Mrs.  Reuben  E.  Simms,  Richmond; 
Parliamentarian,  Mrs.  M.  N.  King,  Norfolk;  and 
Historian,  Mrs.  Southgate  Leigh,  Norfolk. 

At  1 :30  P.  M.  the  Annual  Auxiliary  Luncheon 
was  held  at  the  Stonewall  Jackson  Hotel  in  honor 
of  Mrs.  Robert  Eitzgerald  of  Wauwatosa,  Wis., 
President  of  the  Auxiliary  to  the  A.  M.  A.,  yvho  was 
the  principal  speaker,  bringing  greetings  from  the 
National  Auxiliary,  and  an  impressive  and  encour- 
aging message  to  her  “Virginia  Sisters.”  Dr.  P.  St. 
L.  Moncure  of  Norfolk,  out-going  President  of  the 
Medical  Society  of  Virginia,  and  Dr.  J.  Morrison 
Hutcheson  of  Richmond,  in-coming  President  of  the 
Society,  as  well  as  Dr.  Eletcher  J.  Wright,  member 
of  the  Advisory  Council,  y\’ere  the  other  luncheon 
speakers.  Following  their  addresses,  Mrs.  South- 
gate  Leigh,  acting  in  the  capacity  of  Parliamentarian 
due  to  the  absence  of  Mrs.  King,  conducted  the  in- 
stallation ceremonies,  inducting  the  neyv  officers  into 
office.  The  Post-Convention  Board  Meeting  was 
held  at  9:00  o’clock  Wednesday  evening,  with  Mrs. 
Wilson  presiding. 

The  social  entertainments  by  the  w’ives  of  Staun- 
ton physicians,  of  which  Mrs.  Franklin  M.  Hanger 
was  in  charge,  proved  to  be  a source  of  enjoyment 
to  all  visitors.  A tea  at  the  King’s  Daughters  Hos- 
pital, a drive  around  Staunton,  a visit  to  the  birth- 
place of  Woodroyv  Wilson,  and  a reception  and 
dance  made  up  the  social  program  for  Wednesday. 
A trip  over  the  scenic  Skyline  Drive  yvas  scheduled 
for  Thursday,  October  15th.  This  reporter  did  not 
take  the  drive,  having  made  it  previously,  but  is 
confident  that  a rare  treat  was  in  store  for  all  who 
went. 

The  Convention  was  voted  a great  success  by  all 
who  attended.  Fifty-tyvo  members  registered,  and  a 
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large  number  of  interested  friends  were  present. 
Staunton,  in  its  picturesque  setting  in  the  Valley 
of  the  Blue  Ridge  Mountains  of  Virginia,  will  long 
be  remembered  by  members  of  the  Auxiliary  as  a 
most  delightful  Convention  City. 

j.  w.  s. 

Radio  Programs. 

The  1936-37  series  of  Radio  Broadcasts  by  the 
A.  M.  A.  were  resumed  on  October  13th,  and  will 
continue  weekly  until  further  notice.  Tune  in  each 
Tuesday  afternoon  at  five  o’clock,  E.  S.  T.,  on  the 
N.  B.  C.  Network  for  these  dramatized  broadcasts 
w’hich  were  begun  last  year,  and  which  have  proven 
to  be  an  outstanding  advance  in  the  technique  of 
health  education. 

A Tribute  to  Mrs.  Hodges.* 

It  is  fitting  that  we  pause  in  homage  to  the 
memory  of  one  whom  all  of  us  loved — whose  interest 
in  this  organization  was  continuous — Mary  Gray 
Hodges  (Mrs.  J.  Allison  Hodges). 

She  was  so  identified  with  the  social,  civic  and 
religious  life  of  this  community  and  state,  having 
occupied  so  many  positions  of  honor  and  trust,  that 
many  did  not  know  until  her  death  that  she  was  a 
native  of  Greensboro,  North  Carolina,  where  all 
that  is  mortal  of  her  now  lies. 

She  was  a member  of  the  old  and  distinguished 
Morehead  family  of  that  State  whose  descendants 
have  contributed  and  still  contribute  in  many  ways 
so  much  to  the  progress  of  North  Carolina  and  to 
many  other  states.  Altruism,  much  of  which  she 
was  unconscious  of,  was  in  her  blood.  Her  services 
and  those  of  Dr.  Hodges  to  Virginia  began  in  their 
youth,  and  continued  steadily  and  without  inter- 
ruption. 

She  was  an  inspiration  to  all  of  us  who  came  in 
contact  w’ith  her:  her  zeal  was  untiring;  her  in- 
terest never-failing;  and  her  graciousness  we  shall 
always  remember. 

At  the  time  of  her  death  she  was  serving  the 
State  organization  as  Historian  and  Chairman  of 
Archives.  She,  it  was,  w'ho,  realizing  more  than  any 
of  us  the  importance  of  keeping  permanent  records, 
secured  the  cabinet  with  fire-proof  files  which  stands 
in  the  office  of  the  State  Society.  She  had  written 
an  interesting  history  of  the  organization,  and  it  is 
filed  there  together  with  all  other  records  of  impor- 
tance that  she  collected. 

•Presented  to  the  Woman’s  Auxiliary  of  the  Richmond 
Academy  of  Medicine,  at  its  October  meeting. 


She  was  the  moving  spirit  in  the  establishment  of 
the  State  organization,  was  president  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Virginia  in 
1931-32,  and  she  served  the  Woman’s  Auxiliary  to 
the  Richmond  Academy  of  IMedicine  as  its  presi- 
dent. 

And  so,  as  w’e  think  of  her  and  remember  her 
winsome  personality,  her  kindness  expressed  in  so 
many  unexpected  ways,  her  mirth,  her  gentleness, 
and  the  gracious  and  graceful  way  in  which  she 
moved  among  us,  we  know  that  our  community  is 
finer  because  she  lived  in  it,  and  that  we  are  richer 
because  we  had  her  friendship. 

To  Dr.  Hodges  we  extend  our  sympathy,  and  our 
gratitude  also,  because  of  what  he,  too,  has  given 
to  us  in  interest  and  wise  counsel. 

(Mrs.  J.-vmes  K.)  L.wra  Ervin  Hall. 

October  9,  1936. 


Truth  About  Medicine 

Propaganda  for  Reform 

Serum  Treatment  of  Acute  Poliomyelitis. — In  more  than 
one  locality  this  summer  the  perennial  question  of  the 
efficacy  of  convalescent  serum  in  acute  poliomyelitis  will 
again  be  raised.  A diagnosis  of  poliomyelitis  can  be 
established  in  a large  percentage  of  cases  days  prior  to 
the  onset  of  paralysis,  particularly  during  an  epidemic. 
It  is  assumed  that  early  diagnosis  offers  optimal  condi- 
tions for  effective  treatment  with  convalescent  serum. 
While  it  is  contended  by  some  that  there  is  a smaller 
incidence  of  paralysis  in  the  group  of  cases  diagnosed 
in  the  preparalytic  stage  than  in  those  seen  after  paraly- 
sis has  set  in,  independent  of  serum  administration,  such 
a conclusion  is  not  certain,  as  cases  seen  after  paralysis 
frequently  give  a history  of  a prolonged  preparalytic 
phase.  However  that  may  be,  the  practical  results  that 
have  been  obtained  in  three  recent  reports  are  alone 
enough  evidence  to  warrant  continued  use  of  serum. 
Large  doses  of  convalescent  serum  (100  c.c.  or  more) 
given  intravenously  and  small  doses  (from  10  to  IS  c.c.) 
intraspinally  at  the  time  of  the  spinal  puncture  are  recom- 
mended. The  intravenous  dosage  should  be  repeated  in 
from  twelve  to  twenty-four  hours  if  the  temperature  is 
still  elevated  or  symptoms  are  not  subsiding.  If  future 
epidemic  results  can  duplicate  those  of  Jensen  (Proc. 
Roy.  Soc.  Med.  2^:1007,  June,  1935),  Clowie  (Ann.  Int. 
Med.  <?:521,  November,  1934),  and  Levinson  (Illinois 
M.  J.,  to  be  published),  the  treatment  of  acute  polio- 
myelitis will  be  satisfactory  and  harmless  to  the  patient. 
There  is  no  other  treatment  that  is  even  of  debatable 
value.  The  early  and  continued  use  of  orthopedic  meas- 
ures will  improve  results  in  the  acute  paralytic  disease 
and  in  cases  in  which  only  paresis  appears.  {J.  A.  M.  A. 
August  8,  1936,  p.  432.) 
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Injection  Treatment  of  Hernia. — In  March,  1936,  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  addressed  a questionnaire  to  a se- 
lected list  of  hospitals,  with  a view  to  obtaining  data 
on  the  injection  treatment  of  hernia.  Replies,  which  were 
received  from  most  of  the  institutions  addressed,  indi- 
cated that  the  method  is  not  used  in  the  majority  of  the 
hospitals  consulted  and  that  it  is  considered  safe  and 
effective  by  those  using  it,  although  many  qualified  their 
opinions  as  to  safety  and  effectiveness  by  specifying  care- 
ful selection  of  cases.  Several  unfavorable  complications 
were  recorded.  The  solutions  used  by  various  observers 
included  sodium  morrhuate;  a mixture  of  phenol,  alcohol 
and  oil  of  thuja;  and  several  mixtures  containing  tannic 
acid  or  tannic  acid  derivatives.  In  some  of  the  institu- 
tions, preparations  of  proprietary  character,  such  as  the 
Pina-Mestre  solution,  Galtanol  and  Proliferol,  were  used. 
Subsequent  to  the  issuance  of  the  questionnaire  by  the 
Council,  a letter  was  addressed  to  The  Journal  of  the 
American  Medical  Association  by  some  fifty  physicians 
in  good  standing  who  have  been  using  the  injection 
method,  citing  their  opposition  to  some  of  the  criticisms 
contained  in  the  questionnaire.  It  is  their  opinion  that 
the  method  will  develop  greater  usefulness  as  it  is  more 
definitely  understood,  as  the  solutions  used  are  more 
capably  investigated  and  standardized,  and  as  the  limi- 
tations and  uses  of  the  method  are  more  completely 
worked  out.  With  this  point  of  view  the  Council  on 
Pharmacy  and  Chemistry  is  inclined  to  agree.  Neverthe- 
less, the  following  considerations  should  be  borne  in 
mind  not  only  by  those  expert  in  the  injection  method  but 
also  by  the  medical  profession  in  general:  The  attempted 
cure  of  hernia  by  the  application  of  the  method  of  ad- 
hesive inflammation  is  not  new.  The  method  has,  how- 
ever, failed  to  establish  itself  as  a routine  method  for 
the  treatment  of  hernia  and  is  still  in  an  early  experi- 
mental stage.  In  view  of  these  facts,  surgeons  who  prac- 
tice this  method  should  realize  the  dangers  from  an 
ethical,  a legal  and  a financial  point  of  view.  Those 
who  continue  to  experiment  with  the  injection  method 
for  the  treatment  of  hernia  with  a view  to  standardizing 
this  method  will  do  well  to  use  only  such  mixtures  as 
may  be  prepared  under  their  own  direction  in  the  labora- 
tory of  the  hospital  with  which  they  may  be  associated, 
or  mixtures  prepared  by  competent  pharmacists  accord- 
ing to  prescriptions  prepared  by  the  physician  himself. 
(7.  A.  M.  A.,  September  26,  1936,  p.  1052.) 


Book  Announcements 


New  Books  Available  to  Doctors. 

Recent  acquisitions  at  the  Library  of  the  Med- 
ical College  of  Virginia  available  to  our  readers 
include : 

A classification  for  medical  libraries. 

Donaldson,  M.,  and  others — Early  diagnosis  of  malignant 
disease. 


Frahm,  F.  W. — Principles  and  technics  of  full  denture 
construction. 

Glover,  E. — The  dangers  of  being  human. 

Goodhugh,  T. — Prosthetic  dentistry. 

Greenwood,  M.,  and  others — Experimental  epidemiology. 
Guggenheim,  L.  K. — Otosclerosis. 

Hill  and  Howitt — Insulin. 

Knight,  B.  C. — Bacterial  nutrition. 

Kyrle — Hautkrankheiten. 

Medical  Research  Council.  Report  No.  73.  The  acquisi- 
tion of  skill. 

Medical  Research  Council.  Report  No.  74.  The  prog- 
nostic value  of  some  psychological  tests. 

Medical  Research  Council.  Spec.  Rep.  No.  208.  The 
course  of  the  oesophagus  in  health  and  in  disease  of 
the  heart  and  great  vessels. 

Osborn,  H. — Golden  rules  of  dental  mechanics. 

Penney,  W.  G. — The  quantum  theory  of  valency. 

Short,  Ham  and  Pratt — Synopsis  of  physiology. 

Waters,  W.  A. — Physical  aspects  of  organic  chemistry. 
Weese,  H. — Monographien  zur  pharmakologie  und  ex- 
perimentellen  therapie. 

American  Yearbook  (1935). 

Berens,  C. — The  Eye  and  Its  Diseases. 

Brande,  D. — Wake  Up  and  Live. 

Cabot,  R.  C. — The  Art  of  Ministering  to  the  Sick. 
Campbell,  C.  M. — Destiny  and  Disease  in  Mental  Dis- 
orders. 

Cannon,  W.  B. — Digestion  and  Health. 

Chapman,  R.  N. — Animal  Ecology. 

Crile,  G.  W. — The  Phenomena  of  Life. 

Davenport,  C.  B. — How  We  Came  By  Our  Bodies. 
Dodge,  R. — Human  Variability. 

Dutton  and  Lake — Parenteral  Therapy. 

Elliott  and  Loucks — Solving  Personal  Problems. 

Falk,  1.  S. — Security  Against  Sickness. 

Forbes,  J. — On  Percussion  of  the  Chest. 

Fox,  G.  H. — Reminiscences. 

Goldberg,  J.  A.  and  R.  W. — Girls  on  City  Streets. 
Haden,  R.  L. — Dental  Infections  and  Systemic  Diseases. 
Haldane,  J.  S. — Organism  and  Environment. 
Hale-White,  W. — Great  Doctors  of  the  19th  Century. 
Halsey,  R.  H. — How  the  President,  Thomas  Jefferson, 
and  Dr.  Benjamin  Waterhouse  Established  Vaccina- 
tion as  a Public  Health  Procedure. 

Harrow,  B. — The  Chemistry  of  the  Hormones. 

Hassin,  G.  B. — Histopathology  of  the  Central  Nervous 
System. 

Headley,  L.  A. — How  to  Study  in  College. 

Heiser,  V. — An  American  Doctors  Odyssey. 

Herrmann,  L.  G. — Passive  Vascular  Exercise  and  the 
Conservative  Management  of  Obliterative  Arterial 
Diseases  of  the  Extremities. 

Holmes,  S.  J. — The  Biology  of  the  Frog. 

Jennings,  H.  S. — The  Biological  Basis  of  Human  Nature. 
Joslin  et  als. — The  Treatment  of  Diabetes  Mellitus. 
5th  ed. 
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Kappers-Huber-Crosby — The  Comparative  Anatomy  of 
the  Nervous  System  of  Vertebrates  Including  Man. 
Library  Handbook  for  Schools  of  Nursing. 

Locy,  W.  A. — Biology  and  Its  Makers. 

Lull,  R.  S. — Organic  Evolution. 

McCulloch,  E.  C. — Disinfection  and  Sterilization. 
MacEachern,  M. — Hospital  Organization  and  Manage- 
ment. 

McKie,  D. — Antoine  Lavoisier;  the  Father  of  Modern 
Chemistry. 

Major,  R.  H. — Disease  and  Destiny. 

Mathews,  A.  P. — Principles  of  Biochemistry. 

Morgan,  J.  J.  B. — Keeping  a Sound  Mind. 

Moynihan,  L. — Truants. 

Muller,  H.  J. — Out  of  the  Night. 

Mustard,  H. — An  Introduction  to  Public  Health. 

N.  Y.  Academy  of  Medicine — Respiratory  Diseases. 
Parker  and  Haswell — Textbook  of  Zoology. 

Pearse,  A.  S. — Animal  Ecology. 

Peattie,  D.  C. — Green  Laurels. 

Piaget,  J. — The  Child’s  Conception  of  Physical  Causality. 
Power,  D’Arcy — British  Masters  of  Medicine. 

Pugh,  M.  A. — Squint  Training. 

Radley  and  Grant — Fluorescent  Analysis  in  Ultra-Violet 
Light. 

Rehfuss,  M.  E. — The  Medical  Treatment  of  Gall-Bladder 
Disease. 

Richmond,  W. — The  Adolescent  Boy. 

Richmond,  W. — The  Adolescent  Girl. 

Rinehart,  M.  R. — The  Doctor. 

Fundamentals  of  Human  Physiology.  By  The  Late 
J.  J.  R.  MacLeod,  M.  D.,  D.  Sc.,  F.  R.  S.,  Late 
Regius  Professor  of  Physiology  in  the  University 
of  Aberdeen,  Scotland;  Formerly  Professor  of 
Physiology,  Western  Reserve  University,  Cleveland, 
Ohio;  etc.  And  R.  J.  SEYMOUR,  M.  S.,  M.  D.,  Pro- 
fessor of  Physiology,  Ohio  State  University,  Colum- 
bus, Ohio.  Fourth  Edition.  St.  Louis.  The  C.  V. 
Mosby  Company.  193G.  Octavo  of  424  pages.  Illus- 
trated. Cloth.  Price,  $2.50. 

This  is  an  elementary  textbook  of  physiology  well 
adapted  for  college  students  who  have  had  no  pre- 
vious scientific  courses.  There  are,  however,  a few 
too  many  omissions  and  errors  to  be  readily  ex- 
cused— some  of  which  are  also  characteristic  of 
MacLeod’s  text  for  medical  students.  The  book 
should  have  been  more  thoroughly  revised  by  the 
present  author.  For  instance,  he  states  that  it  was 
formerly  believed  that  carotene  was  vitamin  A, 
since  the  two  were  so  frequently  associated,  “but 
this  is  apparently  not  the  case.”  It  would  have  been 
simpler  and  more  satisfying  to  have  stated  what  the 
relationship  is.  We  learn  that  gout  is  due  to  failure 
of  the  kidneys  to  excrete  uric  acid,  and  that  heart 
burn  or  indigestion  is  a common  result  of  chewing 
tobacco,  since  the  chewer  “depletes  the  material 
stored  within  the  gastric  glands.”  No  mention  is 


made  of  the  cupulae  in  the  ampullae  of  the  internal 
ear,  but  the  impression  is  left  that  the  hair  cells  are 
free  in  the  endolymph,  and  the  word  otoliths  and 
their  functions  are  absent.  The  proprietary  term 
"adrenalin"  is  often  used  instead  of  adrenin  or 
epinephrine,  and  the  gonadotrophic  hormone  of  the 
anterior  pituitary  is  omitted  completely. 

An  appendix  concerning  public  and  personal 
health  is  an  attractive  feature,  which  includes  a brief 
mention  of  the  more  common  infectious  diseases  with 
their  etiology  and  means  of  prevention.  Unfortu- 
nately, the  author  constantly  refers  to  germs  rather 
than  bacteria : which  term  to  the  reviewer  smacks  too 
much  of  laymen’s  discussions. 

R.  J.  Main,  Ph.  D. 

The  Science  and  Art  of  Nursing.  By  ELLA  L. 
ROTHWEILER,  R.  N.,  Instructor  of  Nurses,  Amer- 
ican Hospital,  Chicago;  Formerly  Instructor  of 
Nurses,  Deaconess  Hospital,  Freeport,  111.  With 
Sections  on  Physical  Therapy  by  JOHN  S.  COUL- 
TER, M.  D.,  F.  A.  C.  S.,  Associate  Professor  and 
Head  of  the  Physical  Therapy  Department,  North- 
western University  Medical  School.  And  a Section 
on  Bandaging  and  a Unit  on  First  Aid  Treatment 
by  FELIX  JANSEY,  M.  D.,  Instructor  in  Surgery, 
Northwestern  University  Medical  School;  Formerly 
Assistant  Director  of  First  Aid  for  the  American 
Red  Cross;  etc.  Philadelphia.  F.  A.  Davis  Com- 
pany. 193<5.  Octavo  of  xxi-1196  pages.  With  over 
130  Illustrations.  Cloth.  Price,  $3.00  net. 

The  text  is  an  elaborate  volume  of  1196  pages. 
It  is  an  attempt  to  present  a new  type  of  organiza- 
tion for  a nursing  textbook.  One  of  the  foremost 
objectives  of  the  author  is  to  present  a “real  text- 
book and  not  a miniature  cyclopedia.”  The  other 
objectives  stated  imply  that  the  text  correlates  the 
philosophy  of  education  and  the  psychology  of  the 
learning  process  as  well  as  the  principles  and  prac- 
tice of  nursing;  that  it  identify  all  of  life’s  situa- 
tions in  which  the  nurse  may  serve  rather  than  base 
her  training  upon  hospital  conditions  alone;  that  it 
emphasize  the  place  of  the  nurse  as  a teacher  of 
hygiene  and  preventive  medicine;  that  it  incorporate 
the  human  interest  material  which  will  aid  in  main- 
taining the  interest  of  the  student;  and  that  it  serve 
primarily  for  the  student  and  secondarily  for  the 
teacher. 

The  content  is  divided  into  eleven  units.  Preced- 
ing each  unit  there  is  a table  of  contents  and  a 
brief  note  to  the  instructor  for  the  purpose  of  as- 
sisting her  in  teaching.  Preceding  each  chapter  in 
the  unit  there  is  an  outline  of  the  subject  material 
to  be  presented;  a list  of  Latin  and  Greek  forms 
with  important  prefixes  and  suffixes;  and  a vocab- 
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ulary  to  be  spelled,  pronounced  and  defined. 
Throughout  the  content  special  words  are  marked 
by  asterisks  indicating  that  the  nurse  should  con- 
sult the  dictionary  for  definition.  Following  each 
chapter  there  is  a supplement  to  aid  in  the  correla- 
tion of  the  sciences  applicable  to  the  foregoing  sub- 
ject matter;  a list  of  projects  and  questions;  sug- 
gested references  for  further  study;  and  an  outline 
for  the  student’s  preparation  of  the  lesson. 

A perusal  of  the  book  impresses  one  that  the 
author’s  first  objective  has  been  defeated.  Every 
portion  of  the  space  in  the  book  has  been  utilized 
for  the  purpose  of  supplying  bits  of  information 
that  have  no  relative  value  to  the  other  material. 

The  subject  matter  in  general  is  so  inclusive  and 
detailed  that  it  is  ambiguous.  One  wishes  that  the 
author  had  emphasized  outstanding  principles  with 
fewer  words. 

Ruth  N.  Henley,  R.  N. 

Parenteral  Therapy.  A Ready  Reference  Manual  of 
Extra-Oral  Medication  for  Physicians,  Dentists, 
Pharmacists,  Chemists,  Biologists,  Nurses,  Medical 
Students  and  Veterinarians.  By  WALTON  FOR- 
EST DUTTON,  M.  D.,  Formerly  Medical  Director, 
Polyclinic  and  Medico-Chirurgical  Hospitals  Grad- 
uate School  of  Medicine,  University  of  Pennsyl- 
vania; Visiting  Physicians  to  the  Northwest  Texas 
Hospital;  Colonel,  Medical  Officers’  Reserve  Corps, 
U.  S.  A.;  etc.  And  GEORGE  BURT  LAKE,  M.  D., 
Formerly  Special  Lecturer  in  Hygiene,  Purdue  Uni- 
versity; Editor,  Clinical  Medical  and  Surgery;  etc. 
Springfield,  111.,  and  Baltimore,  Md.  Charles  C. 
Thomas.  1936.  Octavo  of  x-386  pages.  Illustrated 
with  ninety  half-tones  and  line  engravings.  Cloth. 
Price,  $7.50,  postpaid. 

This  book  is  divided  into  three  sections.  The 
first  section  is  devoted  to  a discussion  of  the  tech- 
nique of  parenteral  therapy.  In  this  portion  of  the 
book  detailed  descriptions  of  the  technique  of  hypo- 
dermic, intramuscular  and  intravenous  injections 
are  given.  In  addition  to  this,  there  are  also  de- 
scriptions of  the  technique  of  pericardial  puncture, 
artificial  pneumothorax,  spinal  anesthesia,  and  al- 
cohol injections  for  ner\’e  blockage.  This  section 
of  the  book  is  excellent. 

The  second  section  is  a therapeutic  index  in  which 
are  listed  various  diseases  and  s\Tnptoms  after  which 
are  listed  various  drugs  that  are  often  thought  to  be 
of  value  in  treating  these  complaints;  but,  like  most 
books  which  deal  with  therapeutics,  many  statements 
are  made  which  are  not  generally  accepted.  One 
example  is  found  on  page  176  in  which  the  author 
recommends  apomorphine  to  prevent  a seizure  of 
apoplexy. 
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The  third  section  of  the  book  deals  with  the 
pharmacology  of  various  drugs.  Here  various  drugs 
are  listed,  followed  by  definition;  their  action  and 
uses.  Here  again  many  statements  are  made  which 
are  highly  debatable.  For  example,  on  page  307 
the  statement  is  made  that  quinine,  when  given  in 
doses  of  1^  grains  for  each  year  of  the  child’s 
age  at  6:00  A.  M.,  2:00  P.  M.  and  10:00  P.  M., 
is  one  of  the  best  remedies  for  whooping-cough. 

In  view  of  the  fact  that  all  the  subjects  covered 
with  this  book  are  probably  covered  in  more  detail 
in  the  usual  textbooks  used  by  students,  it  is  doubt- 
ful if  much  would  be  gained  by  having  this  book 
in  one’s  library'. 

Harry  Walker,  M.  D. 

Physical  Diagnosis.  By  WARREN  P.  ELMER,  B.  S., 
M.  D.,  Associate  Professor  of  Clinical  Medicine, 
Washington  University  School  of  Medicine;  As- 
sistant Physician  to  Barnes  Hospital,  etc.  And 
W.  D.  ROSE,  M.  D.,  Late  Associate  Professor  of 
Medicine  in  the  University  of  Arkansas.  Seventh 
Edition.  St.  Louis.  The  C.  V.  Mosby  Company. 
1935.  Octavo  of  919  pages.  Illustrated.  Cloth. 
Price,  $8.00. 

Seven  editions  of  any  work  is  ample  proof  of  its 
real  merit.  In  this  last  revision,  however,  the  author 
has  made  a notable  departure  from  the  usual  texts 
on  Physical  Diagnosis  by  giving  a course  on  the 
examination  of  the  normal  body  and  a separate 
treatise  on  abnormal  findings  in  disease. 

Part  I is  devoted  to  subject  matter  which  has 
been  found  useful  in  the  course  on  technique  of 
physical  examination  and  normal  findings.  Ample 
space  is  given  to  clinical  anatomy  and  physiology 
of  the  various  systems.  Thus  it  not  only  lends  it- 
self admirably  as  a textbook  for  students  but  it 
also  acquaints  the  practitioner  with  long  forgotten 
landmarks.  I am  convinced  that  much  of  the  loose 
methods  and  therapy  we  see  today  is  the  result  of 
this  abysmal  ignorance  on  our  part.  Many  figures 
showing  the  topographic  relationship  of  the  differ- 
ent viscera  are  included  in  this  chapter. 

Part  II  deals  with  the  physical  diagnosis  of  dis- 
ease. Much  of  this  space  is  devoted  to  diseases  of 
the  thorax,  all  of  which  is  handled  in  an  admirable 
manner.  The  chapter  on  cardiac  irregularities  is 
particularly  instructive  including  a comprehensive 
outline  of  electrocardiography. 

The  value  of  the  book  would  have  been  greatly 
enhanced  if  abdominal  diagnosis  had  been  treated 
in  an  equally  effective  manner. 

Wm.  H.  Higgins,  M.  D. 
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Editorial 


Our  New  President. 

Dr.  James  Morrison  Hutcheson  of  Richmond 
was  installed  as  president  of  the  Medical  Society 
of  Virginia,  at  its  recent  meeting  in  Staunton.  The 
Society  could  not  now  have  made  a better  selection 
than  Dr.  Hutcheson,  who  is  not  only  a physician 
of  the  highest  t>Te  but  a leader  of  great  intellect 
and  unquestioned  integrity. 

Dr.  Hutcheson  was  born  in  Rockbridge  County, 
Virginia,  on  March  22,  1883,  of  forbears  who  were 
physicians.  His  grandfather  and  great-grandfather, 
and  two  uncles  were  physicians  of  Rockbridge  and 
besides  he  has  doctor  relations  practicing  in  other 
sections.  He  is,  as  his  name  would  imply,  of  Scotch 
descent.  He  w'ent  to  local  schools  in  Rockbridge 
and  then  to  Washington  and  I.ee  University,  where 
he  was  graduated  in  the  Class  of  1902  with  the 
degree  of  A.  B.  It  must  be  a satisfaction  to  him 
and  to  the  University  that  he  is  now  a member  of 
the  Board  of  Trustees  of  Washington  and  Lee. 
In  fact.  Dr.  Hutcheson’s  interest  in  and  services  to 
education  have  been  noteworthy.  After  his  grad- 
uation he  taught  for  three  years  in  boys’  schools  in 
Virginia  and  North  Carolina,  and  while  a student 
at  the  Medical  College  of  Virginia  he  taught  math- 
ematics for  four  years  in  the  Woman’s  College  in 
Richmond.  Soon  after  graduating  from  the  Medi- 
cal College  of  Virginia  he  began  teaching  in  the 
College  as  instructor  and  in  1914  he  was  made 


professor  of  therapeutics  and  for  the  last  ten  years 
he  has  been  professor  of  clinical  medicine.  Beside 
all  this  he  was  for  some  years  a member  of  the 
board  of  education  of  the  City  of  Richmond  (1913-. 
1918). 

His  clinical  medical  record  started  with  his  hav- 
ing been  selected  by  Dr.  George  Ben  Johnston  as 
interne  for  the  Johnston-Willis  Hospital  which  had 
just  opened  that  year,  1909.  In  1910  he  did  post- 
graduate work  at  Johns  Hopkins  Hospitals  and  in 
1911  at  the  Massachusetts  General  Hospital  in 
Boston.  For  several  years  he  was  associated  with 
Dr.  Douglas  VanderHoof  in  the  practice  of  internal 
medicine.  In  1917  Dr.  Hutcheson  volunteered  for 
service  in  the  World  War,  was  made  first  lieuten- 
ant and  reported  to  the  general  hospital  at  Camp 
Jackson,  South  Carolina.  From  there  he  went  over- 
seas as  chief  of  the  medical  service  of  Base  Hospital 
No.  60,  was  promoted  to  the  rank  of  major  and 
later  became  commanding  officer  of  his  organiza- 
tion. He  was  discharged  from  the  army  July  2, 
1919,  and  since  1920  he  has  been  practicing  medi- 
cine in  Richmond  as  an  internist.  He  has  become 
recognized  as  an  authority  on  cardiovascular  disease. 
He  has  always  been  interested  in  bedside  work  and 
while  teaching  in  the  hospital  division  of  the  Medi- 
cal College  of  Virginia  he  has  given  himself  un- 
stintedly to  attending  these  eleemosymary  cases  and 
to  teaching  medical  students  how  to  examine  pa- 
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tients  without  fan  flare,  how  to  diagnose  logically 
and  how  to  practice  without  being  led  away  by 
fads  and  fancies. 

In  medical  organizations  Dr.  Hutcheson  has  been 
a leader.  He  has  been  president  of  the  Alumni 
Association  of  the  Medical  College  of  Virginia 
(1932-33),  attending  physician  and  member  of  the 
Board  of  Directors  of  the  Johnston-Willis  Hos- 
pital, consulting  physician  of  the  Tucker  Sanato- 
rium, member  of  the  committee  for  securing  funds 
and  erecting  the  building  of  the  Richmond  Academy 
of  Medicine,  member  of  its  Board  of  Trustees  and 
its  president  (1931-32),  member  of  the  American 
College  of  Physicians 
since  1919,  and  governor 
for  Virginia  of  this  or- 
ganization, and  vice- 
president  of  the  Tri- 
State  Medical  Associa- 
tion. Dr.  Hutcheson  was 
given  honorary  member- 
ship in  Phi  Beta  Kappa 
by  Gamma  Chapter  of 
Virginia  in  1922. 

His  services  to  the 
Medical  Society  of  Vir- 
ginia deserve  especial 
mention.  He  has  been 
an  active  member  of  this 
Society  since  1910,  a 
regular  attendant  at  its 
meetings,  frequently  serA'- 
ing  in  its  House  of  Dele- 
gates, and  he  has  been  a 
first  vice-president  of  the 
Society.  The  papers  he 
has  contributed  have  been 
of  high  order.  As  the 
new  president  of  the 
Medical  Society  of  Vir- 
ginia he  has  the  admiration  and  respect  of  its  mem- 
bers who  are  glad  to  have  the  leadership  of  the  So- 
ciety in  such  tried  and  safe  hands. 

In  1921  Dr.  Hutcheson  married  Miss  Margaret 
Miller  of  Richmond  and  they  have  three  children. 
Dr.  Hutcheson  has  taken  an  active  part  in  the  cul- 
tural and  social  life  of  Richmond  where  his  advice 
is  sought  on  many  non-professional  as  well  as  pro- 
fessional matters.  His  is  a gracious  personality  and 
he  has  a host  of  friends  and  admirers. 


JAMES!  MORRISON 
President.  Medical 


In  general  it  might  be  said  that  in  medicine  Dr. 
J.  Morrison  Hutcheson  is  a progressive  conserva- 
tive, adopting  new  ideas  and  methods  when  his  rea- 
son tells  him  they  are  sound  and  he  has  attained 
a high  reputation  and  extensive  practice.  Person- 
ally without  piety,  cant  or  braggadocio  he  is  self- 
respecting  though  always  courteous  to  others  but 
never  fawning.  He  is  kind  though  positive,  in- 
tellectually honest,  scholarly,  widely  read  and  log- 
ical. With  it  all  he  is  human,  has  a keen  sense  of 
humor  and  is  a delightful  companion,  a sincere 
friend,  and  a true  gentleman. 

The  Medical  Society  of  Virginia  is  fortunate 
again  in  its  choice  of 
president. 

Beverley  R.  Tucker,  M.  D. 

Football  and  the 
Medical  Profession. 

The  medical  profes- 
sion is  becoming  more 
concerned  wdth  football 
injuries.  And  well  it 
may,  for  as  surely  as  its 
work  increases  in  the 
summer  as  a result  of  the 
swimming  pool,  its  work 
increases  in  the  fall  as  a 
result  of  the  gridiron. 
Books  by  doctors  and  ar- 
ticles in  the  medical 
press  are  appearing  fre- 
quently on  the  subject, 
analyzing  statistics  and 
suggesting  remedies.  It 
is  hoped  that  these 
studies  will  find  their 
way  into  the  hands  of 
those  who  control  college 
and  high  school  athletics, 
and  that  they  will  help  crystallize  into  sane  action 
the  wavering  opinion  of  parents  and  public  in  gen- 
eral. To  the  rules  committees  must  be  entrusted 
the  changes  in  plays  necessary  to  create  a safe  game, 
but  in  the  meantime  to  the  physician  belongs  the 
responsibility  for  the  care  and  treatment  of  the  in- 
jured. 

It  is  apparent  that  medical  science  can  teach  foot- 
ball coaches  how  those  under  their  tutelage  can 
play  the  game  with  a minimum  of  physical  risk. 


HUTCHESON.  M.  D.. 
Society  of  Virginia. 
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The  general  principles  governing  fractures  and  how 
they  are  sustained  are  well  known  and  can  be  ap- 
plied to  the  athletic  field.  Some  progress  has  been 
made  due  to  a study  of  the  incidence  of  various  in- 
juries, and  supporting  and  protecting  apparatus 
is  better  than  it  was  formerly. 

Football  coaches  do  not  seem  to  realize  the  in- 
creased risk  of  continued  play  to  the  slightly  in- 
jured, tired  or  groggy  player.  Coaching  benches 
are  far  from  the  line  of  play.  Coaches  follow  the 
progress  of  the  ball  and  are  absorbed  in  the  major 
strategy  of  the  game.  They  want  to  win.  Their 
own  future  depends  upon  winning.  They  are  ill- 
fitted  to  decide  when  a player’s  physicial  condition 
is  a menace  to  himself.  A disinterested  physician 
should  be  an  official  of  every  game.  He  should  fol- 
low the  ball  from  the  sidelines  on  the  line  of  scrim- 
mage. He  should  be  provided  with  a whistle.  He 
should  order  from  the  game  any  player  on  either 
side  whose  physical  condition  makes  further  play 
dangerous.  He  should  go  immediately  to  the  aid 


of  any  injured  player,  determining  the  seriousness 
of  the  injury  and  deciding  whether  or  not  he  may 
remain  in  the  game.  The  practice  of  jerking  sup- 
posed dislocations  back  into  place  or  of  carelessly 
moving  the  injured  from  the  field  should  stop.  The 
danger  of  compounding  a simple  fracture  by  in- 
expert manipulation  or  injudicious  handling  should 
be  realized  and  the  injured  player  usually  should 
be  borne  from  the  field  on  a stretcher. 

The  locker  room  treatment  admired  by  athletes 
and  boasted  by  well-intending  athletic  directors 
should  be  under  medical  supervision.  If  it  were, 
heat  and  rest  would  take  the  place  of  jerking,  pull- 
ing and  massaging  that  so  frequently  is  the  lot  of 
an  injured  extremity.  Even  when  the  damage  is 
confined  to  the  soft  parts,  it  may  involve  muscle, 
tendon,  blood  vessel  and  nerve  in  a variety  of  com- 
binations, most  of  which  cannot  possibly  be  helped 
by  the  big  hands  and  powerful  liniments  of  the 
strong-armed  force  reigning  and  reverenced  in  the 
locker  rooms  of  high  school  and  college. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Clinician  in  Pediatrics  Appointed. 

In  response  to  the  wide  demand  throughout  the 
State  for  post-graduate  courses  in  Pediatrics,  the  De- 
partment has  happily  obtained  the  services  of  Dr. 
Jay  M.  Arena  as  field  clinician.  Dr.  Arena  at  the 
time  of  his  appointment  was  an  associate  in  pedi- 
atrics on  the  staff  of  the  Duke  University  Medical 
School.  His  extensive  training  at  the  University 
of  Rochester,  Johns  Hopkins,  Vanderbilt,  Univer- 
sity of  Chicago  and  the  University  of  Iowa  indicate 
that  he  is  well  equipped  for  his  new  work.  Those 
with  whom  he  has  worked  have  all  expressed  their 
highest  confidence  in  his  ability  and  training  in 
the  field  of  pediatrics.  He  has  been  a frequent 
contributor  to  the  Journal  of  Pediatrics,  Southern 
Medical  Journal,  Southern  Medicine  and  Surgery, 
and  other  medical  journals. 

Those  who  attend  the  clinics  at  the  University 
of  Virginia  on  November  6 will  have  an  opportunity 
to  meet  and  hear  Dr.  Arena  who  has  been  invited 
to  appear  on  that  program.  He  is  now  available 


to  local  medical  societies  in  the  State  for  post-grad- 
uate courses  in  Pediatrics. 

Obstetrics  and  Gynecology. 

The  Department’s  field  clinician  in  Obstetrics 
and  Gynecology,  Dr.  L.  L.  Shamburger,  appeared 
on  the  program  of  the  Clinch  Valley  Medical  So- 
ciety at  Lebanon  on  September  19.  He  was  sched- 
uled to  discuss  Eclampsia  on  the  program  of  the 
Southwestern  Virginia  Medcial  Society  at  Wythe- 
ville  on  September  26,  but  an  unfortunate  accident 
to  his  materials  prevented  his  appearance. 

Following  the  endorsement  of  the  Department’s 
post-graduate  program  by  the  Clinch  Valley  Medical 
Society,  Dr.  Shamburger,  since  September  28,  has 
been  conducting  a post-graduate  course  in  Obstetrics 
and  Gynecology  in  Lee  and  Wise  Counties.  Dur- 
ing each  of  five  weeks  he  spends  two  days  a week 
at  Pennington  Gap,  Stonega  and  Norton.  At  each 
place  he  holds  a clinic  on  the  first  day  and  devotes 
the  remainder  of  his  time  to  office  visits  and  con- 
sultations with  the  doctors  in  the  vicinity  of  these 
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centers.  The  course  in  Lee  and  Wise  Counties  will 
terminate  on  November  7 at  which  time  other  cir- 
cuits will  be  arranged  in  counties  and  cities  where 
local  medical  societies  make  the  request.  Frequent 
requests  are  coming  from  counties  where  the  clini- 
cian has  conducted  courses  for  him  to  return  for 
consultations  and  conferences.  These  are  often  pos- 
sible between  programs  and  Dr.  Shamburger  will 
be  pleased  to  make  such  visits  whenever  possible. 

Clinics  at  the  University  of  Virginia. 

The  University  of  Virginia  Department  of  Medi- 
cine announces  its  Eighteenth  Series  of  Post-Grad- 
uate Clinics  to  be  held  at  the  University  of  Virginia 
Hospital  on  Friday,  November  6.  The  clinics  will 
be  conducted  by  members  of  the  several  Departments 


of  the  ^ledical  School  and  possibly  other  invited 
doctors.  In  connection  with  each  clinic  opportunity 
will  be  offered  for  questions  and  discussion. 

You  are  cordially  invited  to  attend  this  program. 
Reserve  this  date  on  your  calendar  now.  An  an- 
nouncement of  the  complete  program  will  be  sent 
to  you  shortly  before  the  time  for  the  clinics.  This 
program  is  being  arranged  by  Dr.  L.  T.  Royster, 
Chairman,  Committee  on  Graduate  Clinics. 

Local  societies  wishing  to  avail  themselves  of  the 
services  of  the  clinicians  in  Obstetrics  and  Gynecol- 
ogy and  in  Pediatrics  for  either  post-graduate 
courses  or  local  programs  should  address  the  Acting 
E.xecutive  Secretary,  John  Alex.  Rorer,  Department 
of  Clinical  and  Medical  Education,  Box  1487, 
University,  Virginia. 


Proceedings  of  Societies 


Orange  County  Medical  Society. 

At  the  regular  meeting  of  this  Society  held  on 
October  2nd,  the  following  officers  were  elected; 
President,  Dr.  O.  N.  Shelton;  vice-president,  Dr. 
J.  P.  Hankins;  and  secretary.  Dr.  G.  R.  EJliott.  All 
officers  are  from  Orange. 

The  Northampton  County  Medical  Society 

Held  its  regular  quarterly  meeting  at  the  North- 
ampton-Accomac  Memorial  Hospital,  on  October 
7th,  with  Dr.  J.  M.  Lynch,  Cape  Charles,  presiding. 
Dinner  was  served  by  the  Hospital. 

Dr.  Griffin  W.  Holland,  Eastville,  was  re-elected 
to  represent  the  Society  on  the  Board  of  Trustees  of 
the  Hospital,  for  a term  of  four  years.  He  and  Dr. 
W.  J.  Sturgis,  of  Nassawadox,  have  acted  in  this 
capacity  since  the  founding  of  the  Hospital. 

Dr.  H.  B.  Magill,  Director  of  the  Northampton 
County  Health  Unit,  in  cooperation  with  the  Society, 
is  arranging  for  immunization  of  certain  school  chil- 
dren who  had  failed  to  receive  the  required  treat- 
ment. The  general  practitioners  will  give  the  im- 
munization treatment  after  Dr.  Magill  has  arranged 
the  time  and  place. 

Cases,  X-rays,  and  a discussion  of  “Injuries  to 
the  Elbow”  was  presented  by  Dr.  H.  L.  Denoon,  of 
the  hospital  staff. 

Dr.  W.  C.  Henderson,  Nassawadox,  is  secretary 
of  this  Society. 


Lynchburg  Academy  of  Medicine. 

At  the  meeting  of  the  Academy  held  on  October 
5th,  Dr.  C.  H.  Patterson  of  Lynchburg,  presented 
an  interesting  paper  on  “Pruritus.” 

Drs.  Joseph  William  Houck  and  Frederick  Mc- 
Culloch Morrison,  both  of  L)'nchburg,  were  elected 
to  membership. 

Dr.  J.  H.  Rawlings  and  Dr.  John  Hundley,  Jr., 
are  president  and  secretary,  respectively,  of  the 
Academy. 

Roanoke  Academy  of  Medicine. 

The  first  meeting  of  the  year  of  this  organization 
was  held  on  October  5 th,  at  which  time  the  new  of- 
ficers were  installed. 

The  following  scientific  program  was  presented: 
Dr.  Littleton  Davis,  Non-Surgical  Pyloric  Stenosis; 
Dr.  Linwood  D.  Keyser,  Modern  Applications  of 
Urinary  Antiseptics;  and  Dr.  R.  H.  Garthright,  The 
Centenarians. 

Dr.  Fred  E.  Hamlin  is  the  newly  installed  presi- 
dent and  Dr.  J.  IM.  Bishop,  secretary-treasurer. 

The  Southside  Virginia  Medical  Association 
Held  its  regular  quarterly  session  at  the  Pied- 
mont Sanatorium  in  Burkeville  on  September  8th, 
with  a good  number  present.  Dr.  L.  S.  Early  of 
Petersburg  presided  and  the  meeting  was  opened 
with  a prayer  by  Morgan  B.  Raiford,  who  also  acted 
as  secretary. 
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All  papers  on  the  program  were  read  and  freely 
discussed. 

A committee  composed  of  Dr.  Wright  Clarkson, 
Dr.  W.  M.  Phipps  and  Dr.  J.  M.  Bailey  was  ap- 
pointed to  draw  up  resolutions  relative  to  the  pass- 
ing of  our  honored  member  and  past  president,  Dr. 
S.  E.  Gunn  of  Hopewell. 


Dr.  T.  Addison  Morgan  of  Franklin  was  elected 
an  active  member. 

Following  the  program,  the  members  and  visi- 
tors were  entertained  at  a delightful  dinner  by  the 
management  of  the  hospital.  The  next  meeting  will 
be  on  the  second  Tuesday  in  December  in  Peters- 
burg. 


News  Notes 


Our  Staunton  Meeting — “Gone  But  Not 

Forgotten”. 

The  memories  of  our  sixty-seventh  annual  meet- 
ing in  Staunton,  October  13th-15th,  will  linger  for 
many  days  with  those  who  attended,  for  the  mem- 
bers of  the  Augusta  County  Medical  Association 
proved  themselves  to  be  ideal  hosts.  There  was  an 
attendance  of  well  over  four  hundred  besides  the 
ladies.  In  addition  to  the  addresses  of  welcome, 
and  those  by  Dr.  P.  St.  L.  Moncure,  president,  and 
Dr.  William  D.  Haggard,  invited  guest  of  Nashville, 
Tenn.,  on  the  first  evening,  Mr.  McManaway,  Su- 
perintendent of  the  Virginia  School  for  Deaf  and 
Blind,  presented  a number  of  the  students  with 
teachers  to  show  just  what  has  been  accomplished 
with  some  of  the  children  at  that  institution.  Fol- 
lowing the  regular  program,  there  was  a smoker 
and  a reading  and  music  were  enjoyed  while  re- 
freshments were  served. 

On  Wednesday,  a number  of  interesting  scientific 
papers  were  presented  and  Dr.  Lloyd  W.  Ketron,  in- 
vited guest  from  Baltimore,  gave  his  address  on 
“Tuberculosis  of  the  Skin.”  The  evening  was  given 
over  to  social  affairs  and  a number  of  doctors  met  in 
dinner  groups.  The  dance  later  proved  a good 
means  for  better  acquaintance  and  was  most  enjoy- 
able. 

A symposium  on  the  Endocrine  Diseases  was  a 
part  of  the  last  session  on  Thursday,  at  the  close 
of  which  Dr.  J.  Morrison  Hutcheson  of  Richmond, 
was  installed  as  president  for  the  coming  year. 

The  exhibits  were  attractively  displayed  and 
proved  of  much  interest  to  the  doctors. 

The  business  sessions  were  well  attended.  The 
minutes  of  these  will  be  published  in  the  December 
issue  of  the  Monthly.  The  following  officers 
were  named:  President-Elect,  Dr.  G.  F.  Simpson, 
Purcellville;  vice-presidents.  Dr.  Joseph  T.  Buxton 


of  Newport  News,  Dr.  Hugh  H.  Trout  of  Roanoke, 
and  Dr.  Guy  R.  Fisher  of  Staunton;  secretary- 
treasurer,  Miss  Agnes  V.  Edwards  of  Richmond. 
Dr.  Wright  Clarkson  of  Petersburg,  and  Dr.  Roshier 
W.  Miller  of  Richmond,  were  re-elected  as  delegate 
and  alternate,  respectively,  to  the  meeting  of  the 
American  Medical  Association,  Drs.  J.  C.  Flippin 
and  W.  B.  Martin  holding  over  as  delegates  and 
Drs.  Carrington  Williams  and  I.  C.  Harrison  as  al- 
ternate-delegates. Members  of  the  Council  elected 
for  a term  of  two  years  are  Dr.  Julian  L.  Rawls  of 
Norfolk,  Dr.  C.  E.  Martin  of  North  Emporia, 
Dr.  John  Hundley,  Jr.  of  Lynchburg,  and  Dr.  J.  E. 
Knight  of  Warrenton,  those  in  the  odd  numbered 
districts  remaining  in  office  for  another  year. 

Invitations  for  1937  were  received  from  the  Roa- 
noke Academy  of  Medicine  for  Roanoke;  the  War- 
wick and  Elizabeth  City  County  Societies  and  Vir- 
ginia Peninsula  Academy  of  Medicine  for  the  Cham- 
berlain at  Old  Point  Comfort,  and  the  Cavalier 
Hotel  for  Virginia  Beach.  Upon  vote,  the  selection 
of  the  place  of  meeting  was  left  to  the  Council  at 
its  winter  meeting. 

A report  of  the  meeting  would  be  incomplete 
without  saying  that  the  members  of  the  Woman’s 
Auxiliary  and  the  other  ladies  present  added  much 
to  the  success  of  the  meeting.  A statement  as  to 
their  meetings  appears  under  the  heading  of 
Woman’s  Auxiliary  to  the  Medical  Society  of  Vir- 
ginia in  this  issue  of  the  Monthly. 

The  Virginia  Pediatric  Society 

Held  its  annual  luncheon  meeting  in  Staunton 
during  the  meeting  of  the  State  Society  and  elected 
the  following  officers  for  the  ensuing  year:  Presi- 
dent, Dr.  R.  H.  DuBose  of  Roanoke;  vice-president. 
Dr.  G.  Richardson  Joyner  of  Suffolk;  and  secretary, 
Dr.  W.  Ambrose  McGee  (re-elected)  of  Richmond. 
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The  Clinical  meeting  will  be  held  in  the  Spring 
and  the  Program  Committee  was  empowered  to  select 
the  place  and  name  the  date  for  this. 

The  Virginia  Urological  Association 

Held  its  third  annual  meeting  at  the  Stonewall 
Jackson  Hotel  in  Staunton,  October  14th,  at  6:30 
P.  M.  Following  the  annual  banquet  a business 
and  scientific  program  was  held.  Dr.  E.  W.  Kirby 
was  elected  to  membership  and  officers  for  1936-37 
were  elected  as  follows:  Dr.  A.  I.  Dodson,  Rich- 
mond, President;  Dr.  R.  W.  Upchurch,  Danville, 
Vice-President;  Dr.  L.  D.  Keyser,  Roanoke,  Secre- 
taiy'-Treasurer. 

The  scientific  program  consisted  of  interesting 
case  reports  by  Dr.  W.  W.  S.  Butler  of  Roanoke, 
Dr.  John  H.  Neff  of  University  of  Virginia,  Dr. 
R.  W.  Upchurch  of  Danville,  and  Drs.  A.  I.  Dod- 
son, L.  T.  Price  and  T.  B.  Washington  of  Rich- 
mond. 

Virginia  Orthopedic  Society. 

This  Society  held  a business  meeting  at  Staun- 
ton during  the  meeting  of  the  Medical  Society  of 
Virginia,  with  Dr.  H.  Page  Mauck  of  Richmond, 
presiding.  Dr.  J.  Blair  Fitts  of  Richmond  and 
Dr.  B.  H.  Kyle  of  Lynchburg,  were  elected  presi- 
dent and  secretary',  respectively,  for  the  coming  year. 

Dr.  E.  C.  Harper,  in  charge  of  the  Crippled  Chil- 
dren’s Bureau  of  the  State  Department  of  Health, 
was  the  speaker  at  this  meeting.  He  has  charge  of 
the  Federal  funds  for  the  care  of  crippled  children 
in  Virginia  and  explained  how  his  organization  is 
trj’ing  to  locate  all  crippled  children  in  the  State 
with  a view  of  placing  them  in  one  of  the  State  hos- 
pitals for  crippled  children,  at  Richmond  or  Char- 
lottesville, for  treatment  when  necessary,  and  stated 
that  they  would  be  kept  under  supervision  after 
leaving  the  hospital  as  long  as  necessary  that  they 
may  be  made  self-supporting  and  useful  citizens. 

The  Virginia  Society  of  Obstetricians  and 

Gynecologists 

Had  a dinner  meeting  at  the  Stonewall  Jackson 
Tavern,  just  outside  of  Staunton,  on  the  evening  of 
October  14th,  with  Dr.  T.  J.  Williams  and  Dr. 
J.  !M.  Nokes,  both  of  the  University  of  Virginia,  as 
president  and  secretary,  respectively.  Thirteen  of 
the  thirty-six  members  of  this  organization  were  in 
attendance.  Dr.  N.  J.  Eastman,  professor  of  Ob- 
stetrics at  Johns  Hopkins  University,  Baltimore, 


was  the  invited  guest  and  gave  an  illustrated  lecture 
following  the  dinner,  his  subject  being  “Obstetrics 
in  China.” 

Dr.  M.  P.  Rucker  of  Richmond  was  elected  presi- 
dent for  the  coming  year.  Dr.  F.  O.  Plunketf  of 
Lynchburg,  vice-president,  and  Dr.  E.  S.  Groseclose, 
also  of  Lynchburg,  secretaiy'-treasurer.  The  Society 
voted  to  have  two  meetings  a year — a travel  one  in 
April  to  visit  clinics  out  of  the  State  and  the  annual 
session  at  the  time  of  the  State  Society  meeting. 

The  Virginia  Roentgen  Ray  Club 

Also  held  a dinner  meeting  in  Staunton  at  the 
time  of  the  State  meeting  and  discussed  matters 
pertaining  to  its  specialty.  Dr.  Fred  M.  Hodges, 
Richmond,  is  president  and  Dr.  V.  W.  Archer,  Uni- 
versity of  Virginia,  secretary  of  the  Society. 

The  Virginia  Section,  American  College  of 
Physicians, 

Selected  the  time  of  the  State  Society  meeting  for 
its  sectional  gathering  under  the  presidency  of  Dr. 
J.  Morrison  Hutcheson  of  Richmond,  also  Governor 
for  this  State.  At  the  dinner  meeting  at  the  Stone- 
wall Jackson  Tavern  near  Staunton,  Dr.  E.  B. 
Bradley,  invited  guest  of  Lexington,  Ky.,  spoke  on 
the  Certification  of  Internists.  Dr.  Walter  B.  Mar- 
tin of  Norfolk  was  elected  president.  Dr.  Charles  M. 
Caravati  of  Richmond,  \dce-president,  and  Dr.  F.  C. 
Rinker  of  Norfolk,  secretary. 

Married. 

Dr.  Clyde  G.  O’Brien,  Appomattox,  Va.,  and 
Miss  Ellen  Elizabeth  Sweizer,  Elm  Grove,  W.  Va., 
October  11th.  Dr.  O’Brien  is  a member  of  the  class 
of  ’34,  Medical  College  of  Virginia. 

Dr.  Brooke  B.  Mallory, 

Class  of  ’35,  University  of  Virginia,  Department 
of  Medicine,  after  completing  his  internship  at  the 
Roanoke  (Va.)  Hospital,  has  located  for  practice  at 
Lexington,  Va. 

Dr.  C.  Augustus  Simpson, 

Washington,  D.  C.,  announces  that  Dr.  Francis 
Ellis,  associate  in  dermatology  at  Johns  Hopkins 
University  Hospital  and  Dispensary  and  also  asso- 
ciate in  dermatology  and  sy philology  at  the  Univer- 
sity of  ^Maryland  ^ledical  School  and  Hospital,  is 
now  associated  with  him  in  the  practice  of  der- 
matologj'  and  syphilology,  with  offices  at  1610  Twen- 
tieth Street,  Northwest,  Washington. 


1936] 


Virginia  Medical  Monthly 


521 


The  Southern  Medical  Association 

Will  hold  its  thirtieth  annual  meeting  in  Balti- 
more, Md.,  November  17th-20th.  All  of  the  scien- 
tific and  sectional  meetings,  as  well  as  the  technical 
and  scientific  exhibits,  will  be  held  in  the  new  Fifth 
Regiment  Armory.  From  a scientific  and  clinical 
standpoint  this  meeting  promises  to  be  most  interest- 
ing. Particular  attention  is  being  given  to  the  va- 
rious specialties,  and  an  unusual  effort  is  being 
made  to  interest  the  general  practitioner. 

Baltimore  has  clinical  facilities  and  hotel  accom- 
modations to  take  care  of  all  visitors  with  comfort. 
Extra-scientific  activities  will  be  numerous,  includ- 
ing golf,  boat  trips,  theatres,  as  well  as  many  things 
of  historic  and  picturesque  value.  Plans  are  being 
made  for  an  official  After-Baltimore  Cruise  down 
the  Chesapeake  Bay,  leaving  late  on  Friday  after- 
noon, November  20th,  visiting  Yorktown,  Jamestown 
and  Williamsburg,  and  returning  to  Baltimore  early 
Sunday  morning,  November  22nd. 

The  Profession  in  Baltimore,  as  entertaining  hosts, 
and  the  Southern  Medical  Association  extend  a cor- 
dial invitation  to  all  members  of  the  Medical  Pro- 
fession to  attend  this  convention. 

We  hope  that  every  Virginia  doctor  who  can  will 
attend  this  meeting  and  boost  it  in  every  way  as  one 
of  our  own  members.  Dr.  Fred  M.  Hodges  of  Rich- 
mond, is  president. 

Dr.  Hugh  L.  C.  Wilkerson, 

Class  of  ’33,  Medical  College  of  Virginia,  who 
has  been  stationed  on  the  U.  S.  S.  Unalga,  C.  G., 
San  Juan,  Puerto  Rico,  has  been  transferred  to  the 
U.  S.  Marine  Hospital,  St.  Louis,  Mo. 

Post-Graduate  Course  in  Otolaryngology  and 
Ophthalmology. 

The  third  post-graduate  course  in  otolaryngology 
and  ophthalmology  was  held  at  the  University  of 
Virginia  the  last  week  in  October.  The  courses  in 
otolaryngology  were  conducted  by  Dr.  Perry  Gold- 
smith, Toronto;  Dr.  Gabriel  Tucker,  Philadelphia; 
Dr.  J.  R.  Richardson,  Boston;  and  Mr.  E.  B. 
Burchell,  New  York.  Drs.  Bernard  Samuels,  Webb 
Weeks,  John  Wheeler  and  J.  W.  White,  all  of  New 
York,  and  Dr.  Harry  Gradle  of  Chicago,  conducted 
the  courses  in  ophthalmology. 

Changes  in  Health  Districts. 

Dr.  John  R.  Massie,  class  of  ’34,  Medical  College 
of  Virginia,  has  been  appointed  Director  of  the 


Dickenson-Lee-Wise  Health  District,  with  headquar- 
ters at  Norton,  Va.,  effective  October  1,'  1936,  suc- 
ceeding Dr.  C.  H.  Reagan. 

Dr.  Joseph  L.  Hundley,  who  graduated  from  the 
University  of  Virginia  in  1934,  has  been  appointed 
Director  of  the  Wythe  County  Health  Department, 
with  headquarters  at  Wytheville,  Virginia,  effective 
October  1,  1936,  succeeding  Dr.  David  H.  Andrew. 

Both  Dr.  Reagan  and  Dr.  Andrew  have  been 
granted  a leave  of  absence  to  accept  fellowships  to 
Johns  Hopkins  University  School  of  Hygiene  and 
Public  Health.  In  addition  to  these.  Dr.  J.  N. 
Dudley,  Jr.,  who  was  with  the  Henrico  Health  Unit 
and  Dr.  William  Grossmann,  recently  assistant  State 
epidemiologist,  are  on  fellowships  at  Hopkins,  and 
all  are  preparing  to  receive  their  certificates  of  Pub- 
lic Health  in  June,  1937. 

The  Ex-Interns’  Association  of  St.  Eliza- 
beth’s Hospital 

Opened  its  thirteenth  annual  meeting  in  Rich- 
mond, Va.,  on  October  6th,  with  a clinic  in  the 
morning,  conducted  by  Dr.  J.  Shelton  Horsley  and 
members  of  the  staff  of  the  hospital.  The  operative 
portion  of  the  clinic  consisted  of  excision  of  large 
Meckel’s  diverticulum  with  subacute  and  chronic 
bleeding  peptic  ulcers  in  displaced  gastric  mucosa. 
Following  the  operation  there  was  demonstration  of 
patients,  slides  and  specimens  of  several  interesting 
cases  of  malignancy  of  the  large  bowel. 

As  guests  of  Dr.  Horsley,  the  Association  met  for 
luncheon  at  the  Commonwealth  Club  at  one  o’clock. 
After  this  there  was  the  business  session  and  the 
following  officers  were  elected  for  the  coming  year: 
President,  Dr.  W.  K.  Dix,  Richmond;  vice-president. 
Dr.  H.  D.  Fitzpatrick,  East  Radford;  secretary- 
treasurer,  Dr.  John  S.  Horsley,  Jr.,  Richmond. 

When  the  meeting  adjourned,  the  members  went 
immediately  to  the  Auditorium  of  the  Richmond 
Academy  of  Medicine  for  the  presentation  of  a 
portrait  of  Dr.  J.  Shelton  Horsley  to  St.  Elizabeth’s 
Hospital  by  the  Ex-Interns’  Association.  This  was 
painted  by  Mordi  Gassner.  Dr.  R.  W.  Upchurch, 
President  of  the  Association,  presented  the  portrait 
which  was  unveiled  by  John  Shelton  Horsley,  III, 
and  which  was  accepted  for  the  hospital  by  Dr.  W. 
H.  Higgins.  The  guest  speakers  for  the  occasion 
were  Dr.  Stuart  McGuire,  of  Richmond,  and  Dr. 
J.  M.  T.  Finney,  of  Baltimore. 

The  members  of  the  Association,  staff  of  the  hos- 
pital, guest  speakers,  and  wives  were  delightfully 


522 


Virginia  Medical  ISIonthly 


[November, 


entertained  at  supper  at  “Greystone,”  the  home  of 
Dr.  and  Mrs.  J.  Shelton  Horsley. 

The  following  members  were  present  at  the  meet- 
ing: Drs.  W.  K.  Dix,  D.  G.  Chapman,  A.  I.  Dod- 
son, Guy  W.  Horsley,  John  S.  Horsley,  Jr.,  A.  A. 
Houser,  \V.  A.  McGee,  and  H.  J.  Warthen,  Jr.,  of 
Richmond;  Dr.  W.  C.  Caudill  of  Pearisburg;  Dr. 
Wright  Clarkson  of  Petersburg;  Dr.  M.  L.  Breitstein 
of  Baltimore;  Dr,  P.  C.  Colonna  of  New  York;  Dr. 
J.  Meriwether  Hurt  of  Blackstone;  Dr.  H.  D.  Fitz- 
patrick of  East  Radford;  Dr.  H.  H.  Harris  of  An- 
derson, S.  C. ; Dr.  Guy  R.  Fisher  of  Staunton;  Dr. 
Paul  McBee  of  Bakersville,  N.  C. ; Dr.  R.  W.  Up- 
church of  Danville;  and  Dr.  R.  J.  Walker,  Jr.,  of 
Tarboro,  N.  C. 

Medical  Advisory  Board. 

Dr.  E.  C.  Harper,  director  of  the  Crippled  Chil- 
dren’s Bureau  of  the  State  Department  of  Health, 
has  secured  an  Advisory  Committee  composed  of 
four  members  of  the  medical  profession  and  three 
laiTnen  to  confer  with  him  in  his  work.  The  mem- 
bers of  the  ^ledical  Advisory  Board  are  Dr.  C.  B. 
Bowyer  of  Stonega,  from  the  Medical  Society  of  Vir- 
ginia, Dr.  W.  T.  Graham  of  Richmond,  from  the 
Virginia  Orthopedic  Society,  Dr.  Samuel  Newman 
of  Danville,  from  the  Virginia  Pediatric  Society, 
and  Dr.  I.  K.  Redd  of  Ellerson,  as  representing  the 
general  practitioners  of  the  State. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

Dr.  .Mfred  Chanutin,  Professor  of  Biochemistry, 
was  awarded  the  Phipps  and  Bird  Prize  of  $100.00 
for  his  paper  on  “The  Effect  of  Whole  Dried  Meat 
Diets  on  Renal  Insufficiency  Produced  by  Partial 
Nephrectomy,”  submitted  in  competition  with  papers 
selected  by  the  State  Academies  of  Science  of  North 
Carolina  and  South  Carolina.  The  three  compet- 
ing papers  for  this  Prize  were  those  selected  by  the 
three  State  Academies  for  the  award  of  the  Phipps 
and  Bird  Gold  Medal  Prize. 

Dr.  J.  Edwin  Wood  participated  in  the  s}Tn- 
posium  on  Diseases  of  the  Heart  and  Kidney,  held 
at  Duke  University,  October  15th-17th.  Dr.  Wood 
spoke  on  the  subject  of  “Recent  Advances  in  the 
Study  of  Rheumatic  Fever”  and  “The  Use  of  Di- 
uretics in  Edema.” 

Dr.  C.  C.  Speidel  presented  a paper  on  “The 
Experimental  Induction  of  Visible  Structural 


Changes  in  Single  Ner\'e  Fibers  in  Living  Tad- 
poles” in  the  s}’mposium  on  Excitation  Phenomena 
held  last  August  at  the  Biological  Laboratory  at 
Cold  Spring  Harbor,  New  York. 


At  the  meeting  of  the  University  of  Virginia  Med- 
ical Society  on  October  5th,  Dr.  W.  W.  Waddell 
read  a paper  on  “Premature  Infants”  and  Dr.  J.  E. 
Kindred  spoke  on  the  subject  of  “Quantitative 
Studies  in  L>Tnphoid  Tissues.” 


Dr.  D.  C.  Wilson  spoke  on  the  subject  of  “Mal- 
adjustment as  a Cause  of  Mental  Disease”  before  the 
Y ake  County  Medical  Society  of  North  Carolina 
on  .\ugust  13th. 

News  from  Jefferson  Medical  College. 

The  112th  annual  session  of  the  Jefferson  Med- 
ical College  of  Philadelphia  was  inaugurated  on  the 
evening  of  September  21,  1936,  in  the  Assembly 
Hall  of  the  College. 

Mr.  Robert  P.  Hooper,  Acting  President  of  the 
Board  of  Trustees,  presided,  and  the  Introductory 
Lecture  was  delivered  by  Thomas  A.  Shallow,  Pro- 
fessor of  Surgery,  on  “Medical  Progress.” 

Dr.  Ross  V.  Patterson,  Dean  of  the  College,  wel- 
comed the  522  members  of  the  student  body.  Of 
this  number  140  are  new  students,  130  being  ad- 
missions to  the  First-Year  Class  and  ten  to  the 
Third-Year  Class.  The  members  of  the  First-Year 
Class  were  prepared  for  medical  study  in  sixty-nine 
different  institutions;  all  of  them  have  pursued  and 
completed  four  years  of  preliminary  and  preparatory 
study  and  have  graduated  from  these  institutions  be- 
fore being  admitted  to  the  medical  course.  Thirty- 
nine  members  of  the  First-Year  Class  are  sons  or 
other  relatives  of  physicians,  and  of  these  thirty- 
nine,  sixteen  are  sons  of  Jefferson  graduates.  Geo- 
graphically, twenty-six  different  states  and  insular 
possessions  are  represented  in  the  freshman  class. 

News  Notes  of  Duke  University  School  of 

Medicine. 

On  August  20th,  Dr.  William  A.  Perlzweig  spoke 
at  the  School  of  Bacteriology,  Workers’  University 
of  IMexico,  on  Recent  Advances  in  Clinical  Chem- 
istry in  the  United  States. 

On  September  29th,  the  North  Carolina  Neu- 
ropsychiatric Association  held  a meeting  at  Duke 
Hospital  with  Dr.  R.  S.  Crispell.  Means  of  pro- 
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moting  mental  hygiene  work  in  the  State  were  dis- 
cussed. 

On  October  5 th,  the  autumn  quarter  of  the  School 
of  Medicine  commenced,  with  an  enrollment  of  242 
students,  and  the  autumn  quarter  of  the  School  of 
Nursing  with  an  enrollment  of  80,  three  of  whom 
are  post-graduate  students. 

On  October  15th,  16th  and  17th,  Duke  Uni- 
versity School  of  Medicine  held  its  third  annual 
symposium,  this  year  on  diseases  of  the  heart,  cir- 
culation and  kidney.  Sixteen  physicians  and  sur- 
geons participated  in  the  program,  representing  the 
medical  schools  of  Harvard,  Virginia,  Johns  Hop- 
kins, Western  Reserve,  University  of  North  Caro- 
lina, Emory,  Pennsylvania,  Cincinnati,  University 
of  Minnesota  and  Mayo  Clinic.  The  symposium 
was  attended  by  approximately  600  physicians. 

Medical  Exhibit  Richmond  Bi-Centennial, 

1937. 

The  medical  profession  of  Richmond,  Va.,  is 
planning,  as  a contribution  to  the  city’s  Bi-Cen- 
tennial Celebration  in  1937,  an  ambitious  exhibit 
portraying  the  medical  progress  of  the  city  and  State 
during  the  past  200  years.  The  committee  is  in 
search  of  material  of  medical  interest  to  Virginians, 
and  loans  from  whatever  source  will  be  gratefully 
received. 

Dr.  C.  C.  Choi, 

Of  the  class  of  ’35,  Medical  College  of  Virginia, 
after  serving  a year’s  internship  at  the  U.  S.  Marine 
Hospital  at  New  Orleans,  La.,  has  returned  to  his 
home  in  Korea. 

The  American  Association  of  Obstetricians, 

Gynecologists  and  Abdominal  Surgeons 

Held  its  last  meeting  in  September  at  Bretton 
Woods,  N.  H.  At  this  time.  Dr.  James  W.  Ken- 
nedy of  Philadelphia,  was  installed  as  president, 
and  the  following  officers  elected:  President-Elect, 
Dr.  Paul  Titus  of  Pittsburgh,  Pa.;  vice-president. 
Dr.  Willard  R.  Cooke,  Galveston,  Tex.;  secretary. 
Dr.  James  R.  Bloss  (re-elected)  Huntington,  W. 
Va.;  assistant  secretary.  Dr.  L.  A.  Calkins  of 
Kansas  City,  Mo.;  and  treasurer.  Dr.  L.  F.  Smead 
(re-elected)  of  Toledo,  Ohio.  It  was  voted  to  hold 
the  1937  meeting  at  Hot  Springs,  Va.,  at  which  time 
the  Association  will  celebrate  its  fiftieth  anniversary. 


Dr.  Rexford  A.  Burdette, 

Class  of  ’33,  Medical  College  of  Virginia,  was 
recently  named  director  of  the  Monongalia  Count} 
(W.  Va.)  health  department. 

Dr.  Edward  B.  Richey, 

Who  practiced  for  a time  in  Lynchburg,  Va.,  has 
moved  to  Miami,  Fla.,  where  he  will  continue  the 
practice  of  medicine.  He  has  offices  at  1435  South- 
west 14th  Street. 

The  William  Hallock  Park  Laboratory 

Of  the  Department  of  Health  of  New  York  City 
was  dedicated  on  October  6th.  The  exercises  also 
honored  Dr.  William  H.  Park  who  has  given  over 
forty-three  years  of  distinguished  service  to  the  pro- 
motion of  public  health.  Following  the  exercises, 
the  laboratory  was  open  for  inspection. 

The  National  Drug  Company, 

Philadelphia,  Pa.,  one  of  the  advertisers  in  the 
Monthly,  has  just  issued  a handsome  356-page 
catalog  which  is  a complete  list  of  biological,  bio- 
chemical, specialty  and  pharmaceutical  products  of 
their  manufacture.  This  list  is  conveniently  ar- 
ranged as  a ready  reference  and  contains  a valuable 
epitome  of  biological  terms  and  explicit  information 
on  their  products.  Why  not  write  for  a copy? 

Dr.  Ira  C.  Long, 

Formerly  of  Radford,  Va.,  but  more  recently  lo- 
cated at  Morehead  City,  N.  C.,  is  not  connected  with 
the  staff  of  the  State  Hospital  at  Goldsboro,  N.  C. 

Dr.  William  S.  Francis 

Has  located  at  Marion,  Va.,  where  he  is  engaged 
in  the  general  practice  of  medicine.  He  graduated 
from  Tulane  University  Medical  School  in  1935  and 
recently  completed  an  internship  at  the  Iowa  Lu- 
theran Hospital  in  Des  Moines. 

Dr.  H.  Cantor, 

Petersburg,  Va.,  attended  the  Clinical  Congress 
of  the  American  College  of  Surgeons  in  Philadelphia 
and  from  there  went  to  the  Ninth  Annual  Graduate 
Fortnight  of  the  New  York  Academy  of  Medicine 
on  Traumatotherapy  in  New  York  City. 

Dr.  Milford  M.  Greenbaum, 

Who  graduated  from  the  Medical  College  of  Vir- 
ginia in  1934,  announces  the  opening  of  his  office 
for  the  practice  of  medicine  and  surgery  at  65 
Academy  Street,  Poughkeepsie,  N.  Y. 
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Dr.  Jos.  W.  Houck, 

Recently  a resident  physician  at  the  University  of 
Virginia  Hospital,  has  located  in  Lynchburg,  Va., 
where  he  is  associated  with  Dr.  Don  Preston  Peters 
in  the  practice  of  general  surgery  and  gynecology. 

Dr.  and  Mrs.  Houck  are  receiving  congratulations 
on  the  birth  of  a son,  now  ten  weeks  old. 

Dr.  R.  C.  Ruggieri, 

Italian  vice-consul  at  Norfolk,  Va.,  was  the  prin- 
cipal speaker  at  the  Columbus  Day  celebration  in 
Richmond,  Va.,  on  October  12th,  his  subject  being 
“The  Significance  of  Columbus  Day  and  Its  Effect 
on  Virginia  Italians.” 

Dr.  R.  T.  Hawks, 

Carson,  Va.,  has  been  elected  vice-president  of  the 
Community  League  of  that  place  for  the  coming 
year. 

City  Coroners  of  Richmond. 

Dr.  John  H.  Scherer  and  Dr.  Paul  Kimmelstiel 
of  the  department  of  pathology  at  the  Medical  Col- 
lege of  Virginia  have  been  appointed  as  city  coroners 
of  Richmond,  Va.,  succeeding  the  late  Dr.  James  M. 
Whitfield. 

Dr.  R.  T.  Akers, 

Alum  Ridge,  Va.,  was  recently  elected  chairman 
of  the  Floyd  County  School  Board. 

Dr.  William  R.  Weisiger, 

Richmond,  Va.,  was  among  those  attending  the 
reunion,  dinner  and  clinics  of  the  Ex-House  Sur- 
geons’ Society  of  the  Manhattan  Eye,  Ear  and 
Throat  Hospital  in  the  early  Fall. 

New  Unit  of  Hospital  to  be  Opened. 

The  new  unit  of  the  Eastern  State  Hospital  on 
the  Dunbar  Farm  near  Williamsburg,  Va.,  is  near- 
ing completion  and  the  transfer  of  about  two  hun- 
dred of  the  patients  to  the  two  new  dormitories  is 
expected  to  take  place  about  the  middle  of  Novem- 
ber. In  addition  to  the  dormitories,  the  new  unit 
will  include  a nurses’  home,  administration  build- 
ing, a kitchen,  dining  room  and  a heating  plant. 

For  Sale — 

Sanatorium  ideally  located.  Suitable  for  mater- 
nity, nervous  and  mental,  or  convalescent  cases. 
Price  reasonable  and  terms  liberal.  (See  adver- 
tising page  3.)  For  further  information,  commu- 
nicate with  Douglas  E.  Taylor,  Real  Estate,  815 
East  Franklin  Street,  Richmond,  Va.  (Adv.) 


Convalescent  or  Re-Adjusted  Mental  Patient 
Can  be  taken  care  of  at  reasonable  rate  on  sev- 
enty-acre farm  on  Mobjack  Bay,  Virginia.  Daily 
psychiatric  observation.  Correspondence  with  phy- 
sicians solicited.  Address  Dr.  P.  G.  Hamlin, 
Motorun,  Virginia.  (Adv.) 

For  Sale — 

Latest  model  Sanborn  Metabolor.  Fully  equipped. 
Practically  new.  Price  reasonable.  Address  “Met- 
abolor,” care  this  journal,  1200  East  Clay  Street, 
Richmond,  Va.  (Adv.) 


Obituary  Record 

Dr.  Herbert  Wallis  Lewis, 

Well-known  physician  of  Dumbarton,  Va.,  died 
October  16th,  after  a long  illness.  He  was  a native 
of  Culpeper  County,  Va.,  and  was  fifty-nine  years 
of  age.  Dr.  Lewis  received  his  medical  degree  from 
the  former  University  College  of  Medicine,  Rich- 
mond, Va.,  in  1903.  He  had  practiced  in  Rich- 
mond and  Henrico  County  since  that  time,  and  had 
been  a member  of  the  Medical  Society  of  Virginia 
for  thirty-two  years.  Dr.  Lewis  is  survived  by  his 
wife  and  a daughter. 

Dr.  William  Humphrey  Drewry, 

Badin,  N.  C.,  died  October  1st.  He  was  a native 
of  Drewryville,  Va.,  and  thirty-five  years  of  age. 
Dr.  Drewry  graduated  from  the  Medical  College  of 
Virginia  in  1926.  His  wife  and  two  sons  survive 
him. 

Dr.  Leslie  Ballard  Evans, 

Windsor,  N.  C.,  died  July  31st.  He  was  sixty- 
seven  years  of  age  and  a graduate  of  the  former 
University  College  of  Medicine,  Richmond,  Va.,  in 
>1900. 

Dr.  Everett  F.  Long, 

High  Point,  N.  C.,  died  July  5th,  at  the  age  of 
fifty-eight.  He  was  a graduate  of  the  Medical  Col- 
lege of  Virginia,  class  of  ’09. 

Dr.  Irvine  White  Patton, 

Ajo,  Ariz.,  died  July  1st,  of  chronic  myocarditis. 
He  was  sixty-four  years  of  age  and  received  his 
medical  degree  from  the  University  of  Virginia  in 
1895. 
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CARDIAC  ASTHMA  (PAROXYSMAL  CARDIAC  DYSPNEA).* 


Ernest  G.  Scott,  M.  D. 

Lynchburg,  Va. 


Cardiac  asthma  is  a symptom  comple.x  occurring 
in  patients  with  organic  heart  disease  while  at  rest, 
characterized  by  a sudden  paroxysm  of  dyspnea 
associated  with  a sense  of  suffocation.  It  has  al- 
ways been  an  interesting  subject  on  which  to  spec- 
ulate. Why  should  a patient  with  heart  disease 
have  dyspnea  at  night  while  at  rest,  when  that  same 
patient  may  be  able  the  next  day  to  perform  mod- 
erate exercise  with  ease  and  no  difficulty  in  breath- 
ing? While  many  theories  have  been  advanced, 
it  is  only  within  the  past  ten  years  that  a plausible 
explanation  of  the  underlying  mechanism  has  been 
made. 

The  term  was  first  used  by  an  English  physician, 
Hope  in  1839.^  Mackenzie^  was  familiar  with 
the  condition  and  thought  for  some  time  that  it 
invariably  was  preceded  by  Cheyne-Stokes  breath- 
ing during  sleep.  He  discarded  this  idea  when  Sir 
Thomas  Lewis  reported  his  observation  of  an  attack 
that  was  preceded  by  perfectly  regular  breathing. 
Pratt*  commented  on  the  fact  that  as  late  as  1926 
the  condition  was  known  to  few  physicians  and 
was  not  even  mentioned  in  Osier’s  current  text- 
book. 

Recent  contributions  to  the  clinical  physiology 
of  cardiac  asthma  have  been  made  by  Harrison"* 
and  co-workers  and  Weiss  and  Robb.*  A good 
review  of  the  literature  may  be  found  in  the  article 
of  Weiss  and  Robb  and  one  by  Palmer  and  White® 
in  which  they  report  their  clinical  studies  on  a 
series  of  250  cases.  Excellent  descriptions  of  the 
clinical  picture  of  the  attack  have  been  recorded 
by  Osler,'^  Longscope,*  Allbutt*  and  Pratt.*  There 
are  undoubtedly  mild  attacks  or  equivalents  of  car- 
diac asthma  which  may  go  unrecognized  until  a full- 
flown  attack  develops.  These  include  paroxysmal 
nocturnal  attacks  of  anxiety,  coughing  or  pounding 

*Read  before  The  South  Piedmont  Medical  Society, 
April  21,  1936. 


of  the  heart.  There  may  be  associated  angina 
with  the  asthma  and  in  severer  cases  some  degree 
of  pulmonary  edema  is  nearly  always  present. 

It  might  not  be  amiss  to  differentiate  several  con- 
ditions that  are  closely  allied  to  and  sometimes 
confused  with  cardiac  asthma.  Paroxysmal  cardiac 
dyspnea  is  a more  descriptive  term  and  preferable 
but  it  is  doubtful  if  it  will  replace  the  shorter  term 
cardiac  asthma.  Nocturnal  dyspnea  and  evening 
dyspnea  are  broader  terms  to  designate  the  dyspnea 
of  patients  with  a very  low  cardiac  reserve,  which 
develops  as  the  day  passes,  in  consequence  of  the 
increasing  pulmonary  congestion  from  change  of 
posture  to  the  horizontal  state  and  as  a consequence 
of  the  greater  expenditure  of  energy  during  waking 
hours  thus  using  up  the  reserve  of  the  heart  muscle. 
Many  patients  with  orthopnea  have  a critical  level  or 
angle  beyond  which  the  chest  cannot  be  lowered 
without  the  development  of  dyspnea.  Increased  pul- 
monary congestion  is  the  cause  of  this  dyspnea. 
Sometimes  at  night  an  orthopneic  patient  will  slide 
down  from  his  back  rest  or  pillow  causing  this  dy- 
spnea to  appear.  This  should  not  be  confused  with 
true  cardiac  asthma.  Patients  with  Cheyne-Stokes 
breathing  often  wake  suddenly  just  at  the  moment 
of  falling  asleep  with  a conscious  hyperpnea.  This 
so-called  waking  dyspnea  or  hyperpnea  which  fol- 
lows a period  of  apnea,  likewise  should  not  be 
confused  with  cardiac  asthma.  It  is  probable,  how- 
ever, that  repeated  episodes  of  this  type  may  lead 
to  a true  attack  of  cardiac  asthma. 

As  a rule  cardiac  asthma  is  easily  distinguished 
from  bronchial  or  allergic  asthma.  It  occurs  nearly 
always  at  night,  in  patients  past  40,  with  evidence 
of  hypertension,  arteriosclerosis  or  organic  heart 
disease.  The  attack  is  more  sudden  in  onset  and 
more  severe  than  bronchial  asthma;  the  dyspnea  is 
both  inspiratory  and  expiratory.  Profuse  perspira- 
tion is  common  while  it  is  uncommon  in  bronchial 
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asthma.  Last  but  not  least,  morphine  almost  in- 
variably relieves  the  attack  while  epinephrine  is 
without  apparent  benefit  and  is  contraindicated. 

Cardiac  asthma  occurs  in  elderly  people;  about 
four-fifths  of  all  reported  cases  are  past  40.  Males 
predominate  in  the  proportion  of  two  and  one-half 
to  one.  It  is  not  rare.  Palmer  and  White®  found 
250  cases  in  a series  of  3,100  cases  of  organic 
heart  disease  of  all  causes,  an  incidence  of  8 per 
cent.  It  occurs  in  about  20  per  cent  of  cases  of 
syphilitic  aortic  insufficiency.  This  is  the  most 
common  vahailar  lesion  found.  It  is  rarely  seen 
in  pure  mitral  stenosis.  .\  large  proportion  of 
cases  have  hjpertension  or  coronary  sclerosis  or 
both,  conditions  causing  a strain  on  the  left  ven- 
tricle. In  other  words,  it  is  seen  usually  in  hyper- 
tensive heart  disease  or  heart  disease  due  to  cor- 
onan-  scleroris.  It  is  well  to  remember  that  cardiac 
asthma  may  be  precipitated  by  an  attack  of  cor- 
onary thrombosis.  One  should  always  follow  the 
blood  pressure  and  temperature  record  for  two  or 
three  days  following  an  attack,  and  if  indicated 
have  a white  blood  cell  count.  The  electrocardio- 
graph usually  shows  left  a.xis  deviation  or  myocar- 
dial damage  or  evidence  of  coronarj’  sclerosis. 

During  an  attack  the  blood  pressure  is  consid- 
erably elevated,  and  the  pulse  is  usually  quick  and 
hard.  Later  the  pressure  may  fall  and  the  pulse 
become  weak.  The  pulmonary  second  sound  is 
markedly  accentuated  and  usually  louder  than  the 
aortic  second  sound,  even  in  cases  with  hyperten- 
sion. When  recovery  occurs  the  normal  relation- 
ship between  the  two  sounds  is  resumed.  The 
apical  sounds  are  often  ticktack  or  fetal  in  quality. 
The  lungs  are  filled  with  sonorous  fine  and  medium . 
musical  rales,  mostly  e.xpiratory.  Often  in  addition 
there  are  moist  rales  of  every  description,  depend- 
ing on  the  degree  of  edema  of  the  lungs.  The  in- 
spirator}- excursions  are  small,  the  chest  is  usually 
held  in  a position  of  inspiration — diaphragmatic 
breathing  predominating. 

Studies  on  patients  between  attacks  by  Harrison^ 
and  co-workers  and  Weiss  and  Robb®  have  shown 
usually  a normal  peripheral  circulation  but  con- 
stant abnormalities  in  the  lungs  and  pulmonary- 
circulation.  The  vital  capacity  was  about  50  per 
cent  of  normal  and  the  residual  air  increased. 
iMore  than  half  the  patients  presented  clinical  evi- 
dence of  emphysema.  The  velocity  of  pulmonary- 
blood  floyv  yvas  diminished  and  the  volume  of  blood 


in  the  lungs  increased.  Fluoroscopic  examination 
showed  very  little  excursion  of  the  left  y-entricle; 
X-rays  of  the  chest  shoyved  an  increase  in  the  hilar 
shadoyy-  and  the  lung  markings.  All  of  these  find- 
ings are  ey-idence  of  an  engorgement  of  the  lung 
vessels. 

Xow  given  a patient  with  engorgement  of  the 
lung  y-essels  and  a weakened  left  ventricle,  why- 
should  the  attacks  come  only  at  night  and  yvhat 
precipitates  them?  It  is  thought  that  certain 
changes  in  the  body  phy-siology  at  night  cause 
further  engorgement  of  the  lungs  and  a strain  on 
the  left  y-entricle.  The  change  from  the  upright 
to  the  horizantal  or  reclining  position  shifts  part  of 
the  blood  from  the  lower  half  of  the  body  to  the 
lungs.  I have  already  mentioned  the  fact  that 
certain  patients  yvith  orthopnea  have  a critical  angle 
below  yvhich  the  body  can  not  be  loyvered  yvithout 
the  dey-elopment  of  dyspnea.  This  is  due  to  added 
engorgement  of  the  lungs  when  the  chest  is  loyvered. 
There  is  probably  a shift  of  edema  fluids  at  night 
from  the  extremities  to  the  large  vessels  and  a con- 
sequent increase  in  the  blood  volume.  This  prob- 
ability is  supported  by  the  fact  that  diuretics  fre- 
quently afford  a measure  of  relief  from  the  attacks. 
The  blood  pressure  is  lowered  during  sleep  and 
this  may  interfere  yvith  the  circulation  in  the  cor- 
onaries. The  respiratory  center  is  depressed  dur- 
ing sleep  as  is  the  cough  reflex.  Mucus  and  bron- 
chial secretions  may  accumulate  in  amounts  more 
than  in  the  daytime  and  yvhen  finally  the  cough 
reflex  is  produced  there  is  with  the  yvaking  state 
a sudden  increase  in  the  sensitivity  or  excitability 
of  the  respiratory-  center  plus  the  presence  of  an 
unusually  heavy  stimulus  to  the  cough  reflex.  Thus 
a paro.xysm  of  coughing  may  be  started  and  the 
cough  itself  yvith  the  accompanying  muscular  exer- 
tion is  an  extra  load  on  the  heart. 

Repeated  attacks  of  waking  hyperpnea  in 
Chey-ne-Stokes  breathing  may  bring  on  an  attack 
of  true  cardiac  asthma  because  of  the  muscular 
exertion  of  breathing  and  because  of  the  coughing 
yvhich  this  deep  breathing  may  initiate.  Thus  w-e 
see  that  during  sleep  there  are  a number  of  factors 
tending  to  increase  the  pulmonary  congestion  and 
to  embarrass  the  already  yveakened  left  y-entricle. 
Eventually  some  reflex  sets  off  the  trigger  and  pre- 
cipitates an  attack.  Weiss  and  Robb  summarize 
this  view  as  folloyvs;  “Noise,  nightmare,  paroxysms 
of  coughing  caused  by  gradual  accumulation  of 
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mucus  in  the  respiratory  passages  during  sleep, 
the  urinary  reflex  and  other  facts  may  induce  a 
change  from  a state  of  relative  depression  to  sudden 
hyperexcitability  of  the  vasomotor,  cardiac  and 
other  centers.  Such  factors  act  as  triggers  in  pre- 
cipitating an  acute  and  temporary  imbalance  be- 
tween the  functioning  of  the  right  and  left  ven- 
tricle, a heightened  pulmonary  congestion  with  acute 
pulmonary  vascular  hypertension  resulting  finally 
in  cardiac  asthma  and  pulmonary  edema.” 

The  following  cases  illustrate  some  of  the  types 
and  varieties  of  attacks  seen: 

Case  No.  1.  Mrs.  J.  W.  S.  Age  64.  This 
patient  was  under  observation  from  January  3,  1933, 
until  her  death  on  May  17,  1934.  History  of 
right-sided  hemiplegia  in  1926  with  practically 
complete  recovery,  angina  pectoris  since  1932,  high 
blood  pressure  for  several  years.  She  was  seen 
in  her  first  attack  of  cardiac  asthma  on  October 
15,  at  11:30  P.  M.,  one-half  hour  after  she  first 
noticed  wheezing  and  difficult  breathing.  She  was 
in  acute  distress,  sitting  in  a chair,  struggling  for 
breath.  Respirations  were  36,  wheezy,  with  in- 
spiratory and  expiratory  difficulty.  The  pulse  was 
120,  small,  the  B.  P.  155/100.  Her  color  was 
moderately  cyanotic.  The  sputum  was  frothy  and 
pink.  Throughout  both  lungs  were  numerous  me- 
dium moist  rales  and  a few  course  moist  and  me- 
dium musical  rales.  She  was  given  morphine  sul- 
phate 1/4  gr.  intramuscularly  and  one  cc.  of  cora- 
mine  intravenously  and  one  cc.  intramuscularly.  Re- 
lief was  evident  in  ten  minutes  and  marked  in  thirty 
minutes.  The  next  day  the  temperature  at  noon  was 
98,  pulse  68,  heart  sounds  louder,  lungs  clear.  This 
was  evidently  cardiac  asthma  with  edema  of  the 
lungs.  She  had  similar  attacks,  less  severe  on  No- 
vember 30th,  January  21st,  f’ebruary  11th,  always 
at  night.  On  March  21st,  she  developed  throm- 
bophlebitis of  the  long  saphenous  vein  in  the  right 
leg.  From  .^pril  7th  to  the  20th,  there  was  evidence 
of  congestive  heart  failure.  On  May  17th,  she  had 
a sudden  severe  pain  over  the  sternum  and  died 
in  twenty  minutes,  presumably  of  coronary  throm- 
bosis. 

Case  No.  2.  Mrs.  R.  C.  S.  Age  65.  This 
patient  was  seen  in  a number  of  attacks — June 
15th  and  September  10,  1931;  February  3rd,  June 
28th,  July  7th,  December  9 and  15,  1932.  She 
had  well  marked  signs  of  mitral  stenosis.  On  sev- 
eral occasions  while  in  an  attack  of  asthma,  she 


had  alternation  of  the  pulse  which  was  first  de- 
tected with  the  stethoscope  by  noting  a variation  in 
the  quality  of  the  systolic  murmur  at  the  apex. 
Checking  with  the  sphygmomanometer  showed  us- 
ually a pressure  of  about  145-138  over  90.  There 
was  never  any  fever  or  marked  drop  in  blood  pres- 
sure on  the  days  following  the  attacks,  all  of  which 
came  at  night.  Treatment  consisted  of  morphine 
sulphate  hypodermically,  grs.  1/8  to  1/4,  and  oc- 
casionally coramine  or  intravenous  ouabaine.  Mor- 
phine seemed  to  work  just  as  well  alone  as  when 
given  with  other  drugs.  On  December  25,  1932, 
while  sitting  in  bed  conversing  with  friends,  she 
died  suddenly,  presumably  of  a cerebral  or  pul- 
monary embolus. 

Case  No.  3.  Mrs.  E.  S.  Age  74.  Seen  at 
7:20  A.  M.  on  August  2,  1933,  complaining  of 
shortness  of  breath  for  several  hours.  History  of 
high  blood  pressure  for  several  years,  as  high  as 
300  systolic,  is  taking  digitalis.  She  was  sitting  up 
in  a chair,  gasping  for  breath,  pale  and  cyanotic, 
the  skin  cool  and  clammy,  pulse  120,  strong,  res- 
pirations 44,  blood  pressure  180/100.  The  lungs 
were  full  of  medium  moist  and  coarse  moist  rales 
and  there  were  a few  musical  rales;  inspiratory  and 
expiratory  difficulty  with  wheezing  was  evident. 
Diagnosis:  Acute  edema  of  lungs  with  cardiac 
asthma.  She  was  given  morphine  sulphate  1/6  gr. 
and  caffeine  sodium  benzoate  gr.  3-3/4  intramus- 
cularly and  coramine  2 c.c.  intravenously.  She  re- 
mained in  a critical  condition  all  day.  That  eve- 
ning she  had  a temperature  of  102.5  with  blood 
pressure  225/105,  pulse  116,  respiration  40,  bet- 
ter color.  On  the  next  day  the  blood  pressure  was 
188/90,  w.  b.  c.’s  were  18,000  with  88  per  cent 
polymorphonuclears.  She  ran  an  irregular  fever  for 
the  next  18  days  and  on  the  night  of  the  20th  died 
suddenly.  No  autopsy  was  obtained.  This  was  un- 
doubtedly a case  of  coronary  thrombosis  ushered  in 
with  an  attack  of  cardiac  asthma  and  edma  of  the 
lungs. 

Case  No.  4,  Mrs.  F.  W.  M.  Age  74.  This  pa- 
tient was  seen  in  fourteen  separate  attacks  of  cardiac 
asthma  from  April  11,  1933,  to  her  death  on  De- 
cember 25,  1934.  The  attacks  at  first  came  only 
at  night  and  several  months  apart;  later  with  in- 
creasing frequency  many  came  during  the  after- 
noon and  in  the  morning.  On  two  occasions  fever 
and  friction  rub  were  present  the  subsequent  day. 
Dilaudid  1/32  gr.  intramu-scularly  and  coramine 
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1 cc.  intravenously  were  given  for  the  attacks  and 
tourniquets  were  applied  to  the  extremities.  She 
was  also  kept  digitalized.  Theocalcin  was  of 
marked  value.  She  developed  uremia  as  a term- 
inal picture  and  died  in  a coma  on  December  25, 
1934. 

The  prognosis  of  cardiac  asthma  is  poor.  It 
is  difficult  to  express  adequately.  We  can  best 
represent  this  by  saying  that  the  chances  are  that 
a patient  with  his  first  attack  of  asthma  will  not 
live  more  than  1-1/2  to  2 years.  In  Palmer  and 
White’s  series  of  250  cases,  the  average  duration  of 
life  in  the  170  patients  dead  at  the  time  of  this 
report  was  1.4  years. 

Factors  influencing  the  prognosis  unfavorably 
are: 

1.  .\ngina  pectoris.  2.  Alternation  of  the  pulse. 
3.  Congestive  heart  failure.  4.  Diastolic  gallop 
rhythm.  5.  Frequent  attacks.  6.  Coronary  throm- 
bosis (a  histor}'  of).  7.  Electrocardiographic  evi- 
dence of  intraventricular  or  auriculoventricular 
block.  8.  Poor  heart  sounds. 

The  treatment  of  cardiac  asthma  has  been  ad- 
mirably discussed  by  Weiss  and  Robb^®  in  a special 
article  for  the  Medical  Clinics  of  North  America, 
and  what  follows  has  been  largely  taken  from  their 
article.  They  divide  their  discussion  into  two  parts, 
the  treatment  of  the  attack  and  preventive  treat- 
ment. For  the  attack  a large  number  of  different 
drugs  have  been  used  but  we  could  throw  them 
all  away  except  morphine  with  no  harm  to  the 
patient.  It  is  a specific.  Palmer  and  ^^’hite®  state 
that  if  morphine  fails  to  relieve  an  attack  of  ]iar- 
oxysmal  dyspnea  in  a patient  past  40  it  is  almost 
surely  an  allergic  asthma.  It  seems  to  me  that 
this  is  not  as  accurate  from  a differential  diagno.'^- 
tic  standpoint  as  saying  that  if  epinephrine  alone 
fails  to  relieve  the  asthma  it  is  almost  surely  car- 
diac asthma.  The  mechanism  by  which  morphine 
gives  relief  was  for  a long  time  obscure,  but  can 
be  satisfactorily  explained  now.  In  an  attack  of 
cardiac  asthma  there  seems  to  be  a vicious  circle 
in  that  engorgement  of  the  alveolar  vessels  plus 
a heightened  stimulus  to  the  cough  and  respirator)- 
centers  cause  increased  respiratory  effects.  This  in 
turn  causes  an  increased  inflow  of  venous  blood 
to  the  pulmonary  circuit,  thus  increasing  the  pul- 
monar)’  congestion  and  the  stimulus  to  respiration. 
Morphine  breaks  this  circle  by  depressing  the  res- 
piratory center.  A small  dose  of  morphine  or 
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codeine  at  night  will  prevent  an  attack  and  the 
mechanism  here  is  the  same. 

Other  drugs  of  value  in  the  order  of  their  im- 
portance are: 

1.  Cardiac  stimulants  such  as  ouabaine,  digitalin, 
coramine,  all  best  given  intravenously.  One 
should  not  use  the  powerful  drug,  ouabaine,  in  a 
case  that  has  had  an  appreciable  amount  of  dig- 
italis within  the  previous  ten  days.  2.  Nitrogly- 
cerine. 3.  Oxygen.  4.  Epinephrine.  5.  Atropine. 

The  mechanism  of  their  action  will  not  be  dis- 
cussed. 

Certain  physical  measures  are  of  great  value. 
These  are: 

1.  An  upright  or  sitting  posture.  Often  the 
patients  prefer  to  sit  on  the  side  of  the  bed  or  a 
chair  and  lean  forward.  This  aids  in  breathing 
which  is  largely  of  the  diaphragmatic  type.  It 
has  been  shon-n  that  the  vital  capacity  in  the  up- 
right position  is  5 to  10  per  cent  more  than  in  the 
reclining  one,  the  reason  being  the  shift  of  blood 
from  the  thorax  by  gravity. 

2.  Phlebotomy  and  the  rapid  removal  of  500 
to  600  c.c.  of  blood.  If  this  is  done  and  the  facili- 
ties are  available  the  blood  should  be  citrated,  saved 
and  replaced  later,  unless  the  patient  is  a full- 
blooded  plethoric  individual  in  whom  it  might  be 
beneficial  to  take  some  blood. 

3.  Tourniquets  to  the  four  extremities.^^  This 
procedure  might  be  termed  internal  phlebotomy.  It 
is  probable  that  in  cardiac  asthma  there  is  a con- 
traction of  the  venules  and  veins  in  the  peripheral 
circulation.  During  the  attack  the  peripheral  veins 
are  usually  collapsed.  Evidence  of  vasomotor  nerv'es 
to  the  venules  has  been  obtained  by  Ellis,  Robb 
and  Weiss.^  With  the  aid  of  tourniquets  we  can 
shunt  a large  amount  of  blood  from  the  central 
part  of  the  body  to  the  extremities.  This  takes 
blood  from  the  pulmonary  circulation  and  allows 
the  left  ventricle  to  catch  up  with  its  work.  I 
have  seen  this  have  a beneficial  effect  very  quickly. 
It  is  a simple  procedure  and  easy  to  apply.  If 
blood  pressure  cuffs  are  available,  they  are  inflated 
to  a point  just  above  the  diastolic  pressure.  If 
they  are  not,  then  smooth  towels  tied  firmly  around 
the  upper  arms  and  thighs  will  answer  the  purpose. 

4.  Right  vagal  pressure  is  said  to  be  of  value 
by  depressing  the  vagus.  I have  had  no  experience 
with  this  procedure  but  it  may  be  tried  in  the  mild 
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What  can  we  do  to  prevent  a patient  liaving  these 
distressing  attacks? 

1.  Rest  and  digitalization.  It  is  best  to  keep  a 
patient  in  bed  for  a period  of  two  to  three  weeks, 
perhaps  longer,  following  an  initial  attack  of  car- 
diac asthma.  We  should  consider  this  as  an  evi- 
dence of  heart  failure  (left  ventricle  failure) 
and  rest  is  indicated.  Digitalis  in  full  doses  may 
strengthen  the  heart  and  prevent  attacks.  Ex- 
citement, particularly  in  the  evening,  should  be 
avoided.  Over-eating  and  over-exertion  are  likewise 
harmful. 

2.  Restriction  of  fluids  and  diuretics.  Fluid 
restriction  after  5 p.  m.  is  of  value  in  preventing 
attacks  and  diuretic  drugs  aid  in  reducing  the 
edema  fluid  in  the  tissues.  Theobromine,  theocin, 
salyrgan  may  be  used.  These  drugs  are  of  most 
value  in  cases  with  obvious  edema  but  should  be 
tried  anyhow  for  their  effect  on  relieving  the  pul- 
monary edema  and  engorgement. 

3.  Sedatives  at  night.  The  barbital  derivatives 
and  especially  codeine  or  morphine  will  often  pre- 
vent attacks  by  lowering  the  excitability  of  the 
respiratory  center.  A small  dose  of  morphine  (1/8 
gr.)  in  the  evening  will  frequently  abolish  nightly 
attacks. 

4.  Drugs  acting  on  the  coronary  and  peripheral 
arteries.  The  best  of  these  to  try  is  aminophyllin 
1-1/2  gr.  t.  i.  d.  but  if  the  stomach  will  not  toler- 
ate this  we  may  try  theocin,  sodium  nitrite  or 
erythroltetranitrate.  Alcohol  may  be  of  benefit  in 
mild  cases. 

5.  Intravenous  glucose.  This  has  been  recom- 
mended as  of  value,  given  in  doses  of  50-100  cc. 
of  50  per  cent  of  solution  intravenously  every  day 
for  three  or  four  days.  It  presumably  improves 
the  nutrition  of  the  myocardium. 

6.  High  protein  diet  in  cases  where  there  is 
reason  to  believe  the  blood  proteins  are  depleted  or 
where  laboratory  tests  have  shown  this  to  be  the 
case. 

7.  Periodic  venesection  in  cases  with  hyper- 
tension and  no  anemia. 

Summary 

Paroxysmal  cardiac  dyspnea  or  cardiac  asthma 
is  a definite  clinical  syndrome,  due  to  acute  fail- 
ure of  the  left  ventricle,  or  to  a temporary  imbal- 
ance between  the  right  and  left  ventricles.  It  is 
seen  most  frequently  in  patients  with  hypertensive 
heart  disease,  coronary  sclerosis  or  both.  The 


prognosis  is  poor  as  to  duration  of  life  although 
the  attack  it.self  seldom  proves  fatal.  The  best 
treatment  for  the  attack  is  morphine  sulphate  1 /4 
grain  hypodermically  plus  the  application  of  tour- 
niquets to  the  four  extremities.  Coramine  intra- 
venously may  be  given  too.  Following  the  first 
attack  the  patient  should  have  a long  bed  rest, 
be  digitalized,  have  diuretic  and  vasodilator  drugs, 
and  sedatives  at  night.  They  should  be  cautioned 
to  avoid  over-exertion,  over-eating  and  excitement, 
especially  in  the  evening. 
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PULMONARY  TUBERCULOSIS  AND  PRIMARY  CARCINOMA  OF 
THE  LUNG;  REPORT  OF  TWO  CASES.* 


Kinloch  Nelson,  M.  D.. 

Richmond,  Va. 


Practically  all  students  of  cancer  and  tuberculosis 
either  praise  or  blame  Rokitanski  for  being  the  orig- 
inal advocate  of  the  doctrine  that  these  diseases  are 
somehow  antagonistic.  Since  his  time  attempts  to 
prove  or  disprove  this  dictum  have  been  made  in 
three  ways:  (1)  The  consideration  of  large  series 
of  cases,  chiefly  autopsy  material,  by  various  statis- 
tical methods;  (2)  animal  experimentatation ; and 
(3)  reports  of  cases. 

1.  Statistical  Studies:  Efforts  along  this  line 
have  yielded  conflicting  conclusions:  thus  Pearl,^ 
Hueper,^  and  Cleland®  found  that  some  antagonism 
between  cancer  and  tuberculosis  did  exist;  on  the 
other  hand.  Wolf  (quoted  by  Ewing^),  Wilson  and 
Maher,^  and  others  showed  that  tuberculosis  seemed 
to  predispose  to  cancer,  at  least  to  certain  t}pes  in 
certain  organs;  between  these  two  opposed  views 
lie  the  observations  of  Carlson  and  Bell,®  and  For- 
tune' who  concluded  that  no  particular  relationship 
between  these  two  diseases  could  be  demonstrated. 

2.  Auimal  Experiments : In  this  field  the  few 
experiments  performed  have  yielded  even  more  con- 
fusing, if  not  directly  conflicting,  data:  Centanni 
and  Rezzesi*  found  that  tubercle  bacilli  retarded  or 
prevented  the  growth  of  transplanted  adenocarcinoma 
in  mice;  on  the  contrar}-  Cherr}®  obseiA'ed  that  spon- 
taneous cancer  seemed  to  develop  more  readily  in 
mice  inoculated  with  tubercle  bacilli  than  in  those 
not  so  inoculated. 

3.  Reports  of  Cases:  Whatever  may  be  the 

relationship,  if  any,  between  cancer  and  tubercu- 
losis in  general,  many  workers^®’  have  sho^^■n 

that,  in  the  light  of  generally  accepted  pathological 
and  clinical  standards,  they  repeatedly  occur  in  the 
same  individual  and  in  the  same  organs  of  the  same 
individual.  Despite  rather  numerous  recent  re- 
ports, certain  instances  of  their  combined  occurrence 
in  the  same  organ  seem  relatively  rare.  Thus 
Cooper^^  in  1932  was  able  to  collect  only  thirty-nine 
cases  of  pulmonary  tuberculosis  and  primary  car- 
cinoma in  the  same  lung.  Since  that  time  some  six- 

•Read  at  the  meeting  of  the  American  Society  for  the 
Study  of  Neoplastic  Diseases  in  Washington,  D.  C., 
September  6,  1935. 


teen  to  twenty  cases  have  been  added  by  Fried,^® 
Graham,^®  and  others.^’^-  In  this  particular 

connection  we  are  reporting  two  cases. 

Case  Reports 

Case  I. — A sixty-year-old  married  American 
farmer,  admitted  in  March,  1931,  complained  of 
indigestion,  cough,  and  loss  of  weight.  His  present 
illness  dated  back  many  years  to  some  indefinite 
time  when  he  suffered  an  acute  attack  of  right  lower 
abdominal  pain.  Following  recovery  from  this, 
tenderness  was  noted  in  the  right  upper  abdomen. 
During  the  next  several  years  this  tenderness  was 
present  at  times,  occasionally  being  quite  severe  and 
associated  with  epigastric  distress,  relieved  by  drink- 
ing milk.  No  especial  change  took  place  until  1930, 
when  he  began  to  be  troubled  with  constipation  also. 

Six  months  before  admission  a dry  cough  and 
indefinite  chest  pain  developed.  The  digestive  dis- 
turbance persisted. 

Several  weeks  before  admission  the  cough  became 
worse  and  small  amounts  of  mucoid  sputum  were 
raised.  There  was  no  hemoptysis.  Occasionally  a 
wheezing  sensation  in  the  chest  was  noted.  The 
abdominal  discomfort  was  more  aggravated,  trou- 
bling him  chiefly  as  a gnawing  feeling  in  the 
epigastrium  accompanied  by  some  tenderness  in  that 
region.  .\cid  and  greasy  foods  made  this  worse. 
These  symptoms  continued  and  in  addition  he  felt 
generally  weak  and  pepless  with  a tendency  to  trem- 
ulousness of  the  hands. 

Five  days  before  admission  he  became  nauseated 
and  vomited  several  times.  No  blood  or  coffee- 
ground  material  was  seen  in  the  vomitus.  There 
had  been  a weight  loss  of  from  six  to  eight  pounds. 

The  family  history,  marital  histor}',  habits,  and 
occupation  presented  no  additional  significant  facts 
except  that  his  wife  was  said  to  be  a case  of  arrested 
pulmonary  tuberculosis. 

The  past  history  was  unessential  except  for  a 
nocturia  of  three  to  four  times  for  several  years 
without  recent  change. 

Physical  examination  showed  a robust,  healthy- 
looking  man,  5 feet  9 inches  tall,  weighing  154  lbs. 
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The  positive  physical  findings  were  chronically  in- 
fected tonsils,  oral  sepsis,  and  several  small  internal 
hemorrhoids. 

Laboratory  studies  were  normal  except  for  a free 
hydrochloric  acid  of  fifty  and  a total  acid  of  sixty- 
two  in  the  gastric  contents  following  the  Ewald 
meal.  No  sputum  was  obtained.  A cholecystogram 
(oral  dye)  showed  a suggestive  but  not  definitely 
pathological  gall-bladder. 

Diagnoses  were  oral  sepsis,  chronically  infected 
tonsils,  gastric  hyperacidity,  chronic  cholecystitis(  ?), 
hemorrhoids,  and  prostatic  obstruction ( ?). 

His  teeth  were  given  the  proper  attention  and 
certain  changes  in  his  diet  advised.  Six  weeks  later 
he  returned  feeling  considerably  improved,  having 
gained  three  pounds. 

On  May  22,  1931,  ten  weeks  after  the  original 
observation,  he  again  returned,  complaining  of  gen- 
eralized weakness  and  difficulty  in  saying  what  he 
intended.  The  right  hand  and  leg  seemed  partic- 
ularly weak.  The  cough  had  recurred  and  was 
worse.  Small  amounts  of  blood-tinged  sputum  were 
gotten  up  at  times. 


Fig.  I. — Chest  X-ray  (5-22-31)  showing  large  shadow  rad- 
iating out  from  left  hilum. 

The  physical  examination  led  to  the  diagnoses 
of  some  lesion  involving  the  left  motor  region  of 
the  brain  and  an  abnormal  area  in  the  left  upper 
chest  suggesting  either  encapsulated  fluid  or  a solid 
mass.  The  laboratory  studies  including  two  sputa 
were  negative.  Spinal  fluid  was  normal  except  for 
the  gold  curve  of  1123310000. 


X-rays  of  the  skull  were  negative.  Films  of  the 
chest  showed  a condition  thought  to  be  an  infiltrat- 
ing type  of  cancer  of  the  left  lung.  Gumma,  ac- 
tinomycosis, and  non-specific  spirochetal  infection 
were  considered  as  possibilities.  (Figure  I.) 

Although  carcinoma  of  the  lung  with  cerebral 
metastasis  seemed  to  be  the  most  reasonable  diag- 
nosis, a rib  resection  was  planned  on  the  “off 
chance”  that  the  pulmonary  condition  might  be  an 
empyema.  While  the  family  deliberated  over  the 
question  of  operation  the  patient  rather  suddenly 
became  worse  on  the  morning  of  May  30,  1931. 
Respiration  and  pulse  were  quite  rapid.  Cyanosis 
was  marked.  Coarse  rales  developed  over  the  en- 
tire left  chest  and  death  occurred  at  6:00  P.  M. 
A second  X-ray  taken  shortly  before  death  showed 
a marked  increase  in  the  process  in  the  left  lung. 
(Figure  II.) 


Fig.  11. — Chest,  X-ray  (.5-30-31)  showing  marlced  increase  in 
size  of  original  shadow. 

The  premortem  diagnosis  was  primary  carcinoma 
of  the  left  lung  with  cerebral  metastasis. 

Postmortem : Examination  of  the  abdominal  or- 
gans was  negative  except  for  general  chronic  pas- 
sive congestion  and  two  small,  whitish  yellow,  firm 
nodules  on  the  surface  of  the  liver. 

The  heart  was  apparently  enlarged  and  the  heart 
muscle  was  flabby.  The  endocardium  was  thick 
and  fibrous  with  a very  definite  thickening  of  the 
mitral  valve. 

The  left  pleural  cavity  contained  a moderate 
amount  of  thin  blood-tinged  fluid.  The  entire  right 


Virginia  Medical  Monthly 


I December, 


lung  and  the  lower  lobe  of  the  left  lung  showed 
nothing  remarkable.  The  upper  lobe  of  the  left 
lung  was  adherent  to  the  parietal  pleura.  Its  sur- 
face presented  a hob-nailed  roughened  appearance. 
In  the  apical  region  there  were  many  small  hard 
nodules  considered  to  be  old  tubercles.  The  cut 


Fipr.  III. — Tangential  section  of  upper  lobe  of  left  lung 
showing  large  tuberculous  cavity  (A),  and  adjacent  car* 
cinoma  (B). 


surface  had  a mottled  appearance  and  there  were 
areas  of  caseation  varjdng  in  size  from  a pin  head 
to  a French  pea.  At  the  apex  there  was  a cavity, 
5x4x4  cms.,  with  a thick  hbrous  wall.  Radiating 
out  from  the  main  bronchus  there  were  numerous 
hard  whitish  masses  quite  different  in  appearance 
from  those  seen  at  the  extreme  apex.  (Figure  III.) 


F'ig.  IV. — Photomicrograph  showing  structure  of 
adenocarcinoma. 


Microscopic  examination  showed  a fibrotic  tuber- 
culosis with  tendency  to  caseation.  Tubercles  in  all 
stages  of  formation  were  present.  The  nodules  radi- 
ating from  the  main  bronchus  showed  adenocar- 
cinoma apparently  arising  from  bronchial  epithe- 
lium. (Figures  IV,  V,  and  VI.) 


Fig.  V. — Photomicrograph  showing  early  tubercle  with  cen- 
tral giant  cell  on  right  and  malignant  cells  with  cross-cut 
pseudo-glandular  formation  on  left. 

The  areas  in  the  surface  of  the  liver  had  this 
same  appearance. 

Final  diagnoses  were:  1.  Primary  bronchogenic 
adenocarcinoma  of  the  upper  lobe  of  the  left  lung 
with  metastases  to  the  liver  and  probably  to  the 
brain.  This  last  was  uncertain  since  permission  to 
open  the  skull  was  not  granted.  2.  Fibro-caseous 
tuberculosis  of  the  upj>er  lobe  of  the  left  lung. 

Case  II. — A fifty-nine-year-old  married,  Amer- 
ican, insurance  man,  first  seen  in  January,  1935, 
complained  of  backache  and  pain  around  the  left 
chest  at  the  nipple  level  of  about  one  year’s  dura- 
tion. His  present  illness  began  in  IMarch,  1934, 
when  he  was  troubled  by  paroxysms  of  pain  along 
the  middle  and  lower  portion  of  the  left  side  of  the 
face.  There  was  no  pain  in  his  ear  or  mouth. 
These  pains  increased  in  frequency  and  severity 
until  he  was  constantly  uncomfortable  and  had  to 
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take  large  amounts  of  codeine  and  empirin  for  re- 
lief. Thorough  medical  and  neurological  study 
elsewhere  afforded  no  explanation  for  these  pains. 
Following  a trip  to  Florida  they  gradually  cleared 
up  and  he  felt  fairly  well  until  July,  1934,  six 
months  before  admission,  he  began  to  have  quite 


Fig.  VI. — Photomicrograph  showing  fibroid  tubercles  (A) 
aiid  malignant  cells  (B). 

similar  pains  through  his  back  in  the  left  scapular 
region  and  around  the  lateral  thoracic  wall  to  the 
region  of  the  left  nipple.  These  chest  pains  in-  “ 
creased  in  frequency  and  severity  until  they  were 
constantly  present  and  well-nigh  unbearable,  pre- 
venting rest,  sleep,  and  eating.  Large  quantities 
of  codeine,  empirin,  and  other  similar  drugs  were 
taken  without  any  particular  relief.  On  one  or  two 
occasions  the  chronic  cough  from  which  he  had 
suffered  for  many  years  yielded  small  amounts  of 
blood-streaked  sputum. 

Shortly  before  admission  he  became  quite  weak 
and  pepless  and  a slight  hoarseness  developed. 
There  had  been  a weight  loss  of  twenty-five  pounds 
over  a period  of  eight  to  ten  months.  X-ray  studies 
of  the  lungs  and  spine  in  another  laboratory  two 
months  before  admission  were  negative. 

Other  history  was  essentially  negative. 


Physical  examination  showed  a markedly  emaci- 
ated and  weak  middle-aged  man.  No  abnormal  find- 
ings were  elicited  beyond  a paralysis  of  the  left 
vocal  cord.  There  was  no  sensory  disturbance  in 
the  skin  over  the  area  of  distribution  of  the  chest 
pain. 

Laboratory  studies  discovered  a marked  second- 
ary anemia;  hemoglobin  40  per  cent;  red  blood  cells 
2,900,000;  and  a non-protein  nitrogen  of  42.  The 
urine  contained  a large  trace  of  albumen,  five  to  ten 
red  blood  cells  to  the  high  power  field,  many  hy- 
aline and  occasional  granular  and  epithelial  casts. 

Roentgenograms  of  the  spine  and  chest  were  nor- 
mal. (Figure  VII.) 


Fig.  VII. — Chest  X-ray  (1-18-35)  considered  to  be  within 
normal  limits. 

Diagnoses  were:  1.  secondary  anemia;  2.  paraly- 
sis of  the  left  vocal  cord;  and  3.  unexplained  left 
chest  pain. 

During  the  next  several  months  there  was  marked 
advance  in  the  weakness  and  emaciation  with  an 
increase,  if  anything,  in  the  severity  of  the  pain. 
The  blood  condition  improved  slightly  at  first  on 
iron  and  liver  medication  but  soon  returned  to  its 
previous  level.  He  took  little  nourishment  and  slept 
practically  none.  At  times  there  were  nausea  and 
vomiting.  The  condition  of  the  left  vocal  cord 
was  unchanged. 

About  the  middle  of  March,  1935,  three  months 
after  the  original  examination,  his  customary  cough 
gradually  became  much  worse  and  was  productive 
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of  large  amounts  of  mucoid  sputum,  occasionally 
streaked  with  blood.  E.xamination  of  the  chest 
showed  only  occasional  wheezing  rales.  The  chest 
pain  was  unchanged.  Large  amounts  of  opiates 
were  required  for  relief. 

By  April  12,  1935,  his  condition  was  extreme 
and  on  that  day  a pericardial  friction  rub  was  heard. 
The  sputum  showed  an  occasional  acid  fast  bacillus. 
X-ray  examination  of  the  lungs  was  repeated  and 
was  again  negative.  (Figure  VIII.)  Death  oc- 
curred on  April  15,  1935. 


Fig.  VIII. — Chest  X-ray  (4-9-35)  considered  to  be  within 
normal  limits.  (Magnification  of  heart  and  aorta  due  to 
fact  that  films  were  made  with  portable  machine  at  dis- 
tance of  30  inches,  patient  on  back  in  bed.) 

After  four  months  of  continuous  observation  no 
premortem  diagnosis  had  been  made.  The  occasional 
acid  fast  bacillus  in  the  sputum  suggested  tuber- 
culosis yet  such  a diagnosis  as  a cause  of  death 
hardly  seemed  justified  in  the  face  of  normal  chest 
films.  For  similar  reasons  the  diagnosis  of  primari- 
carcinoma  of  the  lung  was  not  particularly  favor- 
ably considered.  There  was  a terminal  acute 
pericarditis. 

Postmortem:  Abdomen: — The  liver  was  consid- 
erably enlarged  and  extended  to  the  level  of  the 
umbilicus.  There  were  fibrous  adhesions  between 
the  coils  of  intestines.  The  spleen  was  quite  large 
and  contained  several  small,  hard,  whitish  nodules 
thought  to  be  calcified  tubercles.  The  kidneys  were 
enlarged  and  engorged.  The  other  abdominal  or- 
gans were  not  remarkable. 


Both  layers  of  the  pericardium  were  markedly 
thickened  by  fresh  fibrinous  exudate.  The  myo- 
cardium was  flabby. 

The  right  lung  was  large  and  edematous.  There 
were  several  small,  calcified  nodules  in  its  apex. 
Discrete  areas  of  broncho-pneumonia  were  present. 
In  the  mediastinum  there  was  a hard,  irregular  mass 
of  enlarged  glands  about  the  size  of  an  egg.  In  the 
left  lung  near  the  hilum  there  was  an  irregular, 
hard,  whitish  mass  which  extended  backward  to  the 
spinal  column.  The  lung  in  this  region  was  sep- 
arated from  the  spine  with  great  difficulty,  leaving  a 
large  portion  of  this  mass  attached  to  dorsal  verte- 
brae two  to  five.  In  the  middle  of  this  mass  there 
were  areas  of  caseation.  At  the  apex  several  small 
hard  nodules  were  found. 

Microscopically  the  parenchymatous  organs  in 
general  showed  cloudy  swelling.  Throughout  the 
body  there  were  small  abscesses  suggesting  a ter- 
minal blood-stream  infection.  The  pericardium 
show'ed  acute  pericarditis. 


Fig.  IX. — Photomicrograph  showing  structure  of 
adenocarcinoma. 


The  large  mass  in  the  left  hilum  was  adenocar- 
cinoma, apparently  bronchial  in  origin.  (Figure 
IX. ) .\reas  of  caseation  were  much  in  evidence. 
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Fig.  X.— Photomicrograph  showing  caseous  material  (A) 
and  malignant  cells  (B). 


Fig.  XI. — Photomicrograph  showing  caseating  tubercle. 
Note  radial  arrangement  of  fibroblastic  cells  (lower  left) 
and  collections  of  lymphoid  cells  (upper  and  lower  right). 


some  having  a radial  arrangement  of  jieripheral 
fibroblastic  tissue  as  is  commonly  seen  in  tuber- 
culosis. (Figures  X and  XL)  However,  no  giant 
cells  could  be  found. 

Final  diagnoses  were:  1.  Primary  bronchogenic 
adenocarcinoma  of  the  left  lung  with  metastasis  to 
the  mediastinal  lymph  glands  and  extension  to  the 
dorsal  spine.  In  view  of  the  paralysis  of  the  left 
vocal  cord,  involvement  of  the  left  recurrent  laryn- 
geal nerve  seemed  probable.  However,  this  was 
not  demonstrated  anatomically.  2.  Fibro-caseous 
pulmonary  tuberculosis  of  the  left  lung.  3.  Ter- 
minal broncho-pneumonia,  acute  pericarditis,  and 
septicemia. 


Conclusion 

Two  men,  one  fifty-nine  and  the  other  sixty, 
showing  bronchogenic  adenocarcinoma  of  the  left 
lung  have  been  described. 

In  Case  I postmortem  examination  showed  un- 
doubted tuberculosis  (not  previously  suspected)  im- 
mediately adjacent  to  the  cancer.  Tubercle  bacilli 
were  not  found.  In  Case  II  the  pathological  find- 
ings, though  somewhat  indefinite,  leave  little  doubt 
that  tuberculosis  was  present  side  by  side  with 
cancer.  In  this  patient  acid  fast  organisms  oc- 
curred in  the  sputum ; the  premortem  diagnosis  of 
tuberculosis  was  entertained  but  scarcely  accepted, 
certainly  not  as  a cause  of  death;  in  fact  not  even 
the  cancer  itself  was  discovered  prior  to  autopsy. 

Bibliography 

1.  Pearl,  R.:  Cancer  and  Tuberculosis,  Am.  J.  Hy- 

giene, 9:97,  1929. 

2.  Hueper,  W.  C. : Tuberculosis  and  Cancer,  Am.  Rev. 

Tuberc.,  22:271,  1930. 

3.  Cleland,  J.  B.:  Malignant  Growths  and  Tuber- 

culosis, Proc.  Royal  Soc.  Med.,  23:1249,  1929-30. 

4.  Ewing,  J.:  Neoplastic  Diseases,  Philadelphia,  W. 

B.  Saunders  & Co.,  1928,  page  852. 

5.  Wilson,  E.  B.,  and  Maher,  H.  C. : Cancer  and 

Tuberculosis  with  Some  Comments  on  Cancer  and 

Other  Diseases,  Am.  J.  Cancer,  16:227,  1932. 

6.  Carlson,  H.  A.,  and  Bell,  E.  T.;  A Statistical  Study 

of  the  Occurrence  of  Cancer  and  Tuberculosis  in 

11,195  Postmortem  Examinations,  J.  Cancer  Re- 
search, 13:126,  1929. 

7.  Fortune,  C.  H.:  A Statistical  Study  of  the  Coin- 

cidence of  Malignancy  and  Tuberculosis,  Ann. 

Int.  Med.,  3:495,  1929. 

8.  Centanni,  E.,  and  Rezzesi,  F. : Experiments  on 

Antagonism  of  Tuberculosis  and  Cancer,  Riforma 

Med.,  42:195,  1926.  (Quoted  by  Carlson  and  Bell.) 


536 

9.  Cherry,  T. ; The  Tubercle  Bacillus  and  Cancer  in 
Mice,  Med.  J.  Australia,  1:160,  1929.  (Quoted  by 
Carlson  and  Bell.) 

10.  Broders,  A.  C. : Tuberculosis  Associated  with 

Malignant  Neoplasia,  J.  A.  M.  A.,  72:390,  1919. 

11.  Matz,  P.  B. : The  Coincidence  of  Malignancy  and 

Tuberculosis,  V.  S.  Vet.  Bur.  Med.  Bull.,  6:939, 
1930. 

12.  Meagher,  R.,  and  Eisenhardt,  L. : Intracranial  Car- 

cinomatous Metastases  with  Note  on  Relation  of 
Carcinoma  and  Tubercle,  Ann.  Surg.,  93:132,  1931. 

13.  Cabot  case  No.  18482:  An  Unusual  Association  of 

Two  Lung  Disease  Processes,  Nevj  Eng.  J.  Med. 
207:993,  1932. 

14.  Cooper,  F.  G.:  The  Association  of  Tuberculosis 

and  Carcinoma,  Am.  Rev.  of  Tuberc.,  25:108,  1932. 

15.  Fried,  B.  M. : Bronchiogenic  Cancer  Combined  with 


[December, 

Tuberculosis  of  the  Lungs,  Am.  J.  Cancer,  23:247, 
1935. 

16.  Graham,  E.  A.:  Pulmonary  Tuberculosis  Combined 

with  Carcinoma  of  Lung,  J.  Mo.  Med.  Asso.,  26:70, 
1929. 

17.  Derischanoff,  S.  M.:  Simultaneous  Occurrence  of 

Cancer  and  Tuberculosis  in  Lungs  of  Young  In- 
dividuals. Ztschr.  f.  Krebsforsch,  26:263,  1928. 
Abs.  J.  A.  M.  A.,  90:  1915,  1928. 

18.  Pardal,  R.,  Ferrari,  R.  C.,  and  Itoiz,  A.:  Carcinoma 

of  Apex  of  Lung  with  Vertebral  Metastasis,  Nerve 
Compression  Syndromes  and  Coexistent  Tubercu- 
losis, Semana  Med.,  2:1409,  1933.  Abs.  .4m.  J. 
Cancer,  22:938,  1934. 

19.  Schneider,  L.  V.:  Tuberculosis  and  Malignant  Neo- 

plasia; Report  of  Seven  Cases,  .4  m.  Rev.  of 
Tuberc.,  20:271,  1929. 

McGuire  Clinic. 


Virginia  Medical  Monthly 


SOME  OBSERVATIONS  ON  THE  ART  OF  THE  PRACTICE  OF  MEDICINE.* 


William  Berry  Marbury,  M.  D.,  F.  A.  C.  S., 

Washington,  D.  C. 


John  Cowper  Powys,  in  his  little  book,  “The 
Art  of  Happiness,”  says  that  if  you  have  a task  to 
perform  for  which  3'ou  feel  particularly  unfitted, 
think  of  j'ourself  as  going  to  your  death,  trudging 
along  the  .weary  way  where  every  leaf  and  stone 
is  heavy  with  the  autumn  dripping  gloom.  As 
everything  that  happens  will  be  nullified  by  death, 
there  can  be  no  aftermath,  no  recrimination.  In 
contrast  with  this  attitude,  anjlhing  would  take  on 
a brighter  aspect;  for  where  little  is  expected, 
there  is  little  disappointment.  It  was  somewhat  in 
this  attitude  that  I approached  the  writing  of  a 
presidential  address,  a task  for  which  I feel  particu- 
larly unworthy  when  I remember  those  who  have 
preceded  me  in  this  office.  Without  my  going  to 
the  extreme  of  d}ing,  may  I ask  that  you  over- 
look the  shortcomings  of  these  efforts. 

Surgery  and  Medicine 

Medicine  and  surgery  had  their  common  ances- 
try in  Hippocrates,  but  surgerj^  was  pronounced  a 
bastard  when,  in  the  thirteenth  century,  a Papal 
Bull  decreed  that  the  monks  (the  surgeons  of  those 
days)  should  not  participate  in  the  shedding  of 
blood.  Not  for  200  years  and  more  did  surgery, 
according  to  Cushing,  climb  to  some  degree  of  dis- 
tinction by  means  of  the  barber’s  pole.  With  this 

•Presidential  Address  read  before  the  Clinical  Patholog- 
ical Society  of  Washington,  D.  C.,  May  19,  1936. 


division  and  the  inferior  status  of  surgery  as  a 
background,  it  is  not  surprising  that  there  has  been 
a hiatus  between  the  two,  which  at  times  is  obliter- 
ated only  to  appear  again.  It  is  as  recently  as  the 
last  fifty  years,  since  the  work  of  Pasteur  and  Lister, 
both  of  whom  were  living  in  the  span  allotted  to 
many  of  our  present-day  confreres,  that  surgery  has 
ceased  to  be  the  red-headed  step-child.  Growing 
so  precociously  from  infancy  to  maturity  in  a single 
generation,  is  it  any  wonder  that  medicine  looks 
upon  his  younger  brother  as  being  a bit  of  an  up- 
start? The  psychologists  would  explain  this  “up- 
startishness”  on  the  basis  of  an  inferiority  complex 
with  a co-existing  over-compensation.  If  such  a 
divergence  exists,  and  it  is  hard  to  overlook  the 
fact,  it  is  regrettable.  The  ideal  situation  would 
be  for  every  surgeon  to  be  partly  a medical  man 
and  every  medical  man  partly  a surgeon.  This, 
of  course,  to  apply  only  to  a common  point  of  view 
and  manner  of  thinking.  In  this  dual  union  some 
of  our  definitely  surgical  conditions  would  come  to 
operation  sooner  and  our  definitely  medical  condi- 
tions would  escape  operation  altogether. 

A difference  of  opinion  is  seen  not  so  much,  pos- 
sibly, in  the  treatment  of  acute  conditions  as  of 
chronic.  There  is  not  much  divergence  of  opinion 
at  the  present  time  in  regard  to  appendicitis  but 
considerable  in  regard  to  the  diseased  gall-bladder. 
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The  former  usually  comes  to  operation  as  soon  as 
the  diagnosis  is  made,  but  the  latter  often  drags 
along  for  years,  sometimes  until  the  risk  at  opera- 
tion is  more  than  a reasonable  one.  Rehfuss,  of 
Philadelphia,  is  of  the  opinion  that  nearly  all  gall- 
bladders can  be  handled  medically,  whereas  Lahey 
contends  that  the  effect  of  a diseased  gall-bladder 
on  the  liver  should  be  viewed  much  as  is  the  effect 
of  a toxic  thyroid  on  the  heart.  It  is  not  always 
the  question  whether  a patient  can  endure  to  live 
with  his  gall-bladder,  but  whether  he  can  live  com- 
fortably with  it.  The  medical  man  who  believes 
that  resorting  to  surgery  is  an  admission  of  failure 
rather  than  an  added  therapeutic  measure  will  share 
with  the  surgeon  in  having  a high  operative  mor- 
tality. Maes,  of  New  Orleans,  says,  “Last  winter, 
within  ten  days,  I operated  on  three  desperately  ill 
patients.  The  first  was  a man  with  acute  appendi- 
citis who  had  been  treated  medically  for  two  days. 
The  second  was  a woman  with  obstructive  ma- 
lignancy of  the  colon  who  had  been  treated  for  con- 
stipation and  indigestion  for  three  years.  The  third 
patient,  also  a woman,  presented  a necrotic  bowel 
following  intussusception  and  had  been  treated  by 
colonic  irrigations  for  a week.  They  all  died,  and 
they  were  all,  naturally,  charged  against  me  as 
surgical  deaths.  I have  no  doubt  that  in  each  in- 
stance, had  my  course  been  different,  the  outcome 
might  have  been  happier;  but,  and  this  is  the  crux 
of  the  situation,  in  each  instance  I saw  the  patient 
only  after  medical  treatment  had  failed  to  effect 
a cure.”^  Without  multiplying  examples  and  dif- 
ferences of  opinion,  suffice  it  to  say  that,  unless 
the  surgeon  realizes  that  his  acute  abdomen  may 
be  a coronary  embolus,  and  the  physician  that  his 
intestinal  colic  may  be  appendicitis,  the  patient  is 
likely  to  suffer. 

The  Surgeon  and  His  Patient 

The  relation  between  the  physician  and  his  pa- 
tient is  an  old  one,  and  has  existed  of  necessity 
since  the  first  doctor  saw  his  first  patient,  long 
before  Hippocrates  ministered  to  the  Greeks.  Much 
has  been  written  concerning  the  relation  between 
the  physician  and  his  patient;  but  little  regarding 
the  surgeon  and  his.  It  may  be  that  the  surgeon 
is  not  supposed  to  have  any  patients  of  his  own; 
they  are  merely  lent  to  him  by  the  physician  for  a 
short  time  and  for  a specific  purpose.  Just  as 

1.  Maes,  Urban:  Of  Physicians  and  Surgeons  and  Their 
Mutual  Relations.  Am.  J.  Surg.,  10:1,  October,  1930. 


gastric  surgery  is  only  an  interlude  in  the  medical 
treatment,  so  the  surgeon’s  care  is  only  an  inter- 
lude in  the  doctor’s  possession.  Much  that  can  be 
said  concerning  the  physician  and  his  patient  ap- 
plies to  the  surgeon  also,  with  certain  differences. 
The  surgeon  often  sees  the  patient  during  his  most 
severe,  and  often  his  only  serious  illness.  The  sur- 
geon is  wished  on  him,  as  it  were,  by  circumstances. 
He  sees  him  during  a great  upheaval,  when  the  pa- 
tient is  obliged  to  go  to  the  hospital,  possibly  to 
face  an  operation.  Though  his  family  physician 
may  be  there  to  direct  and  comfort,  the  surgeon 
is,  for  the  time,  in  the  foreground.  It  is  he  who 
shoulders  a great  part  of  the  responsibility,  whether 
for  good  or  evil.  If  on  such  short  acquaintance, 
and  sometimes  it  is  a matter  of  only  a few  minutes 
or  hours,  the  surgeon  is  able  to  inspire  confidence 
and  assurance,  he  has  indeed  mitigated  to  some 
extent  the  dangers  of  a severe  operation  by  dispers- 
ing that  great  producer  of  shock — fear.  Malignant 
disease  is  handled  more  often  by  the  surgeon,  and 
it  often  becomes  his  painful  duty  to  pronounce  out 
loud  that  most  dreaded  of  all  words — cancer. 

This  brings  us  to  the  moot  question,  shall  we 
tell  our  patients  the  truth?  There  are  advantages 
and  disadvantages  on  each  side.  We  have  our  duty 
to  the  patient  himself  and  to  his  family,  as  well  as 
to  that  greater  family  of  patients.  If  we  assume 
that  in  this  or  that  individual  case  it  is  better  for 
the  patient  not  to  know  his  condition  and  so  lell 
him  a “white  lie,”  the  while  we  take  into  our  con- 
fidence the  immediate  members  of  his  family,  then 
we  must  realize  that  at  a later  time  if  one  of  these 
falls  sick  and  has  a suspicion  of  an  incurable  dis- 
ease, it  will  be  very  difficult  indeed  to  convince  him 
one  way  or  the  other,  even  though  he  is  being  told 
the  truth.  How  often  we  hear  a patient  say,  “Now 
doctor,  I want  you  to  tell  me  the  truth,”  as  if  the 
most  natural  thing  in  the  world  would  be  for  the 
doctor  to  tell  a lie.  When  I hear  a patient  say 
this,  I always  think  that  at  some  time  in  the  past 
he  has  seen  a member  of  his  family  carried  along 
on  falsehoods  and  evasions,  supposedly  for  his  own 
good.  Horsley  says,  “The  very  basis  of  scientific 
work  is  a search  for  truth,  and  surgeons  in  the 
operating  room  and  in  the  laboratory  cannot  con- 
sistently pursue  the  search  for  truth  while  in  their 
private  practice  they  are  suppressing  it.”^  The 
financier  or  business  man  is  honored  and  respected 

2.  Horsley,  J.  Shelton:  Shall  Surgeons  Tell  the  Truth? 
Surg.  Gyn.  and  Obst.,  49:133,  January,  1929. 
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for  his  veracity,  and  yet  most  of  us  have  heard  an 
indignant  relative  complain  bitterly  because  the 
doctor  told  Aunt  Lucy  that  she  had  heart  trouble. 
On  the  other  hand,  as  Balfour  says,  we  have  not 
the  right  to  take  away  from  a patient  what  he  lives 
on — Hope.  When  Pandora’s  box  closes  upon  Hope, 
this  is  a bleak  world  indeed,  unless,  perchance,  he 
has  already  caught  a glimpse  of  a better  world  and 
can  say  with  the  Psalmist,  “Heaven  is  my  home.” 

The  ethical  nature  of  this  question  of  truth  would 
seem  to  some  to  be  the  point  at  issue,  and  they  would 
decide  the  question  solely  upon  the  basis  of  right 
and  wrong.  Truth  is  the  only  justifiable  position 
under  all  circumstances,  they  say.  In  reading  Pro- 
fessor Royce’s  book,  “The  Philosophy  of  Loyalty,” 
one  is  forced  to  the  conclusion  that  the  only  thing 
that  one  can  be  constantly  loyal  to  is  loyalty.  So 
with  truth.  But  the  question  is  much  more  subtle 
than  such  an  inflexible  standard  would  presuppose. 
Vice-Chancellor  Knight-Bruce  said,  “Truth,  like 
other  good  things,  may  be  loved  unwisely,  may  be 
pursued  too  keenly,  may  cost  too  much.”®  It  is  a 
virtue  so  vital  that  its  purpose  may  better  be  con- 
served when  diluted  with  charity.  So,  whatever 
our  opinion  in  the  abstract  may  be,  it  will  be  well 
to  modify  it  at  time  to  suit  our  patient’s  needs. 
Two  persons  dying  of  cancer,  with  but  a few  months 
to  live,  will  react,  in  all  probability,  very  differently. 
One  may  be  kept  comfortable  and  happy  with 
morphine,  the  other  not.  One  may  be  kept  hopeful 
by  feeding  him  hope,  the  other  not.  Which  one  of 
us  has  not  seen  a patient  brought  to  the  zero  hour 
with  the  strong  conviction  that  he  was  getting  well? 
On  the  other  hand,  the  London  Clubman  in  Lock’s 
delightful  book,  “Simon  the  Jester,”  when  told  by 
his  doctor  that  he  had  less  than  six  months  to  live, 
buys  a ticket  to  the  continent  so  as  not  to  waste 
his  precious  moments  in  ennui,  and  possibly  also  to 
get  used  to  a warmer  climate.  Fortunate  is  the 
patient  whose  medical  adviser,  understanding  hu- 
man nature,  can  discriminate  with  penetrating  wis- 
dom between  the  needs  of  individual  patients. 
Probably  the  difference  between  a reprehensible  lie 
and  merely  a “white  lie”  is  whether  or  not  it  is 
told  for  personal  gain  or  aggrandizement.  Cer- 
tainly Sidney  Carton,  when  he  acted  his  lie,  did 
a “far,  far  greater  thing  than  he  had  ever  done.” 

It  has  been  stated  that  70  per  cent  of  the  pa- 
tients who  enter  a doctor’s  office  suffer  from  a 

3.  Quoted  by  Dawson,  Lord:  An  .Address  on  Profes- 
sional Secrecy.  Lancet,  202:619,  .April  1,  1922. 


neurosis.  The  surgeon  gets  a smaller  percentage, 
but  when  he  does  get  one  he  may  be  led  farther 
afield.  The  physician  can  treat  his  patient  for  an 
ailment  and  at  the  same  time  keep  a weather  eye 
on  any-  emotional  state  hovering  in  the  background. 
But  the  surgeon  may  be  called  on,  almost  at  a mo- 
ment’s notice,  to  decide  for  or  against  an  operation. 
In  the  past  many  of  the  non-symptom-relieving 
gastroenterostomies  were  done  in  cases  of  functional 
indigestion.  W’hat  surgeon,  if  he  has  lived  long 
enough,  has  not  seen  or  done  an  exploratory  laparot- 
omv  only  to  find  no  evidence  of  pathology  and  then 
had  his  patient  recover  with  rest  in  bed  and  relief 
from  extraneous  worries,  without  even  a medical 
sequela  to  excuse  the  operation.  I was  once  taken 
into  camp  by  a man  who  arrived  at  the  hospital  in 
great  distress.  His  story  was  that  he  was  driving 
from  Baltimore  to  Florida,  but  on  approaching 
Washington  he  was  taken  with  a violent  abdominal 
pain.  The  history',  physical  signs  and  previous 
operative  scars  led  me  to  believe  that  he  had  an  ob- 
struction. .At  operation  nothing  was  found  to  ac- 
count for  the  supposed  syiuptoms.  My  final  diag- 
nosis was  that  he  was  a malingerer  of  the  first 
water.  He  was  willing  to  go  through  a major  oper- 
ation for  a two-weeks’  stay  in  the  hospital.  .Al- 
though this  happened  a number  of  years  ago,  I 
still  recall  it,  probably  because,  instead  of  my  re- 
lieving him  of  any  patholog)’,  he  relieved  me  of 
tw’enty  dollars.  This  case  and  others,  which  would 
be  similar  to  it  except  that  they  did  not  come  to 
operation,  have  made  me  skeptical  of  certain  pa- 
tients with  one  or  more  abdominal  scars,  especially 
if  they  insist  on  “something”  for  the  relief  of  pain. 
That  “something”  generally  means,  of  course,  mor- 
phine. .A  more  common  type  is  the  patient  who  sub- 
consciously chooses  surgery  as  an  escape.  .A  nurse 
stayed  in  the  hospital  ward  two  weeks,  insisting 
that  she  must  be  operated  upon  for  the  relief  of 
severe  upper-abdominal  pain.  Roentgenograms  of 
the  gastro-intestinal  tract  and  gall-bladder  were  neg- 
ative. Closer  questioning  revealed  that  she  had 
graduated  from  an  unrecognized  training  school  and 
that  she  had  been  disappointed  in  not  getting  a po- 
sition which  she  wanted.  I do  not  think  that  this 
patient  was  consciously  malingering,  but  I am 
equally  convinced  that  surgery  would  not  have  bene- 
fited her. 

State  Medicine 

It  is  not  within  the  scope  of  this  paper  to  discuss 
the  pros  and  cons  of  state  medicine.  I want  only 
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to  register  my  personal  aversion  to  it,  and  to  express 
the  opinion  that  to  most  doctors  it  sounds  a discord- 
ant note.  My  nearest  approach  to  an  experience 
with  socialized  medicine  occurred  when  I was  a 
member  of  the  Police  and  Fire  Surgeons  of  a large 
city.  I came  in  contact  with  many  men  to  whom 
it  was  a pleasure  to  minister  and  for  whom  I had 
great  respect  and  even  admiration.  I was  fre- 
quently reminded,  however,  of  the  fact  that  my  ser- 
vices were  bought  and  paid  for  in  advance.  This 
was  particularly  true  of  the  families,  most  often  of 
the  wives,  of  sick  or  injured  officers.  There  was 
often  little  discrimination  or  consideration  about 
calling  the  doctor,  whether  day  or  night.  The  in- 
jured man  was  always  badly  injured  or  even 
terribly  injured,  and  this  was  particular!}-  true  if 
the  injury  or  illness  were  contracted  in  the  line  of 
duty.  The  attitude  seemed  to  be  that  the  doctor 
should  be  standing  by,  just  ready  for  this  particular 
call.  On  one  occasion  I was  called  late  at  night 
to  see  a man  who  lived  a long  distance  from  my 
home,  who  was  suffering  with  kidney  colic.  When 
I arrived  I found  that  two  doctors  had  already  seen 
him  and  that  he  was  at  the  time  asleep.  His  wife 
met  me  at  the  door  and  asked  me  not  to  talk  loud 
as  I might  wake  him.  I have  the  distinct  feeling 
that  there  is  more  satisfaction  in  treating  patients 
from  whom  no  financial  reward  is  expected,  than 
those  who  believe  that  medical  and  surgical  atten- 
tion is  their  lawful  due  and  therefore  owe  you 
nothing,  not  even  thanks.  State  medicine,  as  prac- 
ticed in  England,  leads  to  an  exaggeration  of  this 
attitude  and  produces  an  antagonism  between  the 
patient  and  his  doctor.  The  patient  claims  the 
doctor’s  time  and  energy,  often  when  it  is  not 
necessary,  as  long  as  he  is  not  penalized  by  any 
financial  loss.  He  may  even  take  the  unreasonable 
attitude  that  the  doctor  is  paid  so  that  he  should 
not  be  sick  and  therefore  subconsciously  blames 
him  if  he  is.  It  is  as  if  he  said  to  the  doctor, 
“Here  I am!  What  are  you  going  to  do  about  it?” 
The  doctor,  on  the  other  hand,  gets  a very  callous 
and  unworthy  attitude  towards  his  work.  As  his 
monthly  stipend  is  in  proportion  to  the  number  of 
patients  he  sees,  his  aim  becomes  quantity  rather 
than  quality.  The  end-result  is  that  the  patient 
gets  what  he  pays  for,^ — in  this  case  he  pays  nothing 
and  in  return  gets  little  or  nothing.  This  picture 
may  seem  somewhat  overdrawn,  but  it  will  gen- 
erally be  admitted,  I believe,  that  doctors  who  have 


a panel  practice  (as  in  England)  are  not  often  fired 
by  any  missionary  zeal,  and  the  conditions  under 
which  they  work  do  not  tend  to  exalt  their  motives. 

The  Art  of  Medicine 

The  foregoing  indicates  a very  different  relation- 
ship from  the  honored  position  of  the  family  doctor, 
who  is  chosen  because  of  his  ability  and  his  personal 
attainments,  and  particularly  because  he  is  liked 
by  the  family  as  a group.  He  may  have  “borned” 
the  children  of  more  than  one  generation.  He 
knows  their  individual  and  family  characteristics, 
their  physical  and  nervous  stamina.  He  is  a friend 
and  adviser  during  health  and  a necessity  in  time 
of  sickness.  Because  of  this  intimate  relationship 
and  the  knowledge  gained  therefrom,  he  stands  on 
vantage  ground  in  critical  emergencies.  He  is  able 
more  accurately  to  prognosticate  that  this  one  will 
go  through  her  pregnancy  safely  and  that  that  one 
can  be  prepared  for  operation  only  with  great  care. 
This,  you  will  say,  is  not  scientific  medicine.  No, 
it  is  the  art  of  medicine.  Not  sufficient  in  itself, 
but  when  used  in  conjunction  with  the  necessary 
scientific  tests  it  is  the  court  of  last  appeal.  More 
subtle  and  more  illusive  than  science,  it  still  holds 
command, — for  when  we  know  all  that  can  be 
known  about  the  human  body,  what  yardstick  is 
there  for  the  human  soul  ? Listen  to  the  distinction 
drawn  by  Heard:  “Art  knows  little  of  its  birth; 
science  knows  its  birth;  registers  it  and  its  after- 
history. Art  is  founded  on  experience;  science  is 
antecedent  to  experience.  Art  invents;  science  dis- 
covers. Art  comes  out  of  darkness  . . . goes  upon 
its  own  feet,  can  go  anywhere  across  the  country, 
and  hunts  more  by  scent  than  by  sight;  science 
goes  upon  wheels  but  must  have  a road  or  a rail. 
Art  furnishes  a set  of  directions  which  vary  with 
the  artist  and  the  task;  science  furnishes  a body 
of  disconnected  facts  which  are  the  same  for  all 
people,  circumstances  and  occasions.  Art  is  often 
life-rented  and  dies  with  its  possessor;  science  is 
transmissible.  Art  is  completely  personal,  deals 
with  actual  problems  of  human  conduct  from  eco- 
nomic, psychological  and  legal  as  well  as  from  med- 
ical’points  of  view;  science  is  entirely  impersonal, 
proceeds  in  an  orderly  manner  toward  the  estab- 
lishment of  a cause,  and,  if  possible,  to  a remedy 
for  disease.  Art  shows  the  how  and  cares  less 
about  the  why;  science  says  little  as  to  the  how 
but  much  as  to  the  why.  Art  runs  for  the  stomach 
pump  while  science  studies  the  phenomena  of  the 
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poisoning.  W isdom  is  the  vital  union  of  art  and 
science.  ...  It  is  more  excellent  than  either;  wisdom 
is  the  body  animated  by  the  soul,  and  the  will, 
knowing  what  to  do  and  how  to  do  it.  Art  is  often 
the  strong  blind  man  on  whose  shoulder  the  lame 
and  seeing  man  is  crossing  the  river.  To  practice 
art  without  science  constitutes  charlatanism.  To 
practice  science  without  art  is  to  disregard  the  per- 
sonality of  the  individual  who  seeks  relief. ”■* 
Where  does  the  surgeon  come  in  here?  A poor 
second,  if  we  are  considering  personal  relationships. 
He  is  of  necessity  a bit  of  an  outsider,  who  seldom 
enjoys  the  intimacies  of  the  family  as  does  the 
physician;  yet  not  a complete  outsider.  Lord 
Moynihan  once  said,  “Surgery  is  not  only  Science, 
not  only  Art,  it  is  a Sacrament.  For  us  as  surgeons 
an  operation  is  an  incident  in  the  day’s  work,  but 
for  our  patients  it  may  be,  and  no  doubt  it  often 
is,  the  sternest  and  most  dreaded  of  all  trials,  for 
mysteries  of  life  and  death  surround  it,  and  it 
must  be  faced  alone.  Those  who  submit  to  opera- 
tion are  confronted  perhaps  after  long  and  weary 
days  or  months  of  suffering,  with  the  gravest  issues, 
and  far  more  often  than  any  of  us  suppose,  they 
pass  into  the  valley  of  the  shadow  of  death,  and, 
in  stark  dismay,  wonder  with  Beatrice  in  her  ach- 
ing solitude  and  panic  what  will  come  to  pass 

‘If  there  should  be 
No  God,  no  Heaven,  no  Earth  in  the  void  world — 

The  wide,  gray,  lampless,  deep,  unpeopled 
world.’ 

The  Care  of  the  Dying 

It  may  not  be  unfitting  that  the  last  subject  taken 
up  here  should  be  a word  concerning  the  dying.  Much 
has  been  written  concerning  prophylactic  medicine. 
and  volumes  dealing  with  the  sick;  there  is  a pro- 
portionately voluminous  literature  on  pathology 
after  death  but  the  mere  act  of  dying  seems  to  have 
escaped  the  notice  of  most  of  our  present-day  au- 
thors,— this  in  spite  of  the  fact  that  each  and  every 
one  has  to  experience  it  for  himself  and  alone.  A 
more  vivid  picture  can  hardly  be  found  than  Shake- 
speare’s account  of  the  death  of  Falstaff  as  re- 
counted by  the  hostess:  “ ’A  made  a finer  end  and 
went  away  an  it  had  been  any  christom  child.  ’A 
parted  even  just  between  twelve  and  one,  even  at 
the  turning  o’  the  tide:  for  after  I saw  him  fumble 

4.  Heard,  James  D.:  Care  of  the  Patient.  J.  A.  M.  A., 
94:1725,  May  24,  1930. 

5.  Moynihan,  Lord  Berkeley:  Introduction,  Post-Grad- 
uate Surgery,  D.  Appleton-Century  Company,  New  York, 
1936. 


with  the  sheets,  and  play  with  flowers,  and  smile 
upon  his  fingers’  ends,  I knew  there  was  but  one 
way;  for  his  nose  was  as  sharp  as  a pen,  and  ’a 
babbled  of  green  fields.  “How  now.  Sir  John!” 
quoth  I;  “What,  man!  be  o’  good  cheer.”  So  ’a 
cried  out,  “God,  God  God!”  three  or  four  times. 
Now  I,  to  comfort  him,  bid  him  ’a  should  not  think 
of  God;  I hop’d  there  w^as  no  need  to  trouble  him- 
self with  any  such  thoughts  yet.  So  ’a  bade  me  lay 
more  clothes  on  his  feet.  I put  my  hand  into  the 
bed  and  felt  them,  and  they  were  as  cold  as  any 
stone;  then  I felt  to  his  knees,  and  so  upward  and 
upward,  and  all  was  as  cold  as  any  stone.”® 

Death  is  a distasteful  subject  from  which  we 
seem  to  want  to  escape.  We  look  upon  it  in  awe 
and  dread  and  turn  away  from  it  in  horror.  But 
there  is  evidence  to  show  that  this  is  not  entirely 
the  truth,  as  confirmed  by  those  in  the  best  position 
to  know.  Those  who  have  narrowly  escaped  death 
by  drowning  and  have  been  brought  back  to  life 
again  after  a long  interval  of  unconsciousness, 
testify  that  they  experienced  no  unpleasant  remem- 
brances. William  Hunter,  the  great  anatomist,  who 
retained  consciousness  to  the  last,  whispered  as  he 
was  dying,  “If  I had  strength  to  hold  a pen,  I 
would  write  how  easy  and  pleasant  a thing  it  is  to 
die.”  “Death,”  said  Epictetus,  “is  not  terrible,  else 
it  would  have  appeared  so  to  Socrates.  But  the 
terror  consists  in  our  notion  of  death  that  it  is 
terrible.” 

Worcester,’'  of  Harvard,  enumerates  the  many 
aids  and  kindnesses  that  can  be  given  to  the  dying 
and  insists  that  every  medical  student  should  be 
made  to  attend  personally  to  his  dying  patients  and 
report  on  their  last  moments.  Too  often  the  dying 
are  left  to  the  care  of  nurses  and  hospital  aids  wdio 
know  little  about  rendering  consoling  assistance. 
We  have  all  been  guilty,  I dare  say,  of  making  our 
patients  more  uncomfortable  instead  of  less,  by  giv- 
ing futile  last-minute  stimulants  and  resuscitative 
treatments,  when  their  only  possible  good  would  be 
to  convince  the  family  that  everything  was  being 
done.  Contrary  to  the  usual  belief,  few  people  are 
afraid  to  die  when  the  time  comes,  however  much 
thev  dreaded  it  in  prospect.  It  is  natural  and 
human  to  cling  to  life,  but  once  the  brink  is  reached 
and  they  have  caught  a glimpse  of  the  peace  that 
comes  with  death,  they  may  even  resent  being 

6.  Henry  the  Fifth,  Act  II,  Scene  HI. 

7.  Worcester,  Alfred:  The  Care  of  the  Dying.  So. 
Med.  and  Surg.,  97:634,  November,  1935. 
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brought  back.  I have  seen  at  least  one  such  patient. 
A woman  whose  husband  was  dying  of  cancer,  in- 
sisted that  he  should  be  given  no  nourishment  or 
medicine.  I asked  her  if  she  would  want  the  same 
thing  for  herself.  She  replied  that  she  and  her 
husband  had  talked  it  over  and  that  was  their  wish. 
She  said  she  looked  upon  death  as  the  most  im- 
portant experience  of  her  life.  Dr.  Osier  is  reported 
as  saying  that  when  a man  gets  properly  sick,  if  he 
has  finished  his  work,  he  should  be  allowed  to  turn 
his  face  to  the  wall  and  die,  sans  nurses,  sans  medi- 
cine, sans  everything.  I sometimes  wonder  .if  in 
our  scientific  age  we  have  not  used  our  heads  more 
than  our  hearts  in  the  treatment  of  the  dying. 

Tf.  then  it  is  granted  that  the  time  may  come 
when  the  ordinary  treatments  are  out  of  place  (and, 
of  course,  I am  referring  to  the  aged  and  to  those 
whose  term  of  life  is  spent,  or  those  so  badly 
maimed  that  life  could  only  be  an  intolerable  bur- 
den), what  can  be  done  to  ease  their  last  moments? 
Competent  observers  say  that  the  dying  complain 
of  heat  and  thirst  more  than  of  anything  else./ 
Though  their  hands  and  feet  be  “as  cold  as  any 


stone,”  yet  internally  they  are  burning  up.  A dying 
nurse,  when  asked  what  could  be  done  to  make  her 
more  comfortable,  replied  that  she  wished  she  could 
be  taken  to  a near-by  hill  so  that  she  might  lie  in 
a snowbank. 

The  spiritual  necessities  of  the  dying  are  best 
administered  by  a priest  or  clergyman;  but,  more 
often  than  not,  neither  is  present  at  the  exit,  and 
the  office  has  to  be  filled  by  the  laity’. 

“A  soldier  of  the  Legion  lay  dying  in  Algiers; 

There  was  lack  of  woman’s  nursing. 

There  was  dearth  of  woman's  tears. 

But  a comrade  stood  beside  him, 

As  his  life  blood  ebbed  away. 

And  bent  with  pitying  kindness 
To  hear  what  he  might  say.” 

I am  inclined  to  think  the  comrade  filled  every 
need. 

Alay  it  not  seem  simpering  sentimentality  to  wish 
that,  when  our  time  comes,  we  go 

“.  . . not  like  the  quarry-slave  at  night. 

Scourged  to  his  dungeon,  but  . . . 

Like  one  who  wraps  the  drapery  of  his  couch 
About  him,  and  lies  down  to  pleasant  dreams.” 

1015  Sixteenth  Street,  N.  IF. 


HYPERNEPHROMA:  DIAGNOSIS  AND  REPORT  OF  CASES— 
WITH  LANTERN  SLIDE  DEMONSTRATION.* 


Lawrence  T.  Price,  M.  D., 
Richmond,  Va. 


The  classification  of  malignant  tumors  of  the 
kidney  is  a matter  of  considerable  difficulty.  The 
common  tumor  of  adult  life,  described  by  Grawitz’- 
as  arising  from  bits  of  adrenal  tissue  incorporated 
in  the  kidney  during  fetal  life,  is  usually  termed 
hypernephroma,  first  suggested  by  Lubarsch.^  There 
still  exists  uncertainty  as  to  the  histogenesis  of  these 
tumors,  and  various  pathologists  have  described 
them  as  hypernephroma,  sarcoma,  angiosarcoma, 
endothelioma,  and  carcinoma.  From  a clinical, 
operative,  and  treatment  point  of  view,  the  general 
term  of  hypernephroma  is  used  for  convenience; 
however,  pathologists  prefer  a more  accurate  no- 
menclature, being  guided  by  the  cellular  arrange- 
ments. The  prognosis  can  better  be  determined  by 
the  pathologist,  especially  in  cases  of  carcinoma 
as  to  whether  or  not  the  renal  cortex  or  the  other 
parts  of  the  kidney  substance  are  involved.  For 

*Read  before  the  American  Urological  Association  in 
Boston,  Mass.,  May  19,  1936. 


practical  purposes,  renal  tumors  may  be  graded  as 
just  so  many  variations  of  renal  carcinoma,  and 
can  be  graded  in  degree  of  malignancy  according  to 
cellular  differentiation,  as  the  result  of  a study  of 
the  tissues  removed  from  193  patients  at  the  ISIayo 
Clinic  by  Hand  and  Broders,*  and  a recent  survey 
of  283  nephrectomized  kidneys  for  carcinoma  by 
Braasch  and  Griffin.^ 

Diagnosis : From  a clinical  standpoint,  little 
knowledge  is  to  be  gained  except  the  frequency  with 
which  hypertension  is  observed  in  association  with 
hypernephroma,  attention  having  first  been  called 
to  this  by  Neusser,®  and  an  explanation  made  by 
Oppenheimer  and  Fishberg,®  as  to  their  being  under 
the  impression  that  the  hypertension  was  caused 
by  absorption  of  some  form  of  secretion  from  the 
tumor. 

The  hematological  picture  in  cases  of  renal  tumors 
does  not  vary  from  that  of  malignancy  in  other 
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portions  of  the  body.  There  may,  or  may  not,  be 
any  constitutional  disturbance  manifesting  the  dis- 
ease until  the  patient  observes  a hematuria,  except 
possibly  a slight  telangiectasis  of  the  superficial 
blood  vessels  of  the  face.  The  greatest  frequency 
of  hypernephroma  is  observed  during  middle  adult 
life.  Hematuria  is  the  most  predominating  sign, 
and  in  lesser  frequency,  in  the  order  named,  loss 
of  weight,  renal  colic,  diffused  pain  over  the  kidney 
region,  tumor,  frequency  of  urination  and  pyuria. 
The  onset  of  symptoms  varies  from  one  month  to 
ten  years,  the  average  being  about  one  year.  The 


Entered  the  Johnston-\\’illis  Hospital  July  16, 
1935.  Patient  had  never  had  any  serious  illnesses 
and  appeared  to  be  healthy  in  every  respect.  He 
had  never  had  pain  or  urinary  disturbance  of  any 
kind.  Late  in  the  afternoon  of  the  day  previous  to 
admission  to  hospital,  he  had  a spontaneous,  pro- 
fuse and  painless  hematuria. 

Cystoscopic  examination:  Bladder  negative.  Or- 
ganized clot  of  blood,  2 inches  long,  protruded  from 
the  left  ureteral  meatus.  Catheterization  of  both 
ureters.  Clear  urine  from  the  right  kidney.  Pure 
blood  came  from  the  left  kidney.  Phthalein  ap- 


Eig.  1. — Case  1.  Gross  specimen.  Note  white  glazy  appearance  of  the  upper  two-thirds  of  kidney. 


diagnosis  depends  entirely  upon  the  observations 
made  cystoscopically,  in  conjunction  with  X-ray  and 
pyelograms.  The  chief  and  principal  evidence  is 
a pyelogram,  demonstrating  various  degrees  of  en- 
croachment upon  the  kidney  pelvis,  and  the  dem- 
onstration of  the  size  and  irregularity  of  the  kidney 
area,  upon  the  films. 

Case  Reports 

Case  1.  \V.  L.  C.,  white,  male,  age  52.  Weight 
210  lbs.  Occupation,  automobile  salesman. 


peared  from  the  right  kidney  in  three  minutes; 
fifteen  minutes  secretion  18  per  cent.  No  phthalein 
from  the  left  kidney  determinable  on  account  of 
the  quantity  of  blood.  N.  P.  N.  53.1  M.  Creatinin 
.46  M.  Wassermann  negative. 

Flat  X-ray,  with  catheters  in  situ,  negative  for 
stone.  No  pyelogram  made  of  the  right  kidney. 

Left  kidney:  8 c.c.  sodium  iodide  solution  in- 
jected into  the  pelvis.  Kidney  showed  only  two 
calices,  a fairly  normal  pelvis,  and  a very  much 
dilated  left  ureter  for  half  of  its  length. 
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Fig.  2. — Case  1.  Kidney  split  longitudinally.  Note  white  dense  tissue  of  upper  two-thirds  of  kidney. 


Fig.  3. — Case  1.  A.  Flat  X-ray  with  catheters  in  situ.  Note  abnormal  distance  of  tip  of  left  catheter. 
B.  Pyelogram  of  left  kidney  and  ureter  shows  absence  of  all  calices  but  two,  and  dilatation  of 

ureter  to  the  brim  of  the  pelvis. 
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July  19,  1935,  left  nephrectomy  was  done  by  Dr. 
F.  S.  Johns.  Kidney  measured  6j4x4j4  inches. 
Upper  two-thirds  cf  kidney  was  ver}’  hard  and 
whitish  in  color.  Lower  third  apparently  normal. 

Microscopic  examination  of  the  pathological  por- 
tion showed  hypernephroma,  cells  being  derived 
from  adrenal  rests. 

Case  2.  C.  V.,  male,  white,  age  52.  Occupa- 
tion, machinist. 

Entered  the  Johnston-Willis  Hospital  October 
5,  1934,  with  the  following  histor}';  Patient  had 
been  in  good  health  up  to  May,  1934,  when,  two 
days  after  having  lifted  a heavy  stone  in  connection 
with  his  occupation,  he  had  a painless  hematuria, 
which  continued  at  irregular  intervals,  depending 
upon  degree  of  exercise.  At  times  he  would  have  a 
slight  pain  in  the  left  kidney  region. 


Fig.  4. — Case  1.  Section  from  pathological  portion  of  kidney, 
demonstrating  a true  hypernephroma.  Cells  derived  from 
adrenal  rests. 


Cystoscopic  examination.  Both  ureteral  openings 
normal  in  appearance,  and  catheters  were  readily 
introduced  to  pelvis  of  each  kidney.  Bladder  speci- 
men showed  a great  abundance  of  pus  cells,  many 
red  blood  cells,  negative  for  tubercle  bacilli.  Speci- 
men was  injected  into  guinea  pig,  and,  after  six 
weeks,  pig  was  perfectly  healthy  and  normal;  no 
autopsy  was  done.  Both  ureteral  openings  were 
normal  in  appearance.  Left  kidney  specimen : 5 
to  10  pus  cells  per  h.  p.  f.;  many  red  blood  cells. 
Phthalein  appearance  four  minutes;  fifteen  minutes 
secretion  5 per  cent.  Right  kidney  specimen:  oc- 
casional red  blood  cells;  occasional  pus  cell. 
Phthalein  appearance  three  minutes;  fifteen  minutes 
secretion  30  per  cent.  Total  output  of  phthalein,  in 
three  hours,  93  per  cent. 


Flat  X-ray  of  the  urinary  tract,  with  catheters 
in  situ,  negative  for  stone.  Left  kidney:  12  c.c. 
sodium  iodide  solution  injected  into  pelvis.  Kidney 
considerably  enlarged,  measuring  3j/2x5j4  inches. 
The  sodium  iodide  solution  regurgitated  back  into 


Fig.  5. — Case  2.  Double  pyelogram.  Normal  kidney  pelvis 
and  ureter  of  right  side.  Left  side,  no  filling  of  pelvis 
except  small  area  in  lower  portion  of  the  pelvis  of  the 
kidney. 

the  bladder,  showing  a very  small  amount  in  the 
lower  calix  of  the  kidney  pelvis.  However,  the 
appearance  was  that  of  a tumor  encroaching  upon 
the  pelvis  of  the  kidney,  thereby  obliterating  all  of 
the  calices  except  a small  portion  of  a calyx  in 
the  lower  pole.  Left  ureter  normal.  Right  kidney: 
12  c.c.  sodium  iodide  solution  injected  into  the 
pelvis.  Kidney  normal  in  shape,  size  and  position. 
Pelvis  normal.  Ureter  normal. 

October  11,  1934  (six  days  afterwards):  Left 
nephrectomy  was  done  by  Dr.  F.  S.  Johns,  who 
found  the  entire  kidney  to  be  a hard  tumorous 
mass.  Microscopic  sections  showed  the  removed 
kidney  to  be  pathological  throughout  and  of  the 
papillar)-  carcinoma  type. 

While  the  patient  was  convalescing  in  the  John- 
ston-Willis Hospital,  he  had  a slight  hemorrhage 
from  the  lungs. 

Information  obtained  August  17,  1935,  from  his 
Industrial  Insurance  Company  was  as  follows: 
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The  patient  entered  St.  Mary’s  Hospital,  Knox- 
ville, Tenn.,  the  early  part  of  March,  1935,  with  a 
broken  down  wound  in  the  left  kidney  region,  which 


Fiff.  6. — Case  2.  Kidney  split  longitudinally,  showing  patho- 
logical condition  of  entire  kidney.  Microscopically  is 
a papillary  carcinoma  type. 


gave  the  appearance  of  a fistulous  tract,  terminat- 
ing in  a cavity  which  contained  considerable  blood 
clots  and  necrotic  tissue.  While  in  St.  Mary’s 
Hospital,  he  had  a profuse  hemorrhage  from  the  left 
lung  and  died  March  26,  1935. 


Fig.  7. — Case  2.  Microscopically,  papillary  carcinoma. 


Case  3. — J.  P.,  male,  colored,  age  46. 

Entered  St.  Philip’s  Hospital  September,  1929, 
complaining  of  a mass  in  the  left  abdomen  and  a 
painless  hematuria. 

Cystoscopic  examination,  with  pyelogram,  dem- 
onstrated a tumor  of  the  left  kidney.  Nephrectomy 
was  done  by  Dr.  F.  S.  Johns. 

Microscopic  examination  of  the  kidney  tissue  re- 
vealed it  to  be  a papillary  carcinoma. 

Patient  died  of  general  carcinomatosis  three  years 
following  the  operation. 

Case  4. — D.  G.,  female,  colored,  age  three  years. 

Entered  the  Retreat  for  the  Sick  Hospital  Seji- 
tember  1,  1930. 

Complaint:  Large  tumor  in  left  abdomen. 

No  cystoscopic  or  X-ray  examination  was  made. 


Fig.  8. — Case  3.  Microscopic  section  of  the  kidney,  demon- 
strating papilllary  carcinoma. 

Operated  upon  by  Dr.  F.  S.  Johns:  A large 
tumorous  left  kidney  was  removed.  Microscopic  ex- 
amination of  the  kidney  tissue  showed  a malignant 
embryoma  of  Wilms’  tumor  type. 

Patient  died  four  months  following  the  operation 
of  general  carcinomatosis. 

Case  5. — H.  S.  C.,  male,  white,  age  45.  Occu- 
pation, farmer. 

Patient  entered  the  Johnston-Willis  Hospital 
March  3,  1930. 

Patient  had  always  been  healthy.  Six  years  prior 
to  entering  the  hospital,  he  had  been  kicked  by  a 
horse  on  the  right  side  of  the  abdomen.  Two  years 
ago  he  had  a hematuria,  lasting  two  days.  Two 
weeks  before  entering  the  hospital  he  had  a painless 
hematuria,  which  had  been  constant,  and  more 
profuse  on  exercise.  He  noticed  some  enlargement. 
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or  tumorous  masses,  in  both  sides  of  abdomen^  in 
the  flanks,  for  the  past  two  months. 

Cystoscopic  examination;  Bladder  negative. 
Meatus  of  left  ureter  normal  in  appearance.  Meatus 
of  right  ureter  slightly  congested.  Catheters  intro- 
duced to  pelvis  of  each  kidney.  Bladder  specimen 
ver)'  bloody.  Both  kidney  specimens  contained 
abundant  red  blood  cells.  Phthalein  appearance 
from  right  kidney  in  seventeen  minutes;  ten  minutes 
secretion,  trace.  Phthalein  appearance  from  left 
kidney  in  fourteen  minutes;  ten  minutes  secretion, 
trace.  Total  output  of  phthalein  in  three  hours,  IS 
per  cent.  N.  P.  X.  75  M.  Creatinin  27  M. 

Flat  X-ray,  with  catheters  in  situ,  negative  for 
calculus. 


Fig.  9. — Case  4.  Embryoma  (Wilms  tumor)  malignant. 

Right  kidney:  14  c.c.  sodium  iodide  solution  in- 
jected into  the  pelvis.  Kidney  is  considerably  en- 
larged, measuring  approximately  7x5  inches.  Pa- 
pillae are  completely  obliterated  and  calices  are 
markedly  dilated.  Course  of  the  ureter  showed  a 
wide  bend  towards  the  vertebral  spine,  and  a 
definite  angulation  over  the  brim  of  the  pelvis. 

Left  kidney:  10  c.c.  sodium  iodide  solution  in- 
jected into  the  pelvis.  Kidney  was  considerably  en- 
larged, lower  border  extending  to  crest  of  ilium, 
measuring  7j4x554  inches.  Papillae  destroyed  and 
calices  enlarged.  Left  ureter  had  a normal  course. 

This  patient  lived  until  December,  1935,  though 
he  had  a hemiplegia  during  1932.  Cause  of  death, 
general  carcinomatosis. 

Case  6. — F.  C.  W.,  female,  white,  single,  age  30. 
Occupation,  stenographer. 

Patient  entered  the  Johnston-Willis  Hospital  July 
19,  1928.  Day  before  entering  the  hospital,  she 


noticed  tender  masses  in  both  sides  of  the  abdomen. 
Discomfort  disappeared  the  day  of  entering  the  hos- 
pital. No  urinary  disturbance.  About  five  years 
prior  to  entering- the  hospital,  she  had  a slight  attack 
of  pain  in  the  region  of  both  kidneys,  which  was 
followed  by  bloody  urine. 

General  physical  examination  negative.  Exam- 
ination of  the  abdomen  revealed  large  irregular  tu- 
morous masses  in  both  sides,  extending  to  the  mid- 
line and  to  the  crest  of  the  ilium. 


Fig.  10. — Case  6.  Flat  X-ray  with  catheters  in  situ.  Note 
position  of  distal  portion  of  catheter  in  right  side  in 
connection  with  Figure  11. 


Cystoscopic  examination:  Bladder  negative. 

Both  ureteral  openings  normal  in  appearance. 
Cathetei;  introduced  into  the  right  ureter  to  the  pel- 
vis of  the  kidney  and  three  inches  further  than  nor- 
mal. Catheter  in  the  left  ureter  met  an  obstruction 
just  above  the  brim  of  the  pelvis.  Bladder  speci- 
men negative  for  pus  and  blood.  Right  kidney 
specimen  negative,  chemically  and  microscopically. 
Phthalein  appearance  in  nine  minutes;  fifteen  min- 
utes secretion,  trace.  Left  kidney  specimen  nega- 
tive chemically  and  microscopically.  No  phthalein 
appearance  in  twenty-four  minutes.  Combined 
three-hour  phthalein  output  24  per  cent.  N.  P.  N. 
55  M.  Creatinin  2.72  M.  R.  B.  C.  4,290.000. 
Leu.  5300. 
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Flat  X-ray,  with  catheters  in  situ,  negative  for 
calculus. 

Right  kidney:  22  c.c.  sodium  iodide  solution  in- 
jected into  the  pelvis.  Kidney  extends  from  under 
the  ribs  to  the  brim  of  the  pelvis  and  to  the  mid- 
line of  the  abdomen.  Catheter  extends  through  the 
pelvis  of  the  kidney  and  terminates  in  a dilated 
calix  in  the  lower  pole  of  the  kidney.  The  entire 
pelvis  is  distorted  and  at  least  three  times  larger 
than  normal.  Right  ureter  negative. 


Fig.  11. — Case  6.  Double  pyelogram  showing  enormous 
size  of  both  kidney  pelves,  distortion  of  calices,  and  papilla, 
and  tortuosity  of  upper  third  of  left  ureter. 

Left  kidney:  23  c.c.  sodium  iodide  solution  in- 
jected into  the  pelvis.  Kidney  extends  from  under 
the  ribs  to  below  brim  of  pelvis  and  to  mid-line  of 
the  abdomen.  Pelvis  of  the  kidney  is  very  large, 
with  all  of  the  calices  and  papillae  considerably  dis- 
torted. Left  ureter  shows  catheter  terminating  op- 
posite the  fourth  lumbar  vertebra;  beginning  at  this 
point,  and  to  the  uretero-pelvic  junction,  the  ureter 
is  very  tortuous  and  shows  many  angulations. 

Patient  continued  to  work  at  her  occupation  until 
November,  1930,  when  she  begun  to  lose  weight, 
and  died  March  12,  1931,  of  a general  carcino- 
matosis. 

Summary 

The  history  in  each  case  was  essentially  negative, 
and  the  first  knowledge  of  their  condition  was  a 


spontaneous  painless  hematuria,  the  average  time 
being  two  weeks  from  onset  of  symptoms.  Four 
were  male  and  two  were  female.  Four  were  white 
and  two  were  Negroes.  Four  were  unilateral,  while 
two  were  bilateral.  Average  age  was  thirty-seven 
years.  By  eliminating  Case  4 (colored  girl,  three 
years  of  age),  the  average  age  would  be  forty-six 
years. 

In  our  series,  the  average  length  of  life,  follow- 
ing the  diagnosis,  was  fifteen  months.  Case  1 is 
still  living,  nine  months  after  the  operation.  The 
youngest  case  was  three  years,  the  oldest  fifty-two 
years. 

Conclusions 

From  a review  of  the  literature,  and  our  experi- 
ence, the  results  from  surgical  treatment  of  renal 
tumors  have  been  highly  unsatisfactory.  From  five 
to  ten  per  cent  of  the  patients  are  refused  operation 
because  of  the  evident  metastasis  or  the  apparent 
impossibility  of  removing  the  local  growth;  from 
twelve  to  twenty-six  per  cent  have  been  only  ex- 
ploratory operations;  from  fifteen  to  thirty  per  cent 
die  of  surgical  shock,  after  nephrectomy;  the  re- 
mainder, less  than  ten  per  cent,  are  permanently 
cured. 

The  greatest  single  cause  of  high  mortality  is 
the  enormous  size  of  these  tumors,  which  prevents 
complete  surgical  removal,  causing  a high  operative 
death  rate.  Local  recurrence  and  metastasis  also 
are  frequent. 

Pre-operative  irradiation  causes  definite  cellular 
changes  in  the  malignant  tissues,  such  as  hyaliniza- 
tion,  fragmentation  and  destruction  of  the  archi- 
tecture of  the  tumor. 

Irradiation  will  not  destroy  malignant  tumors 
entirely.  Tumors  that  have  been  removed  after 
having  been  intensively  irradiated  have  uniformly 
shown  living  malignant  tissue;  those  which  have 
not  been  removed  have  resumed  active  growth. 
Roentgen  therapy  is  only  a means  of  preparation 
to  make  the  tumor  operable,  or  a palliative  measure 
to  hold  in  check  a tumor  which  cannot  be  removed. 
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EUGENIC  STERILIZATION.* 
H.  C.  Henry,  M.  D.. 

Petersburg,  Va. 


Modern  sterilization  represents  an  effort  to  meet 
a problem  or  to  prevent  or  improve  a condition. 

The  Problem 

The  problem  to  which  I have  reference  is  that 
created  by  mental  disease  and  mental  defectiveness. 
By  mental  disease  we  mean  in  common  parlance 
“insanity,”  though  insanity  does  not  by  any  means 
embrace  all  mental  diseases.  Generally  speaking, 
the  mentally  diseased  person  has  at  sometime  had  a 
better  mind  which  has  broken  down  under  strain. 
By  mental  defectiveness  we  mean  in  every-day  lan- 
guage “feeble-mindedness,”  and  that  the  feeble- 
minded person  was,  as  a rule,  mentally  defective 
from  birtL 

Extent 

To  what  extent  do  these  conditions  exist?  There 
are  today  in  the  hospitals  in  the  United  States  more 
beds  for  mental  patients  than  the  combined  total  of 
those  for  all  other  conditions  of  every  description — 
medical,  surgical  and  special.  On  December  31, 
1934,  there  were  in  the  state  hospitals  of  the  United 
States  384,860  patients.  Of  this  number,  10,929 
were  in  the  state  hospitals  of  Virginia.  There  were 
admitted  that  year  to  the  state  hospitals  of  the 
United  States  93,843  patients.  Of  this  number, 
2,511  w^ere  admitted  to  the  state  hospitals  of  Vir- 
ginia. In  addition,  the  patient-population  of  the 
various  Veterans’  Administration  Hospitals,  county 
and  city  hospitals  for  mental  diseases  and  private 
sanatoria,  swells  the  number  to  451,672,  and  the 
annual  admissions  to  134,237. 

Do  these  figures  mean  anything?  Would  they 
mean  anything  if  I told  you  that  in  the  state 
hospitals  alone  between  1928  and  1935  (7  years) 
the  resident  population  increased  thirty-two  per 

*Read  by  invitation  before  the  Kiwanis  Club  of  Peters- 
burg, Va.,  September  22,  1936. 


cent,  or  that  the  number  of  known  insanse  today  is 
over  three  times  as  great  as  it  was  in  1880?  Of 
course,  there  are  factors,  such  as  better  diagnosis, 
longer  span  of  life,  and  immigration,  w'hich  enter 
the  picture,  but  when  these  factors  are  discounted, 
we  are  faced  with  the  cold  fact  of  an  alarming  in- 
crease each  year  in  the  number  of  mental  patients 
W'hich  must  be  cared  for  in  state  hospitals.  Careful 
statistical  studies  made  recently  lead  us  to  believe 
that  four  per  cent  of  the  present  total  population  of 
the  countr}'  will  at  sometime  during  their  lives  be- 
come insane  and  require  legal  commitment  and 
hospital  care. 

Cost 

Would  it  mean  anything  if  I told  you  that  it  costs 
$246.13  a year  to  maintain  each  state  hospital 
patient,  and  that  $82,878,984.00  was  spent  for  their 
maintenance  in  1934,  and  $16,858,455.00  the  same 
year  for  additional  buildings  and  equipment?  It 
will  cost  $1,795,255.00  this  year  to  maintain  the 
patients  in  the  state  hospitals  of  Virginia,  despite 
the  fact  that  Virginia  has  the  low'est  per  capita  cost 
of  any  of  the  states  except  West  Virginia  and  North 
Carolina. 

The  picture  with  respect  to  feeble-mindedness  is 
no  more  reassuring.  Four  per  cent  of  school  chil- 
dren have  an  intelligence  quotient  below  seventy, 
and  six  per  cent  of  the  men  drafted  for  the  National 
Army  had  an  intelligence  quotient  below  seventy. 
It  is  estimated  that  there  are  approximately 
7,000,000  feeble-minded  in  the  United  States,  of 
which  fewer  than  70,000  are  in  institutions. 

Many  of  the  feeble-minded  are,  of  course,  good 
citizens,  but  in  the  main  they  are  weak  and  easily 
led  astray.  They  (particularly  the  women)  repro- 
duce faster  than  normal  persons  or  the  insane,  and 
it  is  from  their  ranks  that  most  of  the  delinquents 
and  criminals  are  recruited. 
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I have  tried  by  these  figures  to  give  you  some  idea 
of  the  extent  of  the  burden  caused  by  the  insane  and 
the  mentally  defective  in  the  United  States.  The 
financial  burden,  great  as  it  is  to  the  tax  payer,  docs 
not  represent  the  whole  burden.  Entering  into  the 
picture  are  the  economic  loss  of  earning  capacity 
(estimated  variously  at  between  $200,000,000  and 
$480,000,000  a year),  unhappiness,  broken  homes, 
anxiety  of  the  family,  illegitimacy,  crime,  poverty 
and  many  other  things. 

As  great  as  have  been  the  advances  and  improve- 
ments in  the  methods  of  care  and  treatment  of  these 
patients  as  they  come  to  us  in  the  hospitals,  medical 
science  so  far  has  made  little  or  no  progress  in  the 
prevention  of  these  conditions,  and  the  problem  in 
consequence  is  becoming  greater  and  graver  year  by 
year.  The  President  of  the  American  Psychiatric 
Association  said  recently  that  if  the  increase  of  the 
past  years  continues,  society  will  eventually  become 
unable  to  carry  the  burden. 

Heredity 

One  approach  to  this  problem  is  through  the 
channel  of  heredity.  This  I would  have  you  know 
is  by  no  means  a complete  answer,  for  while  we 
know  something  of  the  laws  of  heredity  as  they  re- 
late to  the  physical  properties  of  flowers  and  peas 
and  dogs  and  birds,  we  know  woefully  little  when 
applying  these  laws  to  the  subtle  qualities  of  the 
soul  and  the  mind.  Nevertheless,  we  do  know  that 
many  conditions  are  transmitted  from  parent  to  off- 
spring. 

A committee  of  psychiatrists,  reporting  recently 
on  the  subject  of  sterilization,  listed  the  following 
diseases  which  it  considers  without  doubt  hereditary 
and  in  which  sterilization  would  appear  to  be  indi- 
cated : 

1.  Huntington’s  chorea,  hereditary  optic  atrophy, 
familial  cases  of  Friedreich’s  ataxia,  and  certain 
other  disabling  degenerative  diseases. 

2.  Feeble-mindedness  of  familial  type. 

3.  Selected  cases  of  dementia  praecox. 

4.  Selected  cases  of  manic-depressive  psychosis. 

5.  Selected  cases  of  epilepsy. 

Classical  examples  of  transmission  of  mental  de- 
fectiveness cited  by  advocates  of  sterilization  are: 

1.  The  Kalikak  family  whose  history  began 
about  the  time  of  the  Revolutionary  War.  One, 
whom  we  shall  call  John  Kalikak,  was  said  to  have 
seduced  a feeble-minded  girl  who  gave  birth  to  a 
feeble-minded  child.  The  descendants  of  this  mat- 


ing were  traced  through  five  generations  and,  of  480 
descendants,  only  forty-six  were  found  to  be  of  nor- 
mal mentality. 

The  same  man  married  a woman  of  good  stock 
and,  of  the  descendants  of  this  mating  in  five  gen- 
erations, 496  in  number,  only  one  was  abnormal. 

2.  The  Jukes  family  with  1,200  defectives  in  six 
generations. 

3.  The  Nam  family  with  ninety  per  cent  of  its 
members  feeble-minded. 

Sterilization 

It  naturally  follows  in  those  conditions  which  are 
hereditary  that  preventing  the  birth  of  individuals 
who  would  carry  the  defective  germ  plasm  would, 
if  it  were  possible  to  apply  it  universally,  materially 
decrease  if  not  eradicate  the  disease.  With  this  end 
in  view  Johann  Peter  Frank,  a German  physician, 
urged,  in  1779,  that  “the  mentally  diseased  and  de- 
ficient be  castrated  to  prevent  deterioration  of  the 
race.” 

About  1895  forty-four  boys  and  fourteen  girls  in 
a Kansas  State  Home  for  Feeble-Minded  were  cas- 
trated. There  was  no  law  authorizing  this,  and 
public  sentiment  forced  its  discontinuance. 

In  1897  a Eugenic  Sterilization  Bill  was  intro- 
duced in  the  Michigan  legislature,  but  it  failed  of 
passage. 

In  1899  Dr.  Henry  Sharp  began  sterilizing  males 
by  what  surgeons  call  vasectomy,  to  which  I shall 
refer  later.  This  procedure  had  all  the  advantages 
and  none  of  the  disadvantages  of  castration.  There 
was  at  that  time  no  law  authorizing  this,  but  it 
marked  the  beginning  of  sterilization  as  it  is  now 
practiced. 

In  1905  Pennsylvania  passed  a sterilization  law 
which  was  vetoed  by  the  Governor.  In  1907  Indiana 
passed,  a law  which  in  1920  was  declared  unconsti- 
tutional. In  1909  Washington,  Oregon  and  Cali- 
fornia each  passed  sterilization  laws.  The  Oregon 
law  was  vetoed  by  the  Governor,  the  Washington  law 
was  not  popular  and  little  use  was  made  of  it,  but 
California  soon  became  the  leading  state  in  the  use 
of  the  measure,  and  today  nearly  as  many  cases  have 
been  sterilized  in  that  state  as  in  the  rest  of  the 
states  together.  Since  1909  Sterilization  Bills  have 
been  introduced  in  the  legislatures  of  most  of  the 
states,  and  today  twenty-eight  states  have  steriliza- 
tion laws  in  force. 
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Virginia  Sterilization  Law 

The  Virginia  Sterilization  Law  deserves  special 
mention  because  of  the  fact  it  is  the  only  Steriliza- 
tion Law  that  has  reached  and  been  passed  on 
favorably  by  the  United  States  Supreme  Court. 
Largely  due  to  the  interest  of  Dr.  A.  S.  Priddy, 
Dr.  J.  S.  Dejarnette  and  others,  a sterilization  bill 
was  introduced  in  the  Virginia  legislature  and 
passed  March  20,  1924.  After  the  adoption  of  this 
law,  the  state  hospital  authorities  decided,  by  means 
of  a test  case,  to  determine  the  constitutionality  of 
the  law.  The  test  case  was  taken  through  the  state 
courts  and  finally,  in  1927,  reached  the  Supreme 
Court  of  the  United  States  where  it  was  sustained. 
In  commenting  on  the  case,  Mr.  Justice  Holmes, 
speaking  for  the  court,  expressed  strong  approval  of 
the  law  (Gosney-Castle,  p.  170-1). 

Object 

Modern  sterilization  may  be  defined  as  a method 
of  preventing  parent-hood  without  otherwise  alter- 
ing the  sexual  life  of  the  individual.  It  is  in  no 
sense  a punishment  and  should  never  be  confused 
or  identified  with  penal  laws.  Its  sole  object,  under 
the  Virginia  law  at  least,  is  to  prevent  the  trans- 
mission of  mental  diseases  or  defects  to  offspring. 
The  law  cannot,  therefore,  be  invoked  properly  for 
purposes  other  than  that,  such  as  the  convenience 
of  persons  who  desire  no  children,  or  for  economic, 
penal  or  even  therapeutic  reasons.  Sterilization  for 
therapeutic  reasons  may  be  done  by  any  surgeon, 
but  this  has  no  relation  to  the  Virginia  law  under 
consideration. 

The  Operation  for  Sterilization 

The  operation  does  not  remove  any  gland  or  in- 
terfere with  any  blood  or  nerve  supply.  It  merely 
cuts  and  seals  the  tubes  through  which  the  germ 
cells — the  spermatozoa  and  ova — must  pass. 

The  operation  in  the  male  is  what  is  known  as 
vasectomy,  and  it  consists  of  tying  and  severing  the 
vas  at  a point  near  the  upper  border  of  the  scrotum 
on  each  side.  It  is  usually  done  under  local  anes- 
thesia, and  the  patient  is  not  necessarily  confined 
to  bed. 

The  operation  in  the  female  is  what  is  known  as 
salpingectomy,  and  consists  of  tying  and  severing 
the  fallopian  tubes  on  each  side  at  the  point  where 
they  enter  the  uterus.  This  operation  requires  open- 
ing the  abdomen,  but  is  attended  with  no  more  risk 
than  an  operation  for  chronic  appendicitis.  Ad- 


vantage is  usually  taken  of  the  occasion  to  remove 
the  appendix  and  correct  any  pathology  found  in 
connection  with  the  tubes  or  ovaries. 


E.xtent  of  Sterilization 
(Data  correct  to  January  1,  1936) 

Total  number  legal  sterilizations  in  United  States  23,166 
Total  number  legal  sterilizations  in  California.-  10,801 
Total  number  legal  sterilizations  to  June  30,  1936 

in  Virginia 2,347 

Total  number  legal  sterilizations  to  June  30,  1936, 

Central  State  Hospital 488 


Effects  of  Operation 

What  effect  has  the  operation  on  sexual  life?  As 
no  organs  or  glands  are  removed,  sterilization  pro- 
duces no  change  in  the  sexual  life.  This  fact  is 
corroborated  by  the  testimony  of  large  numbers  of 
patients  of  both  voluntary  and  compulsory  classes. 
A few  claim  increased  sexual  activity  and  pleasure. 
This  is,  no  doubt,  a mental  rather  than  a physical 
effect.  That  it  does  not  diminish  sexual  pleasure  is 
attested  by  the  fact  that  the  operation  on  the  male 
is  exactly  the  same  as  that  which  has  been  widely 
exploited  for  rejuvenation  and  restoration  of  “lost 
manhood.”  The  first  of  these  operations  (the 
Steinach  operation)  was  performed  November  1, 
1918,  and,  whether  real  or  imaginary,  the  majority 
of  these  patients  reported  improvement.  The  fact 
seems  to  be  that  when  the  patient  expected  and  paid 
for  “rejuvenation”  he  got  it,  and  when  he  merely 
paid  for  sterilization,  he  got  sterilization  and  noth- 
ing more. 

Objections 

The  fear  is  often  expressed  that  sterilization,  by 
removing  the  fear  of  pregnancy,  might  have  the 
-effect  of  encouraging  sexual  delinquency  among  the 
mentally  defective.  “Such  fear  argues  scant  knowl- 
edge of  human  nature”  says  Dr.  Gosney.  About 
three-fourths  of  the  sterilized  girls  in  California 
were  sexually  delinquent  before  commitment.  This 
is  evidence  enough  that  they  are  not  deterred  by  fear 
of  consequences.  They  have  not  the  foresight  or 
self-control  to  be  worried  by  what  may  happen  later. 
The  record  of  parole  in  these  girls  reveals  that  after 
leaving  the  institutions  and  being  placed  under 
efficient  supervision,  only  one  in  twelve  of  the  same 
girls  was  delinquent. 

The  question  has  been  asked  if  sterilization  might 
not  foster  rape.  No  rapist  ever  gave  thought  to  the 
consequences  to  his  victim.  In  thirty  years  there  is 
no  record  of  a case  of  rape  attributed  to  sterilization. 
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A feeble-minded  boy  guilty  of  rape  is  not  a proper 
subject  for  parole,  but  for  permanent  custodial  care. 

It  is  argued  by  some  that  our  scant  knowledge  of 
the  laws  of  heredity  do  not  make  sterilization  justi- 
fiable. Many  cases  admit  of  no  doubt,  and  if  one  is 
rejected  as  doubtful,  six  are  awaiting  attention  as  to 
whom  there  can  be  no  reasonable  doubt.  The  same 
argument  might  be  brought  with  reference  to  cancer, 
but  we  give  the  cancer  patient  the  benefit  of  what- 
ever knowledge  there  is. 

Fear  has  been  expressed  that  the  supply  of  the 
“hewers  of  wood  and  drawers  of  water”  might  be 
diminished.  Fortunately,  or  unfortunately,  this  fear 
is  groundless  for  too  many  reasons  to  enumerate. 

The  fact  has  been  stressed  that  in  the  mating  of 
a normal  man  and  feeble-minded  woman,  society 
looses  the  offspring  of  the  normal  man.  This  is  true 
enough,  but  it  is  doubtful  if  society  stands  to  lose 
much  when  we  consider  the  kind  of  man  who  would 
marry  a feeble-minded  girl,  and  the  saving  to  the 
State  of  the  burden  imposed  by  the  contribution  of 
the  feeble-minded  partner. 

The  inherent  right  to  reproduce  is  sometimes 
brought  into  question.  I think  this  need  not  trouble 
us,  as  the  state,  or  society  has  and  will  probably 
always  call  upon  the  individual  to  sacrifice  his  per- 
sonal interest  for  that  of  the  state.  Man  is  con- 
scripted for  war,  his  land  is  condemned,  and  many 
other  things  are  done  to  him  when  the  good  of 
society  and  the  interest  of  the  state  are  paramount. 

Incidental  Benefits 

Incidentally,  sterilization  has  many  benefits,  such 
as  preventing  the  birth  of  under-privileged  children 
and  those  who  would  be  a burden  to  themselves, 
their  families,  and  the  state;  it  allows  many  (who 
could  not  do  so  without  sterilization)  to  live  fairly 
happy  lives  outside  of  an  institution;  it  allows  mar- 
riage in  many  who  would  not  be  capable  of  the 
duties  of  parenthood;  it  prevents  gonorrheal  infec- 
tion of  the  tubes  and  ovaries  in  the  female;  it  pre- 
vents many  tragedies  which  would  be  occasioned  by 
seduction  resulting  in  illegitimate  births;  it  removes 
often  the  excuse  for  criminal  abortions;  it  makes 
unnecessary  the  use  of  contraceptives  which  are  un- 
certain and  not  usable  by  the  class  of  persons  most 


in  need  of  them;  and  it  should  tend  ultimately  to 
raise  the  general  intellectual  level  of  the  race. 

Twenty-five  years  ago  the  tendency  seemed  to  be 
to  plan  segregation  for  life  for  the  feeble-minded. 
It  was  soon  evident  that  not  enough  institutions 
could  be  built  and  maintained  to  care  for  the  large 
number  of  persons  of  this  class  who  were  unable  to 
compete  on  equal  terms  with  their  fellows.  A re- 
actionary swing  in  the  opposite  direction  then  took 
place,  and  we  were  told  that  all  the  feeble-minded 
needed  was  education  suited  to  their  capacities  and 
vocational  guidance  in  jobs  for  which  they  are  fitted. 
The  truth  lay,  in  fact,  between  these  two  extremes, 
as  the  problem  is  an  individual  one  and  each  case 
must  be  decided  on  its  merits.  Some  need  institu- 
tional care  for  life.  Others  may  get  along  outside 
with  supervision.  This  operation  gives  freedom  to 
the  latter  without  danger  of  reproduction. 

I must  again  remind  you  that  sterilization  is  not 
a preventive  for  all  the  mental  ills  of  mankind. 
Supervision  and  not  sterilization  alone  is  the  key- 
note in  treatment  of  both  the  defective  and  the 
mentally  diseased.  Sterilization  is  a valuable  ad- 
junct in  helping  to  solve  the  problem,  and,  if  it  is 
made  use  of  to  the  extent  which  we  think  justifiable, 
it  cannot  fail  in  time  to  elevate  the  general  standard 
of  the  race.  The  feeble-minded  we  will  always  have, 
no  doubt,  but  if  the  general  intellectual  level  of  the 
race  is  elevated,  the  masses  of  those  who  have  to 
support  them  will  be  better  equipped  for  their  task. 

Conclusion 

In  this  paper  I have  drawn  freely  on  the  literature 
published  by  the  Human  Betterment  Foundation  of 
Pasadena,  California,  for  facts,  figures,  and  perhaps 
some  conclusions,  for  which  due  acknowledgment 
is  made. 

In  order  that  sterilization  may  become  the  benefit 
which  its  advocates  fondly  hope  for,  a sympathetic 
attitude  on  the  part  of  the  public  is  necessary.  Civic 
Clubs  such  as  yours  play  a not  unimportant  part  in 
crystalization  of  public  sentiment.  I appreciate, 
therefore,  the  opportunity  which  your  kind  invita- 
tion affords  me  to  pass  on  to  you  such  information 
as  I possess  on  a subject  which  I deem  of  importance 
to  every  serious-minded  citizen  of  America. 
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OBSTETRICS  IN  GENERAL  PRACTICE— REPORT  OF  500  CASES. 


Rufus  Brittain,  B.  S.,  M.  D., 
and 

L.  Floyd  Hobbs,  M.  D., 

Jewell  Ridge,  V'a. 


During  the  past  four  years  we  have  been  very 
much  surprised  to  find  that  the  young  men  coming 
out  of  various  hospital  internships  have  a very  lim- 
ited practical  knowledge  of  obstetrics.  Therefore, 
we  wish  to  submit  a brief  discussion  of  obstetrics  as 
seen  in  the  home,  under  the  best  and  worse  condi- 
tions, and  to  describe  our  technique  which  we  feel 
is  one  of  the  simplest  and  the  safest.  This,  of  course, 
is  not  a criticism  of  the  men  nor  of  the  institutions 
from  which  they  came  since  our  men  have  been 
taken  from  five  different  teaching  hospitals  located 
in  three  different  states.  We  are  not  attempting  to 
offer  a remedy  nor  to  give  advice,  merely  to  offer  a 
safe,  inexpensive  technique  that  we  have  developed 
over  a period  of  four  years  and  used  in  over  five 
hundred  deliveries. 

We  carry  with  us  on  all  cases  a sterile  gown,  a 
sheet  and  three  or  four  pairs  of  sterile  gloves.  These, 
with  sterile  towels,  are  carried  in  a single  package. 
The  lower  compartment  of  the  obstetrical  bag  con- 
tains a set  of  sterilized  instruments  consisting  of 
cervical  dilators,  small  dull  and  sharp  curettes, 
uterine  sound,  sponge  forceps,  cervical  forceps  and  a 
pair  of  Simpson’s  low  obstetrical  forceps.  The  up- 
per compartment  of  the  bag  contains  one  pair  of 
cord  scissors,  two  common  Kelly  clamps,  one  needle 
holder,  two  cans  of  ether,  one  bottle  of  cord  tie,  one 
box  of  silver  nitrate  ampoules,  two  packages  of  ster- 
ile flats  (2x2  and  4x4),  and  one  ether  cone,  one 
bag  of  cotton,  one  bottle  of  alcc^ol,  one  bottle  of 
green  soap,  one  bottle  of  lysol,  one  bottle  of  ergot, 
hypodermic  syringe,  and  some  form  of  soluble  bar- 
bituric acid  tompounds,  five  ampoules  of  pituitrin, 
three  ampoules  of  digifortis,  three  ampoules  of  caf- 
fein  sodium  benzoate,  adrenalin,  camphor  and  mag- 
nesium sulphate  ampoules  and  morphine.  Also,  we 
carry  sterile  rolls  of  gauze  for  packing  if  necessar)', 
as  well  as  several  extra  pairs  of  dry  sterile  gloves. 

The  usual  obstetrical  call  in  the  rural  districts 
pre-supposes  no  pre-natal  care.  However,  with  in- 
sistent training  we  have  been  able  to  get  at  least 
partial  pre-natal  care  in  about  50  per  cent  of  our 
cases.  \\’hen  entering  the  home  the  first  step  is  to 


obtain  a careful  history  of  the  case.  Following  this, 
a careful  abdominal  examination  is  made.  If  no  ex- 
treme abnormalities  are  found  from  the  above,  we 
proceed  with  as  near  sterile  vaginal  examination  as 
possible.  This  consists  of  washing  the  perineum 
and  thighs  with  green  soap,  followed  by  rinsing  with 
a 1 :5000  solution  of  lysol.  Of  course,  a sterile  glove 
is  used.  During  the  course  of  this  examination  one 
attempts  to  learn  if  there  are  any  abnormalities  of 
the  pelvis,  any  indications  of  abnormalities  for  the 
ensuing  labor,  the  presentation,  and  the  stage  of 
labor.  This  examination  should  be  thorough,  par- 
ticularly if  there  has  been  no  pre-natal  care. 

In  view  of  the  fact  that  the  current  teaching  is 
skeptical  of  vaginal  examinations,  we  give  the  fol- 
lowing reasons  for  this  procedure.  In  the  first  place, 
the  average  young  man  can  obtain  a much  clearer 
idea  as  to  the  size  of  the  pelvis,  abnormalities  of 
labor,  presentation  and  stage.  In  the  second  place, 
with  our  technique,  we  have  never  had  any  compli- 
cations which  could  be  traced  to  the  use  of  this 
Dpe  of  examination.  Usually  one  examination  is 
sufficient,  and  naturally  we  do  not  make  any  more 
examinations  than  are  necessary.  Also,  many  of 
these  patients  have  been  previously  examined  by  mid- 
wives, and  in  such  cases  the  utmost  care  is  necessary 
during  the  examination. 

In  the  first  stage  of  labor  it  has  been  our  e.xperi- 
ence  that  morphine  and  the  barbiturates,  usually 
combined,  give  the  best  results  and  are  the  safest  to 
use  when  the  doctor  is  going  to  leave  the  patient  in 
the  home  without  a nurse.  The  young  man  udll 
find  that  he  can  save  many  hours  of  sleep  by  the 
judicious  use  of  these  drugs. 

With  the  beginning  of  the  second  stage  of  labor, 
the  patient  is  draped  with  a sterile  sheet  and  the 
sterile  towel  is  placed  under  the  buttocks.  The 
operator  dons  his  sterile  gown  and  gloves.  Pre- 
viously some  member  of  the  household  has  been  in- 
structed in  the  use  of  ether  and,  with  close  super- 
vision by  the  operator,  performs  this  duty  satis- 
factorily. A great  many  men  use  chloroform  and  we 
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believe  it  is  just  as  good,  if  not  better,  when  used 
in  the  hands  of  an  experienced  man. 

At  the  beginning  of  the  second  stage  of  labor  we 
begin  the  use  of  pituitrin.  Whether  or  not  this  drug 
is  used  in  this  stage  depends  entirely  upon  the 
individual  case.  We  have  a hard  set  rule  never  to 
give  more  than  three  minims  at  a dose  and  never 
oftener  than  every  fifteen  minutes.  With  the  use  of 
pituitrin  ether  can  be  administered  much  more  freely 
and  the  balance  of  the  labor  made  much  easier  for 
the  mother.  We  were  taught  that  this  practice  was 
extremely  dangerous  and  have  found  that  this  teach- 
ing is  more  or  less  universal.  From  discussion  with 
other  practitioners  we  find  that  this  drug  is  used  al- 
most universally,  and  we  believe  that  the  young  man 
going  out  would  be  much  better  off  were  he  taught 
a safe  usage  of  this  drug,  rather  than  to  be  left  to 
learn  for  himself  by  trial  and  error. 

A brief  analysis  of  our  first  five  hundred  de- 
liveries in  general  practice  follows: 


Chart  I. 

Type  of  Delivery  Number 

Normal  451 

Breech  13 

Low  forceps  18 

Medium  forceps  1 

Version  and  extraction  11 

Persistent  occiput  posterior  3 

Face  presentation  1 

Caesarean  section  (referred)  _ . 2 


We  class  here  as  normal;  L.O.A.,  L.O.P.,  R.O.A.,  and 
R.O.P. 


Chart  II. 

Sex  Number  Average  W eight  Number  IVeighed 

Boys  269  8.0  lbs.  208 

Girls  231  7.7  lbs.  153 


The  average  mother  in  this  series  did  her  own 
housework  plus  work  in  the  fields  which  we  believe 
explains  the  excessive  size  of  the  baby. 

The  average  age  of  the  mother  was  twenty-five, 
the  oldest  being  forty-four  years  and  the  youngest 
fourteen  years. 

Chart  III. 


Gravida 

Number 

Gravida 

Number 

1 

118 

8 

18 

2 

101 

9 

11 

3 

85 

10 

10 

4 

52 

11 

4 

5 

50 

12 

0 

6 

24 

13 

3 

7 

23 

14 

1 

. Chart 

IV. 

Maternal  Complications 

Eclampsia  5 1 pre-partum,  1 post-par- 

tum,  3 partum 

Kidney  toxemia  2 

Lightning  burn  of  hip 1 4th  month  of  pregnancy. 


Not  healed. 

Small-pox  1 Eruption  at  delivery. 

Chicken-pox  1 Eruption  at  delivery. 


Influenza  2 

Spontaneous  collapse  of 
lung  2 

Tuberculosis  (pulmonary)  1 

Diabetes  1 

Lues  (diagnosed)  treated  6 
Lues  (diagnosed)  untreat- 
ed   3 

Placenta  praevia  margin- 

alis  4 

Placenta  praevia  centralis  1 

Third  degree  tears 2 

Second  degree  tears 7 

Post-delivery  pneumonia.-  2 

Obstetrical  syncope 1 

Sapremia  (retained  mem- 
brane)   1 

Pelvis  abscess  ' 5 


1 pre-partum — 1st  mo.  1 
post-partum*  (same  pa- 
tient). 


Babies  were  symptom  free. 


Delivered  version — 10th 
baby. 

Results  good. 

Results  good. 

Post-delivery. 

Cleared  up  after  removal. 
3 gonorrheal — none  drain- 
ed. 


Post-partum  hemorrhage.  1 

We  have  treated  two  cases  of  puerperal  sepsis, 
one  delivered  by  a mid-wife  and  one  a septic  abor- 
tion. Both  patients  lived. 


Chart  V. 

Complications  of  the  Baby 


Stillborn  2 One  prolapse  of  cord,  one 

kidney  toxemia. 

Premature  died  5 

Lues  (untreated) died  3 

Head  injuries died  4 One  forceps  and  three  ver- 

sions. 

Spina  bifida died  1 

Pneumonia  died  1 Premature. 

Chicken-pox  died  1 Twin,  weight  3J4  lbs. 

Absence  of  rectum__.  died  1 

Erb’s  paralysis  3 All  cleared. 

Hair-lip  1 

Twins  3 Sets. 


Total  deaths  of  infants  under  one  month  of  age — 18. 

The  above  table  includes  premature  babies  back 
to  six  months.  It  is  interesting  to  note  that  in  only 
two  of  the  cases  of  death  the  mother  had  pre-natal 
care.  One  of  these  was  a retracted  pelvis  which  was 
referred  for  Caesarean  section  and  sent  back  to  us 
for  delivery.  The  other  was  premature  a little  less 
than  seven  months.  We  lost  only  one  baby  from 
an  eclamptic  mother.  The  eclampsia  was  controlled 
but  due  to  the  I.Q.  of  the  patient  and  her  living  con- 
ditions it  was  considered  wise  to  induce  labor,  which 
was  done  at  seven  and  one-half  months. 

We  are  of  course  proud,  and  lucky,  that  we  have 
had  no  maternal  deaths.  Recently  there  has  been 
a great  deal  of  criticism  of  the  general  practitioner 
and  his  handling  of  obstetrics.  However,  even  when 
we  have  to  cope  with  ill-trained  mid-wives  whose 
very  presence  is  detrimental  to  child-birth,  whose 
pelvic  examinations  are  actually  filthy,  and  whose 
*Caesarean  section  with  second  baby. 
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knowledge,  although  the  State  Board  of  Health  has 
recently  been  attempting  to  instruct  them,  is  abso- 
lutely nil,  we  feel  it  is  rather  remarkable  that  we 
should  have  gotten  by  without  any  true  cases  of 
puerperal  sepsis.  The  two  cases  listed  above  were 


hospitalized  and  diagnosed  hemolytic  streptococ- 
cemia,  both  of  which  recovered,  although  one  of  them 
lost  a limb.  These  results,  though  just  for  a small 
series  of  cases,  prove  that  with  reasonable  care  ob- 
stetrics can  be  well  handled  in  the  home. 


PROCATN  AND  EPINEPHRIN  INJECTION  IN  THE  TREATMENT 
OF  SPRAINED  ANKLES.— REPORT  OF  CASES.* 


J.  B.  Kiser,  M.  D., 
Emporia,  Va. 


It  is  the  sole  aim  of  this  paper  to  express  to  you 
the  gratifying  results  we  have  received  in  a brief 
series  of  cases  from  the  injection  of  the  sprained 
ankle  with  Procain  and  Epinephrin  solution. 

Our  attention  was  attracted  to  this  new  therapy 
by  an  article  which  appeared  in  The  Medical 
Record,  of  November  20,  1935,  by  Dr.  Perry  Sperber 
and  Natalie  Sabatina  of  New  York,  entitled. 
New  Treatment  for  the  Sprained  Ankle.”  Their 
report  included  six  cases  treated  by  a single  injec- 
tion of  from  4 c.c.  to  8 c.c.  of  a 2 per  cent  Procain 
solution  into  the  painful  periarticular  space,  the  du- 
ration of  the  injury  varying  from  two  hours  to  three 
days.  The  miraculous  cures  experienced  by  them 
were  immediate  and  lasting. 

The  two  unsuccessful  cases  reported  could  not  be 
blamed  on  the  treatment  but  rather,  on  the  patient 
and  the  injury.  The  first  was  due  to  lack  of  coopera- 
tion on  the  part  of  the  patient  in  refusing  to  try  to 
walk  and  in  refusing  a second  injection  on  recur- 
rence of  pain.  The  second  failed  because  the  injury 
was  that  of  a bruised  bone  rather  than  a sprain, 
also  the  patient  was  not  seen  until  five  days  after 
the  injury  occurred. 

In  other  H^pes  of  traumatic  conditions  the  treat- 
ment was  not  effective  except  in  one  case  of  coccy- 
draia. 

The  original  work  on  this  subject  was  done  by 
Prof.  Leriche  of  Lyons,  France,  in  1934.  Leriche’s 
theor}’,  on  which  he  has  based  his  work,  was  that 
“in  articular  traumatism  there  is  no  lesion  of  the 
ligament  per  se,  but  rather  that  of  the  nen’^e  endings 
in  these  ligaments.  These  terminal  twigs  are  the 
sensory  origin  of  the  reflex  that  ensues,  acting  on 
the  articular  trophism  and  on  the  vascularization  of 
the  motor  muscles.  The  rationale  of  the  procedure 

•Read  before  the  Fourth  District  Medical  Society  at 
Emporia,  Va.,  on  August  18,  1936. 


is  to  block  the  sensor)-  nerve  endings,  thus  stopping 
the  abnormal  excitation.  This  breaks  up  the  reflex 
by  interrupting  the  vicious  cycle  arising  from  the 
vasodilatation  which  in  turn  has  been  constantly  re- 
exciting  the  sensory  nerve  endings.”  Therefore,  he 
advises  early  injection  before  edema  and  hydro- 
arthrosis are  permanently  established. 

In  our  series  of  seven  cases  to  be  reported  we 
used  10  c.c.  of  a 2 per  cent  Procain  and  1/50,000 
Epinephrin  solution,  following  the  simple  technic 
of  Dr.  Sperber.  In  all  doubtful  cases  we  X-rayed 
to  be  certain  there  was  no  bone  injur)-.  The  skin 
was  carefully  prepared  with  iodine  and  alcohol,  then 
anaesthetized  at  site  of  injection.  The  painful  peri- 
articular region  was  then  injected  through  a 25 
gauge  needle  and  a small  gauze  dressing  applied 
over  the  needle  hole.  We  requested  all  patients  to 
return  the  following  day  for  a check-up,  as  Leriche 
states  a second  injection  is  occasionally  necessary. 

Case  Reports 

Case  1.  J.  B.,  a boy  twenty-one  years  of  age, 
worked  at  soda  fountain,  received  a severe  sprained 
ankle  while  playing  baseball.  First  seen  four  hours 
after  injury,  at  home,  in  agonizing  pain.  He  had 
marked  edema  of  ankle  and  had  been  bathing  it  in 
hot  salt  water.  The  ankle  was  strapped  with  adhe- 
sive and  sedatives  given  for  pain.  He  was  brought 
to  the  office  the  next  day  and  limped  into  room  with 
great  difficulty.  Edema  was  marked  and  joint  very 
tender  to  touch,  active  or  passive  motion,  and  still 
painful  in  spite  of  sedatives.  After  carefully  ex- 
plaining to  him  that  this  was  an  experiment  with 
me  as  well  as  with  him,  he  consented  to  the  injec- 
tion, and  10  c.c.  of  2 per  cent  Procain  and  Epine- 
phrin solution  was  injected  into  the  entire  lateral 
periarticular  space,  down  to  the  bone.  In  four  or 
five  minutes  he  was  told  to  move  his  foot,  which  he 
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did,  a bit  fearfully  at  first,  but  finding  there  was  no 
pain  he  smiled  and  kept  it  up.  Told  to  get  up  and 
try  his  weight  on  it  he  did  so,  a bit  dubious  about 
too  much  at  a time,  but  was  walking  about  within 
a minute  and  declared  it  felt  more  comfortable  than 
the  other  foot.  He  walked  to  his  work  and  worked 
all  afternoon.  He  suffered  slight  pain  when  the 
Procain  wore  out,  for  about  thirty  minutes,  but  did 
not  have  a recurrence  of  former  pain  and  no  tender- 
ness or  soreness.  Seen  the  following  day  the  edema 
was  practically  gone  and  his  cure  complete. 

Case  2.  \V.  W.,  Colored  male,  age  thirty-six, 
received  severe  sprain  of  ankle  on  W.P.A.  project. 
Seen  six  hours  later,  was  unable  to  bear  any  weight 
on  foot  and  suffering  severe  pain,  edema  marked. 
Ten  c.c.  2 per  cent  Procain  and  Epinephrin  was 
injected  into  periarticular  space  and  patient  in- 
structed to  get  up  and  walk.  He  walked  out  with 
a natural  gait,  grinning  from  ear  to  ear.  On  his 
return  the  next  morning  he  walked  without  a limp 
and  we  found  the  edema  had  subsided  nicely.  He 
had  no  further  sjTnptoms  and  returned  to  work  the 
next  day. 

Case  3.  Mrs.  P.  H.  S.,  age  thirty-eight,  slipped 
and  fell  on  sidewalk,  wrenching  ankle.  Was  seen 
thirty  minutes  after  injury,  edema  found  moderate, 
but  pain  severe.  Ten  c.c.  of  2 per  cent  Procain  with 
Epinephrin  was  injected  into  periarticular  region. 
Relief  was  immediate  and  patient  walked  out  of  the 
office  and  attended  to  her  usual  duties  of  the  day. 
No  recurrence  was  noted  and  edema  had  subsided 
when  seen  the  following  day. 

Case  4.  Mrs.  G.  L.  C.,  age  forty-eight,  slipped  on 
stairs  and  sprained  ankle;  seen  one  day  later.  Char- 
acterized by  marked  edema  and  severe  pain  on  active 
and  passive  motion.  The  usual  10  c.c.  injection  of 
Procain  and  Epinephrin  was  made  after  much  per- 
suasion and  coaxing,  as  she  had  had  two  sprained 
ankles  prior,  treated  by  strapping  and  rest.  She  in- 
sisted on  a bandage,  so  an  elastic  bandage  was  ap- 
plied. She  would  not  trust  her  weight  on  foot,  and 
when  seen  the  next  day  she  said  it  was  still  sore  so 
a second  injection  was  made  with  no  better  coopera- 
tion than  before.  When  seen  two  days  later  she  was 
comfortable  except  for  tenderness  over  site  of  injec- 
tion. About  one  week  later  she  began  walking  cau- 
tiously about.  We  feel  that  poor  results  with  this, 
our  only  unsuccessful  case,  were  due  entirely  to  lack 
of  cooperation  from  a neurotic  type  of  patient. 

Case  5.  Miss  M.  W.,  age  eleven,  received  a severe 


sprained  ankle  at  school  and  was  seen  in  our  office 
two  hours  later.  Moderate  amount  of  edema,  suffer- 
ing severe  pain  and  unable  to  bear  weight  on  foot. 
Ten  c.c.  Procain  and  Epinephrin  was  injected  with 
immediate  relief  of  pain  and  soreness.  Patient  walk- 
ed out  of  office  and  attended  school  the  following 
day  with  no  recurrence  of  symptoms.  Edema  sub- 
sided in  two  days. 

Case  6.  Miss  N.  M.  N.,  age  fourteen,  suffered 
severe  sprained  ankle  at  school ; seen  about  one  hour 
later.  Ankle  showed  a moderate  amount  of  edema 
and  was  painful  to  weight  or  motion.  By  the  usual 
technic  10  c.c.  Procain  and  Epinephrin  was  injected 
into  affected  periarticular  region  with  immediate  re- 
lief of  all  symptoms.  She  returned  to  school  the  fol- 
lowing day  and  edema  was  practically  gone  the  day 
after  that. 

Case  7.  Miss  M.  P.,  age  fifty-seven,  slipped  on 
rug  in  home,  wrenching  ankle.  Was  seen  in  office 
one  hour  later,  suffering  acute  pain,  with  moderate 
amount  of  edema.  Ten  c.c.  Procain  and  Epinephrin 
was  injected  into  the  injured  periarticular  region 
with  immediate  relief  of  symptoms.  She  attended 
her  usual  duties  the  following  day  and  has  had  no 
recurrence  of  pain. 

In  resume  of  our  limited  experience  with  this  new 
and  spectacular  treatment,  I must  say  that  our  re- 
sults have  been  most  gratifying  to  us  as  well  as  to 
the  patient.  Instead  of  a suffering  bedridden  patient, 
for  one  to  three  weeks,  you  have  an  immediate  cure 
with  good  functional  results,  and  the  patient  re- 
sumes his  daily  work  without  loss  of  time. 

Conclusion 

The  periarticular  infiltration  of  Procain  and 
Epinephrin  for  acute  sprains  of  the  ankle  showed 
the  following  results  in  seven  cases: 

I.  Six  cases  showed: 

1.  Immediate  relief  of  pain  and  soreness. 

2.  Normal  functional  use  of  joint. 

3.  No  recurrence  of  symptoms. 

4.  Rapid  disappearance  of  edema. 

5.  A grateful  patient. 

II.  One  case  may  be  recorded  as  unsuccessful, 

which  we  believe  to  be  due  to  lack  of  co- 
operation on  the  part  of  the  patient. 

In  short  we  believe  it  to  be  one  of  the  most  mirac- 
ulous cures  we  have  experienced  in  the  field  of 
therapy.  We  sincerely  hope  that  this  experiment 
will  be  carried  on  by  you  so  that  its  true  merits  may 
be  determined. 
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DEMODEX  FOLLICULORUM  INFESTATION. 


William  Bickers,  M.  D., 
and 

Frederick  W.  Shaw,  M.  D., 

Department  of  Bacteriology  and  Parasitology,  Medical  College  of  Virginia, 

Richmond,  Va. 


I'he  Evangeline  Booth  Home  and  Hospital  under 
the  direction  of  the  Salvation  Army  admits  unmar- 
ried primiparas.  The  hospital  is  equipped  to  care 
for  twenty  patients.  They  are  admitted  in  the  seventh 
month  of  pregnancy  and  discharged  about  two 
months  postpartum.  Each  patient  is  isolated  in  so 
far  as  her  bedding,  sheets,  and  clothing  are  con- 
cerned. All  linen  is  treated  in  a steam  closet  weekly, 
and  with  these  precautions  no  infectious  disease  has 
become  endemic  in  the  twelve  years  during  which 
the  hospital  records  have  been  accurately  kept.  With 
this  history  and  in  view  of  the  limited  knowledge  of 
the  subject,  it  is  thought  that  the  recent  infestation 
with  Demodex  folliculorum  might  be  of  interest. 

History 

The  Demodex  folliculorum  was  first  described  by 
Berger  and  Heale  in  1841.  At  this  time  the  para- 
.^site  was  found  in  the  sebaceous  glands  of  many 
patients  without  clinical  skin  disease.  In  1927 
Hardenbergh  described  a chronic  dermatitis  caused 
by  Demodex  folliculorum  and  the  therapeutic  effects 
of  ultra-violet  and  infra-red  irradiation.  Samuel 
Ayres  in  January,  1930,  described  a symptom-com- 
plex which  he  designated  as  pityriasis  folliculorum 
from  which  he  recovered  the  Demodex.  All  of  his 
patients  were  women.  He  described  the  lesions  as 
small,  white  frosted  papular  lesions  about  the  size 
of  a mm.  The  parasite  has  also  been  described  as  a 
cause  of  impetigo.  Seventeen  cases  of  acne  rosacea 
were  reported  in  the  Archives  of  Dermatology  and 
Sy philology  January,  1932,  from  which  were  re- 
covered the  parasite;  while  in  thirteen  cases  of  acne 
vulgaris  studied  at  the  same  time,  the  Demodex 
could  not  be  found.  Other  investigators  have  de- 
scribed the  organism  as  the  etiologic  factor  in  acne 
rosacea.  Numerous  reports  on  dermatitis  in  animals 
refer  to  this  parasite  as  the  causative  agent.  The 
French  literature  describes  the  organism  associated 
with  skin  abscesses  in  sheep.  This  is  interesting  in 
view  of  the  fact  that  a number  of  the  cases  to  be 
described  have  associated  suppurating  lesions. 


Parasitology 

Demodex  folliculorum  (Fig.  1)  is  a vermiform 
acarine.  It  occurs  chiefly  in  the  sebaceous  glands  of 
the  nose  and  forehead.  The  female  is  about  0.4  mm. 
long,  the  male  0.3.  The  thorax  possesses  eight  short, 
three-jointed  legs,  each  terminated  by  two  claws. 
The  abdomen  is  elongated,  and  is  transversely  striat- 
ed. The  head  possesses  a snout  and  two  feelers.  The 
eggs  are  about  75  by  35u.  .A.  six-legged  larva  hatches 
from  the  egg  and,  after  four  moultings,  develops 
into  the  adult. 


Clinical  Discussion 

In  October,  1935,  an  eighteen-year-old  primipara 
was  admitted  to  the  Evangeline  Booth  Hospital  with 
a dermatitis  involving  the  dorsum  of  both  hands. 
She  gave  a history  of  chronic  skin  infection  of  six 
months’  duration  and  stated  that  her  father  together 
with  several  other  members  of  the  family  were  sim- 
ilarly affected.  The  lesions  were  oily,  scaling,  some- 
what indurated,  with  small  fissures  in  the  web  of 
the  fingers.  A clinical  and  microscopic  diagnosis 
was  made  of  epidermorphyton  infection  and  the 
usual  treatment  applied. 

Within  a period  of  two  weeks  from  this  admission, 
ten  patients  and  six  babies  showed  evidence  of  oily, 
well  circumscribed,  scaling  lesions,  all  of  which  had 
a rather  atypical  ring-worm  appearance.  Despite 
various  types  of  therapy,  the  lesions  continued  to 
recur  after  short  intervals  of  temporary  improve- 
ment. Each  new  patient  acquired  the  disease  within 
a short  time  after  admission,  and  the  babies  became 
infected  despite  the  fact  that  infected  mothers  were 
not  allowed  in  nursery.  When  the  disease  had  per- 
sisted for  several  months,  bizarre  lesions  began  to 
appear.  Two  patients  developed  large  urticaria-like 
lesions  w'hich  were  interpreted  as  allergic  manifesta- 
tions from  remote  foci  of  fungus  infection. 
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Three  of  the  babies  developed  small  pustules  scat- 
tered over  the  torso  and  limbs.  One  baby  developed 
something  over  fifty  distinct  pustular  lesions  and 
from  all  of  these  the  epidermorphyton  was  readily 
found.  Five  per  cent  ammoniated  mercury  was  used 
in  conjunction  with  the  fungicide  on  these  lesions 
with  temporary  improvement  only. 

In  March,  1936,  all  therapeutic  procedures  were 
discontinued  to  see  what  would  happen.  No  change 
in  the  clinical  course  of  the  disease  could  be  noted. 
Lesions  disappeared  in  one  place  only  to  appear  in 
another  just  as  they  had  done  under  treatment.  We 
now  became  suspicious  that  this  was  no  ordinary 
fungus  infection,  but  that  there  must  be  some  other 
factor  which  was  contributing  to  its  chronicity  and 
resistance  to  treatment.  At  this  time  scrapings  were 
taken  from  the  lesions  on  both  mothers  and  babies. 
The  parasite,  Demodex  folliculorum,  was  found  in 
all  cases  studied.  Even  the  pustular  lesions  of  the 
newborns  showed  the  presence  of  the  parasite.  How- 
ever, there  was  also  present  the  fungus. 

It  then  occurred  to  us  that  this  parasite,  the 
Demodex  folliculorum,  might  be  transporting  the 
fungus  deep  into  the  sebaceous  glands  and  this 
would  account  for  the  eternal  recurrence  of  the  der- 


matitis. On  this  theory  all  patients  were  put  out 
into  the  sun  for  two  hours  daily  following  which  the 
secretions  of  the  sebaceous  and  sweat  glands  were 
scrubbed  off  with  soap  and  water.  The  skins  rapid- 
ly resumed  their  normal  appearance,  the  pustular 
lesions  disappeared,  the  allergic  manifestations  van- 
ished, and  within  seven  days  the  clinical  signs  of 
dermatitis  were  not  to  be  found  and  neither  the 
fungus  nor  Demodex  could  be  demonstrated.  All 
clothes  and  linen  were  treated  to  sunlight  and  in  a 
period  of  seventeen  weeks  no  evidence  of  recurrence 
has  manifested  itself. 
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The  celebrated  Greek  physician,  Aesculapius,  who 
lived  in  the  twelfth  century,  B.  C.,  is  referred  to  as 
the  God  of  Medicine.  History  records  the  tradi- 
tion that  dental  surgery  also  had  its  origin  with 
Aesculapius.  We  later  learn  from  Hippocrates  (460 
B.  C.)  that  “In  cases  of  toothache,  if  the  tooth  is 
decayed  and  loose,  it  must  be  extracted;  if  it  is 
neither  decayed  nor  loose,  but  still  painful,  it  is 
necessary  to  desiccate  it  by  cauterizing. Through 
ancient  and  medieval  history  we  find  many  refer- 
ences of  the  practice  of  dentistry  as  a part  of  the 
practice  of  medicine.  In  the  change  from  sacerdotal 
to  secular  practice  it  was  observed  by  practitioners 
of  a later  date  that  affections  in  one  part  of  the 
body  manifested  symptoms  elsewhere.  This  was,  of 
course,  a clinical  finding  of  the  most  alert  physicians. 

•Read  at  McGuire  Lecture  Series,  Symposium  on  Focal 
Infections,  Medical  College  of  Virginia,  April  7,  1936. 


During  the  past  century  many  writers  have 
recorded  their  observations  of  diseases  which  mat- 
have  had  their  origin  in  other  organs  of  the  body. 
Observant  practitioners  also  reported  improvement 
in  patients  after  the  elimination  of  disturbing  fac- 
tors elsewhere  than  at  the  seat  of  complaint.  Ben- 
jamin Rush,  writing  in  1805  on  the  State  of  Med- 
icine, said:  “Before  I dismiss  this  part  of  our  sub- 
ject, I have  only  to  add,  that  since  the  cure  and 
extraction  of  the  teeth  have  become  a distinct  branch 
of  the  profession  of  medicine,  several  diseases  which 
have  arisen  from  them,  when  decayed,  have  been 
detected  and  cured. 

The  principles  of  focal  infection  were  not  known 
at  that  time.  It  is  no  longer  a theory  but  a gen- 
erally accepted  principle  in  medicine.  In  a con- 
sideration of  this  subject  the  alveolar  structures 
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and  teeth  play  an  important  role.  Dental  infec- 
tion is,  however,  only  one  of  a number  of  important 
factors  in  the  causation  of  systemic  diseases.  Since 
the  individual  tooth  as  well  as  the  entire  dentition 
are  vital  factors,  the  subject  from  the  dental  stand- 
point becomes  many  times  impiortant,  since  there  are 
usually  twenty  deciduous  and  thirty-two  perma- 
nent teeth. 

Scientific  achievements  of  the  past  two  decades 
leave  no  doubt  about  focal  infection  and  the  impor- 
tance that  the  teeth  play  as  a primary  factor.  Pro- 
gressive physicians  and  dentists  recognize  this  fact. 
It  is,  therefore,  the  responsibility  of  the  physician, 
as  the  guardian  of  the  patient’s  health,  to  consult 
with  the  dentist  regarding  the  condition  of  the  pa- 
tient’s mouth  and  the  procedure  to  be  followed.  It 
is  equally  important  for  the  dentist  to  refer  to  the 
physician  those  patients  presenting  oral  manifesta- 
tions of  general  disorders. 

In  a consideration  of  this  subject  it  is  well  to 
bear  in  mind  certain  distinguishing  features  be- 
tween medical  and  dental  services.  Alfred  Walker, 
in  a recent  article,  said:  “Many  individuals, 
throughout  a long  life,  require  practically  no  med- 
ical service,  and  others  may  require  very  little  and 
at  very  infrequent  intervals.  On  the  other  hand, 
it  is  well  known  that  practically  everybody  fre- 
quently requires  dental  service,  and  that  dental  dis- 
ease, ( 1 ) in  some  form  and  degree,  afflicts  prac- 
tically everyone;  (2)  is  predictable;  (3)  unlike  most 
other  diseases,  does  not  correct  itself;  (4)  uncor- 
rected, it  grows  progressively  worse;  (5)  there  are 
no  known  preventives,  such  as  vaccines  and  anti- 
toxins; (6)  its  correction  always  requires  the  service 
of  the  dentist  personally;  (7)  its  treatment  is  time 
consuming;  (8)  it  is  a constantly  recurrent  disorder 
that  necessitates  continuing  treatment,  year  after 
year  practically  throughout  life,  or  at  least  as  long 
as  the  individual  retains  his  teeth;  (9)  treatment 
for  children,  in  the  earlier  years,  is  essentially  dif- 
ferent from  that  required  by  the  adolescent  and 
the  adult,  etc.”® 

It  must  also  be  understood  that  the  teeth  have  a 
definite  physiological  function.  A full  complement 
of  teeth  enhances  mastication  and  oral  function  and 
is  also  concerned  with  speech  and  esthetics.  Good 
dental  function  aids  digestion  and  markedly  influ- 
ences gastro-intestinal  function.  It  must  be  borne 
in  mind  that  good  health  or  morbid  processes  have 
important  influences  on  dental  health  and  also  af- 


fects the  condition  of  the  teeth.  It  is  necessary  to 
bear  these  facts  in  mind  when  dealing  with  dental 
infections. 

The  most  common  seat  of  infection  in  the  mouth 
is  that  found  at  the  apices  of  teeth  and  usually  as- 
sociated with  pulpless  teeth.  Periodontal  lesions 
which  are  of  equal  importance  are  also  seats  of 
foci  of  infection,  the  significance  of  which  is  fre- 
quently minimized.  Caries  and  pyorrhea  are  the 
most  frequent  sources  in  the  production  of  foci  of 
dental  infection.  Since  caries  affects  most  individ- 
uals, periapical  infection  occurs  quite  frequently. 
Pyorrhea  is  a disease  of  adult  life  and  involves  a 
destruction  of  the  supporting  structures  of  the  teeth. 
The  presence  of  infection  in  pyorrhea  pockets  is 
just  as  much  a focus  as  an  area  of  infection  at  the 
apex  of  a tooth. 

In  the  consideration  of  every  case  the  examina- 
tion and  diagnosis  is  of  fundamental  importance.'* 
We  have  been  prone  to  treat  symptoms  without 
giving  due  consideration  to  the  causes  and  also  the 
necessity  of  treating  the  patient.  In  a carefully 
planned  examination  we  should  use  all  facilities  at 
our  disposal.  This  should  include  a careful  radio- 
logic  study,  vitality  test,  and  trans-illumination.  It 
is  imperative  to  correlate  all  data  bearing  on  the 
case,  the  most  important  of  which  is  the  keen  clin- 
ical sense  developed  from  observation  and  experi- 
ence. 

The  question  then  arises, — what  procedure  should 
be  followed?  In  definite  cases  of  pathological 
changes  in  and  about  the  teeth,  those  foci  of  infec- 
tion should  be  eliminated,  unless  contraindicated 
because  of  the  patient’s  general  health  as  advised 
by  the  physician.  The  removal  of  a number  of 
teeth  or  the  extensive  treatment  of  periodontal  le- 
sions is  sometimes  looked  upon  as  a radical  pro- 
cedure. As  a matter  of  fact  this  treatment  may  be 
conservative.  It  is  recognized  that  the  health  of  the 
individual  is  of  greater  importance  than  the  conser- 
vation of  a few  teeth  of  doubtful  prognosis. 

You  are  familiar  with  the  routine  cases  in  which 
certain  classical  symptoms  indicate  the  necessity  for 
extraction.  It  is  not  the  purpose  of  this  presentation 
to  enter  into  an  extended  discussion  of  the  indica- 
tions and  contraindications  for  extraction.®  No  hard 
and  set  rule  can  be  laid  down  as  a guide,  as  the 
factors  which  influence  a decision  are  variable.  It 
is  not  difficult  in  many  cases  to  decide  whether 
teeth  should  be  removed;  the  symptoms  may  be  so 


1936]  , 


Virginia  Medical  Monthly 


559 


obvious  that  there  would  be  no  occasion  for  a dif- 
ference of  opinion.  With  many  other  cases,  how- 
ever, decision  is  not  so  easy  without  clearly  weigh- 
ing all  the  evidence  at  hand. 

In  the  same  general  consideration  we  recognize 
the  contraindications  for  extraction.  In  addition  to 
the  local  symptoms  which  make  it  inadvisable  to 
remove  teeth,  we  must  consider  the  general  health 
of  the  patient  as  an  important  factor.  The  extent 
of  surgical  intervention  also  deserves  consideration 
in  the  light  of  each  patient’s  tolerance. 

It  is  equally  as  important,  if  not  more  so,  to 
decide  when  not  to  remove  teeth  as  it  is  to  decide 
when  to  remove  them.  While  no  general  rule  can  be 
laid  down,  we  must  depend  upon  enlightened  judg- 
ment to  determine  the  necessity  or  the  impropiety 
of  an  operation.  While  conservatism  is  the  present 
keynote,  we  must  not  let  this  so  blind  our  view- 
point as  to  interfere  with  such  procedures  as  may 
be  necessary. 

Who  shall  decide  whether  or  not  teeth  should  be 
removed?  Surely,  the  patient  is  not  competent. 
Where  the  patient  is  under  the  care  of  a physician 
and  the  mouth  is  suspected  as  a possible  focus 
of  infection,  it  is  the  responsibility  of  the  physician 
to  refer  the  patient  to  the  dentist  for  consultation. 
It  is  for  the  dentist  to  examine,  consider,  and  recom- 
mend what  should  be  done.  There  is  need  for  the 
utmost  cooperation  between  the  dentist  and  phy- 
sician, because  of  the  intimate  correlation  of  den- 
tistry and  medicine  as  they  affect  the  patient.  It  is 
unfair  to  all  parties  concerned  for  the  physician  to 
recommend  the  removal  of  teeth,  which  could  not 


possibly  have  a bearing  on  the  case,  simply  because 
he  has  been  unable  to  locate  any  focus  of  infection 
which  may  have  been  an  objective  in  his  diagnosis. 
There  are  also  cases  of  chronic  ailments  of  long 
standing  where  even  the  removal  of  known  foci  of 
infection  could  not  possibly  benefit  the  patient. 
In  those  cases  where  some  good  may  be  accom- 
plished, patients  should  be  advised  that  they  may 
be  relieved  but  not  necessarily  cured.  There  is  no 
conflict  in  the  treatment  of  patients  when  the  dentist 
and  physician  both  recognize  their  respective  fields 
and  responsibilities. 

In  the  light  of  our  newer  knowledge  it  must  be 
borne  in  mind  that  nutrition  and  allergy  may  play 
important  parts  in  the  development  of  alveolar  in- 
fections. It  will  also  influence  the  study  of  caries, 
the  most  common  of  the  diseases  of  mankind.  This 
is,  however,  a problem  of  the  biological  sciences,  in 
which  the  physician  and  the  dentist  must  assume 
their  share  of  the  responsibility  of  the  progress  yet 
to  be  accomplished. 
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lege of  Dentists,  January,  1935. 

4.  Bear,  Harry:  A Discussion  of  Some  Fundamentals 

in  Exodontia,  The  Apollonian,  January,  1934. 

5.  Idem:  Indications  and  Contraindications  for  the 

Extraction  of  Teeth,  Virgixia  Medical  Moxthly, 

June,  1927. 

Professional  Building. 


A SIMPLE  PROCEDURE  TO  FACILITATE  SLOW  INTRAVENOUS  INJECTIONS. 


Moses  Benmosche,  M.  D., 

New  York,  N.  Y. 


Intravenous  therapy  is  becoming  more  and  more 
prevalent  among  an  ever  increasing  number  of  gen- 
eral practitioners  who,  heretofore,  have  shrank  from 
employing  such  a comparatively  difficult  method 
of  treatment.  A prescription  for  Blaud’s  pills  was 
fraught  with  less  danger  than  an  intravenous  in- 
jection of  iron  cacodylate. 

Apart  from  an  occasional  idiosyncrasy  for  a 
particular  medicament,  one  of  the  main  causes  of 
disagreeable  systemic  reactions  to  intravenous  ther- 


apy is  too  rapid  administration.  Hirshfeld  et  al 
have  ably  pointed  out  that  a slow  intravenous  drip 
method  reduces  the  untoward  reactions  to  a neg- 
ligible minimum.  In  their  own  laconic  expression: 
“Almost  anything  can  be  given  intravenously  if  it 
is  given  slowly  enough.” 

Although  we  are  always  cautioned  to  inject 
slowly,  especially  the  arsphenamine  preparations, 
we  find  the  technical  difficulties  involved  in  the 
apparently  simple  instructions  hard  to  overcome. 
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In  the  first  place,  one  should  make  it  a rule 
never  to  give  an  intravenous  injection  with  the  pa- 
tient in  the  upright  position.  The  patient  should 
be  prone  with  arm  resting  comfortably.  In  the 
second  place,  the  doctor  should  also  be  in  a com- 
fortable position  and  mentally  composed  while  in- 
jecting. Never  be  hurried  or  flustered  while  giving 
an  intravenous  injection.  Always  remember  that 
the  mechanics  of  medicine  are  unlike  the  mechanics 


1.  Inject  slowly  to  first  mark  below  10  c.c. 

2.  Slowly  draw  blood  back  to  10  c.c.  mark. 

3.  Inject  slowdy  to  second  mark  below  10  c.c. 

4.  Slowly  draw  blood  back  to  first  mark  below 
10  c.c. 

5.  Inject  slowly  to  third  mark  below  10  c.c. 

6.  Slowdy  draw  blood  back  to  second  mark  be- 
low' 10  c.c. 

7.  Inject  slowdy  to  fourth  mark  below  10  c.c. 


of  any  otlfer  art,  insofar  as  there  e.xists  a definite 
psychological  relationship  between  patient  and  doc- 
tor which  must  be  reckoned  wdth  for  the  patient’s 
benefit. 

I have  demonstrated  the  following  procedure  to 
several  of  my  colleagues  wdio  find  in  it  a practical 
solution  to  the  problem  of  slow  intravenous  therapy. 

Method:  Let  us,  for  e.xample,  take  10  c.c.  of 
arsphenamine  solution.  Note  the  gradations  on  the 
syringe  which  are  commonly  marked  off  in  fifths. 


8.  Slowdy  draw  blood  back  to  third  mark  below 
10  c.c. 

And  so  on  to  the  end  of  the  injection. 

Advantages  of  the  procedure  described:  1.  As- 
surance that  the  needle  is  constantly  patent  and  in 
the  vein.  2.  The  solution  is  diluted  w'ith  the  pa- 
tient’s blood  and  enhances  a more  gradual  intro- 
-duction  of  the  medicament  into  the  blood  stream. 
3.  Automatically  compels  slow  injection. 

600  West  111th  Street. 


PEACE.* 


J.  Shelton  Horsley,  IT.  D., 

President.  Richmond  Peace  Council, 
Richmond,  Va. 


Is,  it  not  strange  that  in  civilized  nations  it  is 
necessar}-  to  urge  respectable  citizens  not  to  kill  or 
maim  each  other?  What  are  the  fundamentals  of 
civilization?  Not  a love  of  art,  not  beautiful  paint- 

*Read  at  the  mass  meeting  under  the  auspices  of  the 

Richmond  Peace  Council,  Richmond,  Va.,  November  11, 
1936. 


ing  and  sculpture,  not  masterpieces  in  literature,  nor 
research  in  science.  These  are  eminently  desirable, 
but  they  are  secondary  characteristics  of  civilization. 
The  fundamentals  of  civilization  are  two  things, 
first,  a regard  for  the  life  and  health  of  others, 
and,  secondly,  a respect  for  the  property  and  rights 
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of  others.  Without  these  things  all  else  makes 
civilization  only  a “sounding  brass  and  a tinkling 
cymbal.” 

The  horrors  and  the  agonies  of  war  have  been 
fully  depicted  in  literature  and  drama.  It  is  equally 
true  that  most  wars  are  futile.  Even  for  the  victors 
wars  do  not  accomplish  what  they  are  supposed  to 
accomplish,  and  the  aftermath  of  degenerated 
morale,  of  poverty  and  of  disease  seldom  justify  the 
attainment  of  the  objects  of  the  war.  The  so- 
called  glory  of  war  has  largely  departed.  The 
glamor  that  surrounds  the  personal  combat  of  the 
knights  of  old,  the  thrill  from  the  charge  of  the 
Light  Brigade,  naturally  arouse  our  emotions,  but 
modern  warfare  hardly  has  the  credit  of  even  these 
doubtful  advantages.  When  thousands  of  men, 
women  and  children  are  slaughtered  by  gas  bombs 
from  the  air  or  from  long  range  cannon  shot  by 
an  invisible  enemy,  when  soldiers  and  civilians  per- 
ish from  the  indirect  effects  of  war  from  starva- 
tion or  disease,  there  is  not  even  the  glory  of  phys- 
ical courage  and  of  personal  combat.  We  often 
deprecate  the  tribal  battles  of  the  so-called  sav- 
ages. One  chief  leads  a band  of  marauders  and 
takes  from  another  chief  a herd  of  his  cattle  and 
some  of  his  wives,  and  the  second  chief  fights 
back.  We  look  wdth  disdain  upon  this  type  of 
war,  and  yet  is  it  not  far  more  reasonable  than  the 
slaughter  or  crippling  of  hundreds  of  thousands  of 
men  for  some  abstruse  cause  which  few  can  under- 
stand ? 

The  wholesale  killing  and  wounding  of  soldiers 
in  battle  is  well  known  and  needs  no  comment. 
Frequently,  however,  it  is  the  little  touches  that 
make  us  realize  the  barbarity  of  war.  Not  long 
ago  an  insignificant  paragraph  in  the  newspapers 
announced  that  every  child  in  England  was  being 
fitted  for  gas  masks  in  anticipation  of  air  raids  that 
might  be  made  during  a possible  war.  In  another 
item  it  was  said  that  in  the  present  Civil  War  in 
Spain  about  1,800  hostages  including  many  women 
and  children  were  herded  into  a barbed  wire  en- 
closure and  machine  guns  were  fired  on  them  until 
the  last  little  child  was  killed. 

Can  any  grand  symphony,  magnificent  painting, 
or  beautiful  statue  compensate  for  such  an  act? 

To  those  of  us  in  the  medical  or  allied  professions 
war  seems  peculiarly  obnoxious.  We  labor  to  save 
lives  which  later  may  be  Used  as  cannon  fodder. 
Infants  that  formerly  strangled  to  death  with  diph- 


theria may  now  be  saved  by  the  antitoxin.  Typhoid 
which  caused  innumerable  deaths,  particularly 
among  the  young,  has  almost  disappeared.  Deaths 
from  other  infectious  diseases  have  been  greatly 
reduced.  Even  the  victims  of  cancer  are  often  cured 
by  radiation  or  by  extensive  surgical  operations. 
Yet,  for  what  end  are  these  efforts  if  the  very  flower 
of  the  population  is  to  be  sacrificed  in  war? 

The  United  States  of  America  is  in  a peculiarly 
strong  position  to  set  an  example  to  the  whole  world 
for  peace.  Education  is  essential  to  make  people 
peace-minded.  Passions  are  easily  stirred  and  w’e 
revert  to  the  primal  and  brutal  instincts  of  the  jungle 
creatures.  Mencken  has  said  that  the  greatest 
menace  to  mankind  is  a military  band.  Who  does 
not  tingle  with  emotions  at  the  sight  of  regiments 
marching  to  the  rolling  of  drums?  We  then  become 
animals  indeed. 

Our  peace  movement  has  two  objectives.  The 
first  is  to  keep  our  country  out  of  any  European 
or  foreign  war,  and  the  second  is  to  create  a peace 
consciousness  among  ourselves  that  will  set  an  ex- 
ample to  the  rest  of  the  world. 

There  are  thirty-four  national  peace  organizations 
in  the  United  States,  all  of  them  members  of  the 
National  Peace  Conference  which  is  an  aggregation 
of  these  organizations.  The  most  active  of  these  at 
present  is  the  National  Emergency  Peace  Campaign, 
and  all  other  peace  campaigns  are  cooperating  with 
this  one.  It  is  recognized  that  as  long  as  human 
greed  and  national  avarice  exist,  there  wall  be  a 
necessity  for  some  protection  of  lives  and  property, 
just  as  it  is  necessar}'  to  have  local  police  protec- 
tion. It  is  probably  too  much  to  expect  that  the 
need  for  this  will  ever  disappear.  So  in  nations  an 
army  and  a navy  are  essential  for  protection,  but 
in  the  race  to  have  a bigger  navy  and  a bigger  army 
than  any  other  nation,  are  we  not  unconsciously 
subordinating  protection  to  boastful  aggression? 

This  peace  organization  is  not  made  up  of  cranks, 
fanatics  and  extremists.  Its  chief  components  are 
the  average  variety  of  human  beings  who  have  seen 
that  war  is  not  worth  while,  and  who  believe  it  is 
their  duty  to  mankind  to  strive  for  peace  if  we  are 
to  attain  the  highest  civilization. 

Finally,  let  me  quote  from  an  address  of  Presi- 
dent Butler  of  Columbia  University,  who  says:  “To 
reject  eternal  peace  as  an  absurdity  and  as  some- 
thing foreign  to  the  creed  or  to  the  temperament  of 
any  people  is  to  proclaim  one’s  self  a barbarian  and 
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an  enemy  of  all  mankind.  Physical  force,  terrorism, 
despotism  cannot  accomplish  the  high  ends  at  which 
civili2ation  aims.  Intelligence,  sound  moral  stand- 
ards and  the  spirit  of  service  can  do  so,  always 
have  done  so,  and  will  continue  to  do  so.” 

617  Grace  Street. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President— ^\ks.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  S.mith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Si.mms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 

An  Appeal. 

To  The  Presidents  of  Component  Auxiliaries; 

It  has  been  impossible  for  me  to  get  the  names 
of  all  the  presidents  of  the  local  Auxiliaries,  so  will 
each  one  of  you  send  me  your  name  and  address 
within  the  next  week  so  that  I may  have  a record. 
Please,  also,  send  to  me  by  the  twelfth  of  each  month 
a report  of  your  Auxiliary  so  that  it  may  appear  in 
our  Department  of  Virginia  Medical  Monthly. 
We  wish  anything  about  your  members  which  might 
be  of  interest  to  the  women  of  the  State. 

We  had  a most  delightful  meeting  in  Staunton, 
and  we  hope  many  of  you  attended  the  Southern 
Medical  Association  meeting  in  Baltimore  in  Novem- 
ber. 

Please  cooperate  with  me  in  the  publicity  notices 
for  the  Monthly. 

(Mrs.  W.  Ambrose)  Lois  Lacy  McGee, 
4107  Kensington  Ave.,  Richmond,  Va. 

An  Objective  of  the  Auxiliary. 

It  is  well  sometimes  to  stop  and  reflect  on  the  true 
purpose  or  original  meaning  of  something  we  have 


come  to  accept  unquestionably  with  the  passage  of 
time.  So  it  is  with  the  Woman’s  .Auxiliary  to  the 
State  Medical  Society.  Synonyms  for  auxiliary  are 
ally,  aid,  and  promoter.  Nothing  gives  us  greater 
pleasure  or  gain  than  to  aid  and  help  promote  the 
medical  profession. 

In  1931  at  Philadelphia,  the  .American  Medical 
Association  adopted  the  following  resolution:  “Re- 
solved, That  the  House  of  Delegates  urge  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation, including  the  county,  state,  and  national 
organization,  to  recognize  as  one  of  its  chief  activi- 
ties the  promotion  of  the  distribution  of  this  publica- 
tion (Hygeia)  through  parent-teacher  associations, 
boards  of  education  and  similar  bodies  interested  in 
education.”  By  building  up  the  subscription  list  of 
this  magazine  we  will  be  answering  a direct  request 
for  aid.  At  the  same  time  we  will  be  promoting  the 
interests  of  the  medical  profession  for  “The  patient 
who  reads  Hygeia  appreciates  the  physician’s  advice 
more,  and  gains  through  it  the  knowledge  w'hich 
makes  possible  more  successful  cooperation.”  This 
is  also  a way  to  offset  the  undesirable  advertising 
which  has  irked  and  alarmed  many.  It  provides  ac- 
curate information  for  the  coming  generation,  the 
schools. 

At  the  October  meeting  in  Staunton,  Mrs.  Robert 
E.  Fitzgerald,  president  of  the  auxiliary  to  the 
American  Medical  Association,  presented  the  pro- 
motion of  Hygeia  as  one  of  her  four  objectives  for 
her  term  of  office.  The  state  board  of  directors  de- 
cided to  continue  the  promotion  of  this  magazine 
in  the  following  manner : 

1.  To  concentrate  on  obtaining  subscriptions 
from  physicians  in  November  and  December  when 
the  subscription  price  to  them  w’ill  be  $1.25.  There 
will  be  no  commission  but  these  will  increase  cir- 
culation. 

2.  To  concentrate  on  obtaining  subscriptions 
from  lajTnen  during  the  rest  of  the  year  at  the  price 
of  $2.50  a year.  Of  this  $1.25  is  sent  to  Hygeia 
and  $1.25  is  kept  by  the  auxiliary  to  be  used  for 
giving  gift  subscriptions  to  schools,  etc. 
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Proceedings 

of  the 

Medical  Society  of  Virginia 


MINUTES  OF  THE  SIXTY-SEVENTH  AN- 
NUAL SESSION  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA 
October  13,  14,  and  15,  1936 
Staunton,  Virginia 

GENERAL  SESSION 
Tuesday  Evening,  October  13,  1936 
The  first  general  session  of  the  sixty-seventh  annual 
convention  of  the  Medical  Society  of  Virginia  was  held 
in  the  ballroom  of  the  Stonewall  Jackson  Hotel,  Staunton, 
on  Tuesday,  October  13,  1936,  and  was  called  to  order 
by  the  President,  Dr.  P.  St.  L.  Moncure,  of  Norfolk,  at 
eighty-thirty  o’clock  p.  m. 

The  invocation  was  said  by  the  Reverend  J.  Lewis 
Gibbs,  Rector  of  Emanuel  Church,  Staunton. 

Addresses  of  welcome  were  made  by  Dr.  Guy  R.  Fisher, 
President  of  the  Augusta  County  Medical  Society,  Staun- 
ton, Chairman  of  the  Committee  on  Arrangements,  and  the 
Honorable  Curry  Carter,  Mayor  of  Staunton. 

President  Moncure  then  read  this  address:  “The  South 
in  Medicine  and  Surgery.” 

The  Memorial  Hour  was  next  on  the  program,  and 
as  no  member  of  the  Membership  Committee  was  present. 
Dr.  Moncure  requested  Dr.  C.  Lydon  Harrell,  Norfolk, 
Vice-President,  to  read  the  names  of  members  who  had 
died  during  the  year  just  past,  while  all  present  stood  in 
silence  as  a token  of  respect  to  the  memory  of  the  de- 
ceased. 

List  of  41  Members  of  the  Society  Whose  Deaths 
Have  Been  Reported  Since  the  1935  Meeting 
Dr.  Joseph  Albert  McGuire,  Norton,  Va.,  October  25,  1935. 
Dr.  D.  Kerfoot  Shute,  Washington,  D.  C.,  October  21,  1935. 
Dr.  Joseph  Edward  Clagett,  Hamilton,  Va.,  October  27, 
1935. 

Dr.  John  Coleman  Everett,  Nellys  Ford,  Va.,  December  4, 
1935. 

Dr.  Charles  Shepherd  Webb,  Bowling  Green,  Va.,  Novem- 
ber 28,  1935. 

Dr.  Robert  L.  Kern,  Richmond,  Va.,  December  24,  1935. 
Dr.  John  Arnold  Board,  Altavista,  Va.,  December  18, 
1935. 

Dr.  William  P.  Parrish,  Chatham,  Va.,  December  6,  1935. 
Dr.  Edward  Chisholm  Cobb,  Ruther  Glen,  Va.,  Decem- 
ber 14,  1935. 

Dr.  Walker  Aylett  Campbell,  Old  Church,  Va.,  January 
21,  1936. 

Dr.  Francis  Vaughan  Fowlkes,  Richmond,  Va.,  January 
20,  1936. 

Dr.  Isaac  Scott  Stone,  Washington,  D.  C.,  December  22, 
1935. 


Dr.  William  Edward  Ritter,  West  Graham,  Va.,  Novem- 
ber 11,  1935. 

Dr.  Carlton  Lee  Starkweather,  Occoquan,  Va.,  December 
11,  1935. 

Dr.  Southgate  Leigh,  Norfolk,  Va.,  March  5,  1936. 

Dr.  Samuel  I.  Conduff,  Roanoke,  Va.,  March  19,  1936. 
Dr.  Willcox  Ruffin,  Norfolk,  Va.,  February  28,  1936. 

Dr.  Rawley  Martin  Shelton,  Unionville,  Va.,  March  15, 
1936. 

Dr.  Ad3ison  Barrett  Householder,  Lovettsville,  Va., 
March  20,  1936. 

Dr.  James  Braxton  McKee,  Glade  Spring,  Va.,  March 

17,  1936. 

Dr.  A.  Watson  Hammond,  Amsterdam,  Va.,  February  17, 
1936. 

Dr.  Frank  H.  Beadles,  Richmond,  Va.,  March  26,  1936. 
Dr.  Harrison  Talmadge  Smith,  Independence,  Va.,  April 

18,  1936. 

Dr.  Ernest  Auguste  DeBordenave,  Franklin,  V'a.,  April  6, 
1936. 

Dr.  William  Edward  Knewstep,  Hampton,  Va.,  March 
24,  1936. 

Dr.  William  Otey  McCabe,  Thaxton,  Va.,  January  18, 
1936. 

Dr.  Robert  E.  Hughes,  North  Holston,  Va.,  April  13,  1936. 
Dr.  William  Edwards  Croxton,  West  Point,  Va.,  May  9, 
1936. 

Dr.  Newton  Eugene  McDannald,  News  Ferry,  Va.,  May 
4,  1936. 

Dr.  Garland  M.  Vaden,  Capeville,  Va.,  June  20,  1936. 
Dr.  George  Thornhill  Harris,  Madison  Heights,  Va., 
July  16,  1936. 

Dr.  Erik  Theophile  Sandberg,  Cardinal,  Va.,  July  17, 
1936. 

Dr.  Ernest  L.  Griffith,  Clifton  Forge,  Va.,  June  21,  1936. 
Dr.  Thomas  P.  Darracott,  Tunstall,  Va.,  June  26,  1936. 
Dr.  Meriwether  Lewis  Anderson,  Richmond,  Va.,  August 
4,  1936. 

Dr.  Thomas  M.  Parkins,  Staunton,  Va.,  August  10,  1936. 
Dr.  Robert  Whitehead,  Victoria,  Va.,  August  14,  1936. 
Dr.  William  Burton  DeGarmo,  Miami,  Fla.,  January  3, 
1936. 

Dr.  Manfred  Call,  Richmond,  Va.,  September  13,  1936. 
Dr.  John  W.  Scott,  Gordonsville,  Va.,  August  25,  1936. 
Dr.  Savala  Eustace  Gunn,  Hopewell,  Va.,  August  26, 
1936. 

Professor  H.  M.  McManaway,  Superintendent  of  the 
Virginia  School  for  the  Deaf  and  Blind,  Staunton,  with 
the  assistance  of  several  teachers  from  that  institution, 
gave  an  interesting  demonstration  of  the  work  done  with 
deaf  and  blind  children  at  the  school. 
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President  Moncure  then  presented  Dr.  \V.  D.  Haggard, 
of  Nashville,  Tenn.,  an  invited  guest,  who  addressed  the 
Society  on  the  subject  of  “Diagnosis  of  Upper  Right 
Quadrant  Lesions — The  Area  of  Romance.”  This  was 
illustrated  with  lantern  slides. 

The  program  for  the  evening  session  having  been 
completed,  the  Society  then  adjourned. 

Immediately  following  adjournment,  the  local  medical 
society  entertained  the  visiting  phjsicians  and  their  guests 
at  a smoker  in  the  ballroom.  Music  and  readings  were 
given,  and  refreshments  were  served. 

SCIENTIFIC  SESSIONS 
Wednesday  Morning,  October  14,  1936 
Medical  Section 

The  Medical  Section  of  the  Medical  Society  of  V'irginia 
met  in  the  ballroom  of  the  Stonewall  Jackson  Hotel  and 
was  called  to  order  by  Dr.  C.  Lydon  Harrell,  Norfolk, 
Vice-President,  at  nine-twenty  o’clock  a.  m. 

Dr.  H.  B.  Haag,  Richmond,  read  his  paper  entitled 
“Studies  Upon  The  Persistence  of  Action  of  Digitalis  and 
Digitalis  Bodies,”  which  was  discussed  by  Drs.  James  P. 
Baker,  Richmond,  and  Nathan  Bloom,  Richmond,  and  by 
Dr.  Haag  in  closing. 

The  paper  of  Drs.  Nathan  Bloom  and  William  B.  Porter, 
of  Richmond,  entitled  “Problems  in  the  Diagnosis  and 
Treatment  of  Peripheral  Vascular  Disease”  (illustrated 
by  lantern  slides),  was  read  by  Dr.  Porter  and  was  dis- 
cussed by  Drs.  Walter  B.  Martin,  Norfolk,  and  Eugene 
Lowenberg,  Norfolk,  and  by  Dr.  Porter  in  closing. 

Dr.  Walter  B.  Martin,  Norfolk,  read  his  paper  entitled 
“Adhesive  Pericarditis:  Treatment  by  Section  of  the  Left 
Phrenic  Nerve,”  which  was  discussed  by  Drs.  Hugh  H. 
Trout,  Roanoke;  Paul  Camp,  Richmond;  Frank  S.  Johns, 
Richmond;  and  J.  Morrison  Hutcheson,  Richmond;  and 
by  Dr.  Martin  in  closing. 

Dr.  \^’illiam  R.  Jordan,  Richmond,  read  his  paper  on 
“Angina  Pectoris  and  Insulin,”  which  was  discussed  by 
Drs.  Ernest  G.  Scott,  Lynchburg;  Paul  Camp,  Richmond; 
and  Walter  B.  Martin,  Norfolk.  On  the  request  of  Dr. 
J.  Morrison  Hutcheson,  the  privileges  of  the  floor  were 
extended  to  Dr.  Ernest  Bradley,  of  Lexington,  Ky.,  Presi- 
dent of  the  American  College  of  Physicians,  and  Dr. 
Bradley  discussed  the  paper. 

Dr.  Frank  A.  Strickler,  Radford,  read  his  paper  en- 
titled “Hemihypertrophy : A Case,  Probably  Acquired, 
-Associated  with  Pituitary  Tumor”  (illustrated  by  lantern 
slides).  This  was  discussed  by  Drs.  Hugh  H.  Trout, 
Roanoke;  D.  C.  Wilson,  University;  James  W.  Hunter, 
Norfolk;  J.  S.  Dejarnette,  Staunton;  and  bj’  Dr.  Strickler 
in  closing. 

(At  this  point  Dr.  J.  Morrison  Hutcheson,  President- 
Elect,  took  the  chair  and  presided  during  the  reading  of 
the  next  paper.) 

The  paper  of  Drs.  Dean  B.  Cole  and  Walter  L.  Nalls, 
of  Richmond,  entitled  “The  Treatment  of  Pulmonary  Tu- 
berculosis,” was  read  by  Dr.  Cole  and  was  discussed  by 
Drs.  C.  Lj'don  Harrell,  Norfolk;  F.  D.  Wilson,  Norfolk; 


W.  E.  Brown,  Sanatorium;  H.  A.  Latane,  Alexandria; 
Fletcher  J.  Wright,  Petersburg;  Frank  S.  Johns,  Rich- 
mond; and  E.  C.  Drash,  University;  and  by  Dr.  Cole  in 
closing. 

(Dr.  Harrell  then  resumed  the  chair.) 

Dr.  J.-  O.  Fitzgerald,  Jr.,  Richmond,  read  his  paper 
entitled  “Pneumonia — Especially  80  Diathermed  Cases” 
(illustrated  by  lantern  slides),  which  was  discussed  bv 
Drs.  B.  M.  Rosebro,  Richmond,  and  T.  Dewey  Davis, 
Richmond;  and  by  Dr.  Fitzgerald  in  closing. 

Dr.  J.  S.  Dejarnette,  Superintendent  of  the  Western 
State  Hospital,  extended  an  invitation  to  the  members 
and  visitors  to  visit  that  institution  on  Thursday  morning, 
at  which  time  some  sterilization  operations  are  to  be  per- 
formed. 

The  program  having  been  completed,  the  meeting  then 
adjourned,  at  one-five  o’clock  p.  m. 

Surgical  Section 

The  Surgical  Section  of  the  Medical  Society  of  Vir- 
ginia was  called  to  order  by  the  President,  Dr.  P.  St.  L. 
Moncure,  at  9:30  a.  m.,  in  the  Corporation  Court  Room 
of  the  City  Hall. 

Dr.  A.  Stephens  Graham,  Richmond,  read  his  paper  on 
“Carcinoma  of  the  Sigmoid  and  Rectum:  Common  Diag- 
nostic Errors  which  are  Readily  -Avoidable:  Case  Re- 
ports.” This  was  discussed  b}’  Dr.  R.  DuVal  Jones,  Nor- 
folk. 

The  next  paper  was  by  Dr.  E.  G.  Gill  of  Roanoke,  his 
subject  being  “Some  Observations  in  the  Management  of 
Foreign  Bodies  in  the  Air  and  Food  Passages,”  illus- 
trated with  lantern  slides.  It  was  discussed  by  Dr. 
E.  T.  Gatewood  of  Richmond,  and  by  Dr.  Gill  in  closing. 

“Bronchoscopic  Observations  of  Laryngo-Trachea 
Bronchitis  in  Children  with  Obstructive  Dyspnea”  was 
the  title  of  the  paper  next  presented  by  Dr.  E.  T.  Gate- 
wood  of  Richmond.  This  was  discussed  by  Drs.  Basil 
B.  Jones,  Richmond;  E.  G.  Gill,  Roanoke;  and  Dr.  Gate- 
wood,  in  closing. 

Dr.  Charles  W.  Putney  of  Staunton  presented  his  paper 
on  “Some  Points  of  Interest  in  the  Treatment  of  Frac- 
tures of  Long  Bones  by  the  Use  of  an  Improved  Fracture 
Reducing  Frame.”  This  was  illustrated  with  lantern 
slides  and  was  discussed  by  Dr.  Robert  V.  Funsten  of 
the  University  of  Virginia. 

Dr.  C.  C.  Coleman  read  the  paper  prepared  by  himself 
and  Dr.  F.  H.  Mayfield  of  Louisville,  Ky.  The  subject 
was  “Penetrating  Wounds  of  the  Brain,  with  and  without 
Retained  Foreign  Bodies”  and  was  illustrated.  Dr.  Edwin 
P.  Lehman,  University  of  Virginia,  discussed  this. 

-A  paper  on  “Surgery  of  the  Thyroid  Gland”  was  then 
presented  by  Dr.  J.  M.  Emmett,  Clifton  Forge.  This  was 
discussed  by  Dr.  Richard  P.  Bell,  Staunton;  and  Dr. 
W.  D.  Haggard,  Nashville,  Tenn. 

Dr.  W.  Lowndes  Peple,  Richmond,  read  his  paper  on 
“Radium  in  the  Treatment  of  Non-Malignant  Diseases 
of  the  Uterus,”  which  was  discussed  by  Drs.  A.  P.  Jones, 
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Roanoke;  J.  Bolling  Jones,  Petersburg;  Wright  Clarkson, 
Petersburg,  and  Dr.  J.  L.  Rawls,  Norfolk. 

There  being  no  further  discussion,  the  section  adjourned. 

Wednesday  Afternoon  Session 
General  Session 

The  Society  met  in  general  session  in  the  ballroom  of 
the  Stonewall  Jackson  Hotel  with  Dr.  Harrell  presiding, 
the  meeting  being  called  to  order  at  three-fifteen  p.  m. 

Dr.  Oscar  L.  Hite,  Richmond,  read  his  paper  entitled 
“Intestinal  Bleeding,”  which  was  discussed  by  Drs.  Donald 
S.  Daniel,  Richmond;  J.  Shelton  Horsley,  Richmond  (Dr. 
Horsley  showing  some  lantern  slides)  ; W.  D.  Haggard, 
Nashville,  Tenn. ; and  Samuel  A.  Anderson,  Richmond. 

Dr.  David  C.  Wilson,  University,  read  his  paper  en- 
titled “A  Study  of  Cases  with  Psychoneurosis  Entering  the 
University  Hospital,  January  1,  1931,  to  January  1,  1936.” 
This  was  discussed  by  Drs.  Alex.  F.  Robertson,  Jr.,  and 
J.  S.  Dejarnette,  of  Staunton,  and  by  Dr.  Wilson  in  clos- 
ing. 

President  Moncure  then  took  the  chair  and  read  the 
following  telegrams: 

"Bikmingham,  Ala.,  Oct. , 1936. 

Medical  Society  of  Virginia, 

In  Annual  Session  Assembled, 

Staunton,  Virginia. 

G.eetings  and  btsi,  w.shes  for  a most  successful  session.  We 
hope  many  members  of  the  Medical  Society  of  Virginia  will  be 
with  us  in  Baltimore  next  month  to  greet  our  distinguished 
President,  your  own  Fred  Hodges  of  Richmond. 

Southern  Medical  Association.” 

“Dunn,  N.  C.,  Oct.  14,  1936. 

Your  telegram  just  received.  My  profound  thanks  for  the 
thoughtfulness  and  love  of  my  colleagues. 

J.  Allison  Hodges.” 

President  Moncure:  In  casting  about  for  someone  to 
enlighten  and  please  you,  I remembered  that  we  had 
never  had  any  of  our  visitors  speak  on  diseases  of  the  skin. 
That  is  one  of  the  most  important  parts  of  the  body,  you 
know.  I therefore  asked  one  of  my  particular  friends  to 
come  and  speak  to  us  on  one  of  the  phases  of  this  matter. 
We  have  the  pleasure  of  having  with  us  the  Associate  Pro- 
fessor of  Dermatology  at  Johns  Hopkins  University,  Dr. 
Lloyd  W.  Ketron,  of  Baltimore,  Maryland,  who  will  now 
address  you.  I present  Dr.  Ketron. 

Dr.  Lloyd  W.  Ketron,  Baltimore,  Md.:  Gentlemen  of 
the  Society,  when  your  President  invited  me  to  address 
you,  I thought  of  various  subjects,  finally  deciding  upon 
Tuberculosis  of  the  Skin.  I feel  that  in  Baltimore  tuber- 
culosis of  the  skin,  in  Negroes,  particularly,  is  increasing. 
In  the  last  ten  years  we  have  collected  a rather  large 
number  of  cases  of  tuberculosis,  of  the  skin  in  the  colored 
race,  particularly  types  of  tuberculosis  that  we  do  not  see 
in  the  textbooks.  I am  quite  sure  that  j'ou  will  find  in 
this  section  of  the  country,  if  you  look  for  them,  quite  a 
number  of  cases  of  tuberculosis  of  the  skin,  especially  in 
colored  people.  I shall  read  a short  paper  on  this  sub- 
ject and  then  show  some  slides. 

Dr.  Ketron  then  read  his  prepared  paper  entitled 
“Tuberculosis  of  the  Skin”  (illustrated  by  lantern  slides). 

President  Moncure:  I am  sure  you  all  enjoyed  Dr. 
Ketron’s  paper.  It  is  a little  out  of  the  usual,  and  he 


has  opened  our  eyes  to  many  of  these  things  that  we 
might  miss. 

The  paper  of  Drs.  John  H.  Neff  and  E.  W.  Kirby,  of 
University,  entitled  “Remarks  on  Prostatic  Obstructions 
Observed  During  a Ten-Year  Period”  (illustrated  by 
lantern  slides),  was  presented  by  Dr.  Neff.  This  paper 
was  discussed  by  Dr.  W.  W.  S.  Butler,  of  Roanoke,  and  in 
closing  by  Dr.  Neff. 

Dr.  R.  W.  Garnett,  Danville,  read  his  paper  entitled 
“Syphilis — A Major  Social  Problem,”  which  was  discussed 
by  Drs.  E.  E.  Barksdale,  Danville,  and  D.  C.  Smith,  Uni- 
versity. 

Because  of  the  lateness  of  the  hour  and  consequent 
lack  of  time  to  finish  the  afternoons  program.  Dr.  T. 
Dewey  Davis,  of  Richmond,  filed  his  paper  for  publica- 
tion without  reading  it,  the  paper  being  entitled  “Defici- 
ency Disease  the  Result  of  Interference  with  Absorption 
from  the  Gastro-Intestinal  Tract — Case  Reports.”  (The 
discussion  on  this  paper  prepared  by  Dr.  Alex.  F.  Robert- 
son, Jr.,  of  Staunton,  was  also  filed.) 

The  Society  then  adjourned,  at  six-fifteen  o’clock  p.  m. 

Thursday  Morning,  October  15,  1936 
General  Session 

The  Society  met  in  general  session  in  the  ballroom  of 
the  Stonewall  Jackson  Hotel  and  was  called  to  order  by 
the  President  at  nine-twenty  a.  m. 

The  following  papers  were  read  as  a Symposium  on 
the  Endocrine  Diseases: 

“The  Endocrines  in  Medicine,”  by  Dr.  E.  L.  Alexander, 
Newport  News. 

“The  Endocrines  in  Gynecology  and  Obstetrics,”  by  Dr. 
G.  J.  Andrews,  Norfolk. 

“Surgery  and  the  Endocrines,”  by  Dr.  Edwin  F.  Lehman, 
University. 

The  papers  in  the  symposium  were  discussed  by  Dr. 
James  H.  Smith,  of  Richmond,  and  by  Dr.  Andrews  in 
closing. 

Dr.  Herbert  C.  Jones,  Petersburg,  read  his  paper  on 
"Rupture  of  Graafian  Follicles  and  Corpus  Luteum  Cysts” 
(illustrated  by  lantern  slides),  which  was  discussed  by 
Dr.  John  S.  Horsley,  Jr.,  Richmond. 

Dr.  Linwood  D.  Keyser,  Roanoke,  read  his  paper  en- 
titled “Stone  in  the  Urinary  Tract:  Present  Concepts  of 
Etiology  and  Preventive  Therapy  Against  Recurrence” 
(illustrated  by  lantern  slides),  which  was  discussed  by 
Dr.  Joseph  F.  Geisinger  and  Dr.  Lawrence  T.  Price,  of 
Richmond,  and  in  closing  by  Dr.  Keyser. 

Business  Session 

The  President  called  for  the  report  from  the  House  of 
Delegates,  which  was  read  by  Miss  Agnes  V.  Edwards, 
the  Executiv'e  Secretary-Treasurer. 

President  Moncure:  The  time  has  now  come  for  me  to 
pass  on — I shall  not  say  entirely  out  of  your  sight,  but 
to  pass  on  into  history  and  into  my  little  niche.  In  doing 
so,  it  gives  me  great  pleasure  to  know  that  I am  passing 
this  gavel  into  the  hands  of  one  who  I know  will  wield 
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it  discreetly  and  wisely,  to  one  who  I know  is  thoroughly 
competent  and  prepared  by  education,  by  dignity,  and  by 
experience  to  take  charge  of  the  office  of  president  of  this 
Society’.  It  gives  me  great  pleasure  to  introduce  to  you 
now  your  new  President,  Dr.  J.  Morrison  Hutcheson,  of 
Richmond. 

President  Hutcheson:  Dr.  Moncure  and  fellow  mem- 
bers of  the  Medical  Society’  of  V'irginia:  It  would  be  im- 
possible for  me  to  express  adequately  my  deep  apprecia- 
tion of  the  honor  that  you  hav’e  done  me  in  electing  me 
your  President.  In  assuming  this  office,  I am  mindful  of 
the  high  standard  of  achievement  and  ability  and  indus- 
try established  by  my  predecessors.  While  I may  not 
hope  to  attain  the  level  of  accomplishment  that  they  have 
set,  I intend  to  devote  to  the  task  the  very  best  endeavour 
of  which  I am  capable.  I would  remind  you,  as  you 
have  been  reminded  before  on  similar  occasions,  that 
this  is  your  Society,  that  your  president  is  far  more 
dependent  upon  you  than  you  are  upon  him.  I earnestly 
desire  the  support  and  cooperation  of  every  one  of  you 
and,  when  necessary,  your  criticism.  Given  this,  I ven- 
ture to  believe  that  we  may  establish  during  the  coming 
year  a record  of  accomplishment  of  which  none  of  us 
need  be  ashamed. 

Is  there  any  further  business? 

If  there  is  nothing  further  to  come  before  the  Society, 
I will  proceed  with  the  naming  of  committees.  As  you 
know,  the  in-coming  president  has  the  privilege  and 
duty’  of  replacing  those  members  whose  time  has  expired 
on  the  various  standing  committees  and  of  naming  the 
chairmen  of  those  committees.  Thus  revised,  your  stand- 
ing committees  are  as  follows: 

(The  nunaber  after  name  indicates  the  length  of  term 
of  office  as  one  member  of  each  Standing  Committee,  ex- 
cept the  Department  of  Clinical  and  Medical  Education, 
is  named  by  the  incoming  President  for  a term  of  three 
years.) 

Committees 

Publication  and  Program:  Dr.  Wyndham  B.  Blanton 
(1),  Chairman;  Dr.  H.  A.  Tabb  (3);  Dr.  H.  B.  Mul- 
holland  (2). 

Scientific  Exhibits  and  Clinics:  Dr.  J.  D.  Willis  (1), 
Chairman ; Dr.  W.  Ambrose  McGee  (2)  ; Dr.  Staige  D. 
Blackford  (3). 

Department  of  Clinical  and  Medical  Education: 
Dr.  P.  St.  L.  Moncure,  Chairman ; Dr.  I.  C.  Riggin;  Dr. 
J.  C.  Flippin;  Dr.  Lee  E.  Sutton;  Dr.  John  R.  Hamilton; 
Dr.  G.  M.  Naff. 

Legislation:  Dr.  H.  U.  Stephenson  (3),  Chairman; 
Dr.  C.  B.  Bowyer  (1);  Dr.  Robert  J.  Payne  (2). 

Medical  Economics:  Dr.  W.  B.  Martin  (2),  Chairman ; 
Dr.  A.  F.  Robertson  (1)  ; Dr.  John  A.  Gibson  (3). 

Me.mbership:  Dr.  J.  A.  White  (1),  Chairman ; Dr.  J. 
Bolling  Jones  (3);  Dr.  Isaac  Peirce  (2). 

Ethics:  Dr.  W.  R.  Williams  (1),  Chairman ; Dr.  P.  W. 
Miles  (2);  Dr.  G.  H.  Carter  (3). 

I have  been  requested  by  several  members  of  this  So- 
ciety to  appoint  another  committee.  I find  that  the  presi- 
dent is  at  liberty  to  appoint  any  committee  he  chooses. 


practically.  I had  not  realized  that  he  has  so  much  lati- 
tude. I have  been  asked  to  appoint  a committee  to  study 
the  pneumonia  situation  in  Virginia.  Such  committees 
have  been  appointed  by  the  state  societies  of  Massachusetts 
and  New  York,  and  the  results  of  their  studies  have  been 
applied,  to  a certain  extent,  to  the  management  of  cases 
of  pneumonia  in  those  states,  with  very  helpful  results 
so  far.  I shall,  during  the  year,  appoint  such  a com- 
mittee to  report  at  the  next  meeting  of  the  Society. 

Is  there  any  further  business?  If  not,  I declare  the 
meeting  adjourned. 


The  Sixty-Seventh  Annual  Session  of  the  Medical  So- 
ciety of  Virginia  then,  at  eleven-fifty  o’clock  a.  m.,  ad- 
journed sine  die. 

BUSINESS  SESSIONS 
Council 

The  Council  of  the  Medical  Society  of  Virginia  met  in 
the  Stonewall  Jackson  Hotel,  Staunton,  Va.,  Tuesday, 
October  13th,  at  11:00  a.  m. 

The  following  were  in  attendance:  President,  Dr.  P.  St. 
L.  Moncure,  Norfolk  ; president-elect.  Dr.  J.  M.  Hutcheson, 
Richmond;  councilors,  Drs.  Griffin  W.  Holland,  Eastville; 
Julian  L.  Rawls,  Norfolk;  Roshier  W.  Miller,  Richmond; 
Wright  Clarkson,  Petersburg;  W.  L.  Powell,  Roanoke; 
C.  O.  Dearmont,  White  Post;  and  J.  E.  Knight,  Warren- 
ton;  secretary.  Miss  Agnes  Edwards,  Richmond;  and  Dr. 
J.  S.  Flippin  and  Mr.  John  Alex.  Rorer,  both  from  the 
University. 

The  minutes  of  the  last  meeting  were  approved  as  pub- 
lished. (Pages  433-4,  October,  1936,  issue,  Virginia 
Medical  Monthly.) 

The  question  of  the  time  of  the  Council  meeting  at  the 
annual  sessions  was  brought  up  for  discussion.  It  was 
felt  by  some  of  those  present  that  too  much  time  was 
wasted  when  this  meeting  was  held  early  in  the  morning 
and  the  House  of  Delegates  late  in  the  afternoon.  The 
suggestion  was  made  that  the  Council  might  meet  at  two 
o’clock  in  the  afternoon  and  the  House  of  Delegates  at 
four  o’clock,  but  no  action  was  taken  with  regard  to  this. 

The  budget  as  prepared  by  Drs.  Clarkson  and  Miller 
was  next  presented.  Dr.  Clarkson  made  a statement  as 
to  the  Society’s  financial  condition  explaining  unusual  ex- 
penditures which  greatly  decreased  the  reserve  in  the 
past  few  years.  Now  that  conditions  are  improved,  he 
fell  the  Society  should  conserve  its  resources  as  far  as 
possible  in  order  to  build  up  its  reserve. 

In  addition  to  the  appropriations  listed  in  the  budget, 
there  was  a request  for  an  amount  sufficient  to  purchase 
a desk  and  chair  for  the  use  of  the  editor  in  the  office  of 
the  Society.  This  was  approved. 

Mr.  Rorer,  who  is  acting  for  Mr.  Zehmer  as  executive 
secretary  of  the  Department  of  Clinical  and  Medical  Edu- 
cation, explained  why  they  requested  the  usual  appropria- 
tion of  $500  in  addition  to  the  $400  they  now  have  on 
hand,  after  which  it  was  moved  and  seconded  that  this 
amount  be  included  in  the  budget. 
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The  budget  as  amended  was  then  approved  to  be  pre- 
sented to  the  House  of  Delegates. 

The  question  as  to  the  cost  of  amplifiers  for  the  audi- 
torium at  places  of  annual  meetings  was  brought  up.  It 
was  the  opinion,  however,  that  the  local  committees  should 
see  about  this  and  the  Executive  Secretary  was  instructed 
to  notify  them  about  this  each  year. 

Dr.  Clarkson  moved  that  any  unexpended  appropria- 
tion allowed  the  , Department  of  Clinical  and  Medical 
Education  be  returned  to  the  Society’s  treasury  at  the  end 
of  each  year  and  be  re-appropriated  if  necessary.  This 
was  seconded.  Dr.  Miller  offered  as  a substitute  that  this 
be  made  a blanket  motion  to  cover  all  committees.  Carried. 

Dr.  Clarkson  cited  several  incidences  in  his  district 
where  doctors  had  been  dropped  from  the  rolls  of  the 
State  Society  when  they  were  really  unable  to  pay  on  ac- 
count of  physical  disability,  the  Secretary  not  knowing  of 
this  fact.  He  moved  that  the  Councilors  look  after  these 
men  and  bring  such  cases  to  the  attention  of  the  President 
who  is  authorized  to  exempt  these  members  from  the 
payment  of  dues  rather  than  let  them  be  dropped.  Dr. 
Miller  stated  that  some  members  resign  and  later  it  is 
discovered  that  they  are  incapacitated.  It  was  moved 
that,  in  these  cases,  the  By-Laws  be  suspended  and  their 
memberships  be  restored.  This  was  seconded  and  carried. 

The  Secretary  stated  that  there  is  no  provision  in  the 
By-Laws  for  the  payment  of  any  back  dues  for  members 
who  have  been  dropped  for  non-payment,  should  they  wish 
to  rejoin,  and  asked  what  should  be  done  about  this. 
It  was  decided  that  they  should  be  required  to  pay  $5.00 
together  with  the  dues  for  the  current  year. 

Drs.  Clarkson  and  Miller  were  requested  to  prepare 
amendments  to  the  By-Laws  in  regard  to  the  above  action, 
and  also  that  concerning  unexpended  appropriations  and 
present  them  to  the  House  of  Delegates. 

There  were  no  special  reports  from  Councilors,  but  Dr. 
Clarkson  stated  that  the  Post-Graduate  Medical  Society 
of  Southern  Virginia  officially  changed  its  name,  last  win- 
ter, to  the  Fourth  District  Medical  Society  and  voted  to 
extend  an  invitation  to  other  societies  in  that  district  to 
join  with  them.  In  accordance  with  action  of  the  Coun- 
cil at  its  last  meeting,  they  will  secure  a charter  for  the 
Fourth  District  Medical  Society  to  replace  the  former 
organization  as  soon  as  the  necessary  details  have  been 
complied  with. 

There  being  no  further  business,  the  Council  adjourned. 

Agnes  V.  Edwards, 

Secretary. 

House  of  Delegates 

The  first  meeting  of  the  House  of  Delegates  was  held 
in  the  Corporation  Court  Room  of  the  City  Hall,  in  Staun- 
ton, Va.,  Tuesday,  October  13th  at  2:30  o’clock.  The 
President,  Dr.  P.  St.  L.  Moncure,  Norfolk,  presided. 

Roll  call  showing  a quorum  present,  the  minutes  of  the 
last  meeting  as  published  in  the  December,  1935,  issue  of 
the  Monthly  were  approved. 

Reports  of  Committees,  which  appeared  in  the  October, 
1936,  issue  of  the  Monthly,  were  then  called  for. 

Delegates  to  the  American  Medical  Association 


(pages  434-5).  Dr.  Clarkson,  chairman,  stated  that  the 
Society  should  increase  its  number  of  fellowships  in  the 
A.  M.  A.  He  did  not  feel  that  the  average  doctor  knew 
very  much  about  the  workings  of  the  Association  but  a 
better  acquaintance  would  increase  his  interest.  Many 
do  not  know  there  is  a difference  between  membership  and 
fellowship  and  that  fellowship  is  necessary  even  to  be 
able  to  register  at  the  annual  meetings.  He  urged  a 
greater  familiarity  with  the  activities  of  the  A.  M.  A. 
The  report  was  ordered  received  and  filed. 

The  report  of  the  Executive  Secretary-Treasurer  (page 
435)  with  the  following  supplement  was  adopted: 

At  the  time  of  our  last  meeting  (1935),  we  reported  a 
total  of  1,830  members.  Since  then  we  have  enrolled 
eighty-four  new  members  and  have  reinstated  two;  our 
losses  are  eighteen  by  resignation,  twenty-seven  dropped 
for  non-payment  of  dues,  one  expelled,  and  forty-one  by 
death,  which  leaves  us  a total  of  1,829  at  this  time. 

Though  the  auditor’s  report  of  our  financial  condition 
will  appear  in  detail  with  the  minutes  of  this  meeting  in 
the  December  issue  of  the  Monthly,  we  wish  to  state 
that  our  total  income  for  the  year  ending  September  30, 
1936,  is  $14,715.21,  total  expenses  $12,870.70,  giving  us  a 
surplus  income  of  $1,844.51  for  the  past  year. 


Publication  and  Progra.m  (pages  435-6).  Dr.  Mon- 
cure stated  that  the  Woman’s  Auxiliary  wished  to  be  able 
to  have  some  say  in  the  entertainment  for  the  annual  meet- 
ing, but  no  action  was  taken  on  this.  The  report  was  re- 
ceived and  filed. 


Scientific  Exhibits  and  Clinics  (page  436).  There 
was  some  discussion  as  to  the  cost  of  setting  up  these 
exhibits  and  as  to  the  fact  that  some  exhibits  are  sent  in 
with  no  instructions  as  to  how  to  set  them  up.  It  was 
moved  and  carried  that  this  report  be  tabled  until  the 
next  meeting  when  some  member  of  the  Committee  could 
be  present  for  a discussion. 


Department  of  Clinical  and  Medical  Education 
(pages  436-40).  Adopted. 


Legislative  (page  440).  Adopted. 


Medical  Economics  (page  440).  Dr.  W.  W.  Wilkin- 
son stated  that  he  understood  that  the  insurance  for  mal- 
practice has  been  almost  doubled  and  felt  that  the  Com- 
mittee should  take  this  up  and  see  that  some  reduction  be 
made  instead  of  an  advancement.  It  was  moved  that  the 
Committee  investigate  this  and  report  at  the  next  annual 
meeting.  Seconded  and  carried. 


Me.mbership  (page  440).  Adopted. 


Advisory  Board  to  the  Woman’s  Auxiliary  (page  440). 
Dr.  Moncure  stated  that  he  would  like  to  commend  the 
work  of  the  Auxiliary.  For  the  benefit  of  some  of  the 
delegates  who  might  not  be  familiar  with  the  three  recom- 
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mendations  referred  to  in  the  report  of  the  Advisory  Com- 
mittee, he  stated  that  they  are  for:  1st,  More  interest  in 
and  a stricter  enforcement  of  the  sterilization  law;  2nd, 
Legal  dissemination  of  birth  control  information;  and 
3rd,  Wassermann  tests  to  be  done  in  the  public  schools. 
They  feel  also  that  periodic  health  examinations  of  school 
children  should  be  made  in  the  office  of  the  family  phy- 
sician rather  than  in  mass  clinics.  He  felt  sure  that  the 
Committee  advised  the  Auxiliary  aright,  but  such  im- 
portant questions  as  they  brought  out  in  their  report  ought 
certainly  to  get  some  discussion  or  endorsement  from  this 
body.  He  stated  he  would  be  in  favor  of  changing  the 
Constitution  so  as  to  make  the  Advisory  Board  a regular 
standing  committee,  with  one  member  appointed  by  the 
President  everj'  year.  There  was  no  discussion  and  it 
was  moved  that  the  report  be  received  and  filed,  which 
motion  carried. 

Dr.  R.  W.  Miller  stated  that  it  was  needless  to  remind 
the  members  of  the  help  that  Dr.  J.  Allison  Hodges  (whose 
name  was  signed  to  the  above  report)  had  been  to  the 
Society'  and  moved  that  a telegram  be  sent  to  him  ex- 
pressing regret  that  he  was  unable  to  attend  the  meeting. 
This  was  seconded  and  unanimously  carried. 


Trust  Fund  for  Post-Gradu.ate  Clinical  Education 
(pages  +40-1).  Dr.  Moncure  explained  the  organization 
of  this  Committee  and  stated  that  he  did  not  feel  Dr.  E.  L. 
Kendig,  who  instigated  it,  expected  it  to  conflict  with  the 
Department  of  Clinical  and  Medical  Education.  He  felt 
it  was  a signal  honor  to  be  an  ex-president  of  this  Society 
but  it  did  not  seem  the  nicest  thing  to  tie  a string  to  it 
by  diverting  the  dues  from  one  fund  to  another.  Dr. 
J.  C.  Flippin  stated  that  Dr.  Smith  had  felt  this  Committee 
was  a dead  one  and  should  not  be  continued.  He  did 
not  see  any  objection  to  the  Committee  and  removed  that 
the  report  be  received  and  filed.  This  was  seconded. 
Dr.  I.  C.  Harrison  felt  that  the  money  in  the  fund  should 
be  used  whenever  the  Society  found  some  use  for  it.  Dr. 
\V.  W.  Wilkinson  moved  that  the  report  be  received  and 
filed  omitting  the  paragraph  with  regard  to  the  ex-presi- 
dents  contributing  to  the  fund.  Dr.  Moncure  felt  the 
committee  should  be  abolished.  Dr.  J.  E.  Knight  ex- 
plained that  receiving  and  filing  the  report  did  not  mean 
that  we  would  have  to  adopt  this  part  of  the  report 
Being  put  to  vote,  Dr.  Wilkinson’s  motion  was  lost,  and 
the  report  was  received  and  filed. 


Child  Welfare  (pages  +41-2).  Adopted. 


Walter  Reed  Co.vi.mission  (page  +42).  Dr.  C.  P.  Jones 
explained  the  reason  for  an  increased  appropriation  for 
this  Committee,  due  to  the  fact  that  Dr.  Clements  did  not 
realize  that  the  Society’s  books  closed  the  last  of  Sep- 
tember and  had  not  sent  in  his  bill  for  expenditures  made 
during  the  year.  The  additional  amount  was  to  care 
for  this  bill  and  the  current  year.  The  report  was  adopted. 


To  Arrange  Program  for  the  Health  Division  of  the 
Virginia  Conference  of  Social  Work  (pages  +42-3).  Dr. 


G.  F.  Simpson  felt  that  if  the  Society  endorsed  this  report 
they  would  be  endorsing  social  medicine.  There  should 
be  a distinct  line  drawn  between  medical  practice  and 
public  health  and  social  service.  What  we  need  is  the 
social  service  department  and  the  public  health  service 
to  cooperate  with  the  doctor. 

Dr.  J.  C.  Flippin  asked  that  Dr.  I.  C.  Riggin,  State 
Health  Commissioner,  be  granted  the  privilege  of  the 
floor.  This  being  done.  Dr.  Riggin  stated  that  this  was 
a rather  difficult  subject  for  him  to  discuss  as  there  are 
many  factors  involved,  but  he  felt  there  was  a lot  to 
Dr.  Simpson’s  remarks.  This  report  should  be  considered 
well.  He  said  it  is  necessary  to  have  a committee  that 
will  cooperate  or  work  with  the  social  service  groups. 
In  1934,  he  was  requested  to  attend  a meeting  at  which 
time  steps  were  taken  to  form  the  Virginia  Welfare  Coun- 
cil. He  did  not  know  the  purpose  of  the  meeting  at  that 
time.  Present  were  representatives  from  three  other  State 
departments — labor,  welfare  and  education.  A proposal 
was  made  that  this  group  constitute  the  State  Welfare 
Council  and  that  they  submit  programs  to  be  carried  out 
in  the  State.  After  this,  there  should  be  proposals  for 
legislation,  these  to  be  acted  upon  by  the  Council  which 
was  to  decide  whether  they  were  good  or  bad.  Dr.  Riggin 
said  that  he  felt  this  was  an  unwise  procedure  and  did  not 
deem  it  advisable  to  serve  on  such  a Council.  He  could 
not  place  the  State  Health  Department  more  or  less  under 
a Welfare  Council  to  be  guided  and  directed  by  them. 
The  organization  of  the  Welfare  Council  was  later  com- 
pleted, but  he  felt  that  public  health  work  is  the  respon- 
sibility of  the  medical  profession  and  not  a lay  group. 
This  conference  is  formed  and  will  continue  to  function, 
and  may  perform  a worthwhile  service  if  properly  guided 
and  advised  by  the  proper  technical  group.  Doctors 
might  as  well  face  this  fact.  A committee  should  be  in 
existence  to  work  out  a program  for  this  conference  and 
future  meetings.  As  to  the  adoption  of  this  report,  there 
are  one  or  two  things  with  which  he  does  not  personally 
agree.  He  agreed  with  the  meaning  but  not  with  the 
words  in  which  it  is  expressed  because  it  conveys  some- 
thing else.  When  you  endorse  voluntary  groups  to  do 
public  health  work  or  curative  medicine,  you  are  taking 
steps  that  will  be  hard  to  retrace.  You  are  turning  over 
things  to  a lay  group  that  are  the  responsibility  of  the 
medical  ■ profession  of  which  the  Health  Department  is 
only  one  phase.  He  thought  it  wise  that  a man  be  ap- 
pointed as  a representative  on  this  council,  but  he  should 
be  one  of  the  strongest  men  in  the  Society. 

Dr.  F.  P.  Fletcher  said  that  the  report  published  in 
the  October  issue  of  the  Monthly  is  not  the  report  of  the 
committee.  It  is  the  report  of  the  Findings  Committee  of 
the  Conference  held  in  Roanoke  last  year.  All  that  the 
Committee  has  recommended  is  that  a man  be  appointed 
to  represent  the  Society  on  the  new  Welfare  Council. 
When  this  conference  was  organized,  they  were  deter- 
mined to  put  on  a health  program,  and  he  accepted  the 
chairmanship,  stating  that  he  would  have  to  be  allowed 
the  privilege  of  selecting  the  speakers.  He  thought  the 
program  should  be  controlled  by  the  Medical  Society  of 
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Virginia,  and  asked  that  the  report  be  adopted  because 
it  only  calls  for  some  man  to  represent  the  Society  on  the 
new  Welfare  Council. 

Dr.  J.  C.  Flippin  asked  if  a committee  is  appointed,  are 
they  to  become  members  of  a larger  committee  to  decide  on 
the  policies  of  that  organization?  If  they  bring  in  a re- 
port and  say  that  they  represent  these  various  interests, 
among  them  being  the  Medical  Society  of  Virginia,  they 
could  use  this  although  our  members  as  a whole  may  not 
endorse  their  report.  He  saw  danger  in  doing  this  and 
thought  the  Society  should  avoid  getting  into  something 
when  they  do  not  know  exactly  what  it  is  or  to  what  it 
may  lead.  He  felt  an  advisory  committee  should  be  ap- 
pointed. 

Dr.  Simpson  moved  that  the  committee  report  be  tabled 
until  the  following  day  as  the  chairman  was  not  present. 
Seconded.  Dr.  Hutcheson  did  not  see  any  objection  to  ap- 
pointing a committee  to  formulate  a medical  program  and 
Dr.  Riggin  believed  the  Society  should  have  a represen- 
tative on  the  committee  to  establish  its  viewpoint  and 
temper  any  legislation  that  would  not  be  in  accord  with 
its  policies.  Dr.  Simpson’s  motion  being  put  to  the  House 
was  carried. 


Maternal  Welfare  (page  443).  Received  and  filed. 


The  next  order  of  business  was  the  selection  of  a nomi- 
nating committee,  and  the  following  members  were  named 
from  the  various  districts: 

1st — Dr.  G.  W.  Holland,  Eastville. 

2nd — Dr.  W.  B.  Martin.  Norfolk. 

3rd — Dr.  F.  P.  Fletcher,  Richmond. 

4th — Dr.  C.  E.  Martin,  North  Emporia. 

5th — Dr.  P.  W.  Miles,  Danville. 

6th — Dr.  F.  A.  Farmer,  Roanoke. 

7th — Dr.  C.  O.  Dearmont,  White  Post, 
b'th — Dr.  W.  C.  Payne,  Haymarket. 

9th — Dr.  P.  Q.  Daniel,  Big  Rock. 


The  budget  as  approved  by  the  Council  was  then  pre- 
sented by  Dr.  Clarkson,  and  was  adopted  by  the  House  a.; 
follows : 

Budget  for  Medical  Society  of  Virginia  and  Virginia 
Medical  Monthly 

October  1,  1936 — September  30,  1937 


1936-37 

Medical  Society  of  Virginia  Proposed 

Item  Budget 

Salaries  $2,520.00 

Rent  and  Phone 350.00 

Stationery  and  Office  Supplies 65.00 

Postage 250.00 

Reporting  Annual  Meetings 175.00 

Badges  40.00 

Programs  and  Envelopes 68.00 

Repairs  and  Replacements 45.00 

Audit  Fee  30.00 

President’s  Expense 100.00 

President-Elect’s  Expense 50.00 


Councilors’  and  Officers’  Expense  50.00 

Invited  Guests’  Expense 60.00 

Miscellaneous  Expense 25.00 

Walter  Reed  Commission 35.00 

Dept.  Clinical  and  Medical  Edu- 
cation   500.00 

Scientific  Exhibits  and  Clinics 75.00 

Medical  Economics 10.00 

Child  Welfare 10.00 

Legislation 25.00 

$4,483.00 

Virginia  Medical  Monthly 

Salaries  $2,520.00 

Preparation  of  Journal 6,500.00 

Rent  and  Telephone 350.00 

Repairs  and  Replacements 45.00 

Stationery  and  Office  Supplies 35.00 

Office  Postage 50.00 

Audit  Fee 30.00 

Miscellaneous 25.00 

$9,555.00 

Special — For  Desk  and  Chair $100.00 


Total $14,138.00 


In  accordance  with  instructions  from  the  Council,  Dr. 


Miller  then  presented  the  following  amendments  to  the 
By-Laws: 

Article  VIII  (continuation  of  last  paragraph  of  pream- 
ble). Add:  “All  unexpended  balances  that  may  be  in 
the  hands  of  any  Committee  shall  on  or  before  September 
30th  of  each  year  revert  to  the  general  treasury.” 

Article  X,  Section  2 (end  of  section).  Add:  “Should 
such  member  later  apply  for  membership,  his  application 
shall  be  accompanied  by  five  dollars  in  addition  to  the 
dues  of  the  current  year.” 

Dr.  Hutcheson  also  presented  the  following  amendment 
in  regard  to  the  duties  of  the  chairman  of  the  Publication 
and  Program  Committee: 

Article  VIII,  Section  1 (Following  sentence  ending 
“official  publication  of  the  Society.”)  Add:  “He  shall 
attend  the  meetings  of  the  Council  and  House  of  Delegates 
and  have  the  privilege  of  the  floor  in  these  bodies.” 

The  President  stated  that  in  accordance  with  the  By- 
Laws,  these  would  have  to  be  laid  on  the  table  until  the 
next  meeting  of  the  House. 


Dr.  W.  B.  Martin  presented  the  following  resolution 
which  had  been  handed  him  by  Dr.  A.  M.  Showalter: 

Whereas,  The  hospitals  in  the  State  of  Virginia  are  at 
present  doing  a large  amount  of  charity  work,  for  a class 
of  citizens  who  are  not  able  to  pay  their  hospital  expenses, 
and  who  are  in  no  way  provided  for  by  local.  State,  or 
national  agencies,  and  also  the  same  hospitals  are  doing 
a great  deal  of  educational  work  for  the  citizens  of  the 
State  of  V’irginia  by  educating  nurses  for  the  care  of 
the  sick,  and 

Whereas,  Both  state  and  national  hospitals  are  doing  a 
considerable  amount  of  work  in  direct  competition  with 
the  hospitals  in  the  State  of  Virginia,  and 
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Whereas,  Seventy-four  of  the  110  hospitals  in  the  State 
of  Virginia  are  already  exempt  from  taxation  (from  the 
hospital  bulletin  of  the  A.  M.  A.,  1936),  and 

Whereas,  Other  states,  more  recently  the  State  of  North 
Carolina,  have  passed  laws  exempting  the  hospitals  from 
taxation,  on  account  of  the  large  amount  of  charity  and 
educational  work  being  done  therein,  thereby  relieving  the 
community,  state  and  nation  of  a great  burden  of  financial 
and  moral  responsibility,  and 

Whereas,  There  will  be  a bill  presented  to  the  Gen- 
eral Assembly  of  Virginia,  in  regular  session  1938,  by 
the  Virginia  State  Hospital  Association,  asking  for  relief 
from  local  and  state  taxes  to  the  hospitals  in  Virginia,  and 

Whereas,  We  believ'e  this  act  will  be  of  material  bene- 
fit to  at  least  some  of  the  patients  of  all  the  physicians  in 
the  State  of  Virginia,  by  reducing  cost  of  hospitalization, 
and  also  believe  the  opinion  of  the  General  Assembly  of 
Virginia  will  be  largely  governed  by  the  advice  and  sug- 
gestions of  the  members  of  the  State  Medical  Society,  in 
considering  this  bill,  and 

Whereas,  There  is  anticipated  a definite  increase  in 
national  if  not  local  and  state  taxes,  with  special  reference 
to  the  Social  Security  Act,  and 

Whereas,  It  seems  to  be  the  custom  for  national  taxes 
to  be  relieved  on  institutions  not  subject  to  local  and  state 
taxes. 

Now,  Therefore  Be  It  Resolved, 

First:  That  the  House  of  Delegates  of  the  Medical  So- 
ciety of  Virginia  does  hereby  approve  the  action  of  the 
Virginia  State  Hospital  Association  in  presenting  such  a 
bill  as  above  outlined  and  recommends  that  the  Medical 
Society  of  Virginia  place  itself  on  record  as  approving 
the  same.  * 

Second:  That  this  Resolution  be  read  before  the  Gen- 
eral Assembly  of  the  Medical  Society  of  Virginia,  in  Octo- 
ber, 1936,  in  order  that  the  members  of  the  Medical  So- 
ciety of  Virginia  may  thoroughly  understand  the  need  and 
provisions  of  such  a law  being  passed  in  Virginia,  and 
thereby  be  better  enabled  to  intelligently  support  the  same, 
through  their  respective  representatives  in  the  Virginia 
State  Legislature  when  the  bill  comes  up  for  consideration, 
during  the  session  of  1938,  Richmond,  Virginia. 

Hospital  Managers  of  Southwestern  Virginia. 

(This  resolution  was  unanimously  approved  by  the 
Southwestern  V^irginia  Medical  Society  at  regular  business 
session,  September  25,  1936,  Wytheville,  Va.) 

It  was  moved  that  this  be  referred  to  the  Committee  on 
Medical  Economics  with  instructions  that  they  give  a re- 
port at  the  second  session  of  the  House. 


The  following  resolution  with  regard  to  the  Army 
Medical  Library  was  next  presented: 

Whereas,  It  is  recognized  that  the  Army  Medical 
Library  is  one  of  the  greatest  assets  available  to  the 
medical  profession  of  this  country,  and 

Whereas,  The  Army  Medical  Library  in  the  past  has 
been  hampered  in  its  work  by  lack  of  financial  support. 
Therefore  be  it  Resolved,  That  the  Medical  Society  of 
Virginia  urges  its  representatives  in  Congress  to  provide 


the  Army  Medical  Library  with  adequate  funds  to  con- 
tinue and  to  extend  the  excellent  work  it  now  has  under 
way,  and  especially,  adequate  funds: 

1.  For  the  purchase  of  the  books  and  periodicals  needed 
in  its  work. 

2.  For  the  publication  of  its  Index  Catalogue, 

3.  For  the  support  of  an  adequate  and  competent  staff, 
and 

4.  For  the  erection  of  a suitable  building  to  house  its 
priceless  collection  and  to  provide  for  future  growth. 

Dr.  Flippin  said  that  this  was  one  of  the  greatest  med- 
ical libraries  in  the  world  and  moved  the  adoption  of  the 
resolution.  Seconded  and  carried. 


Motion  was  made  and  carried  that  the  House  adjourn 
until  the  following  day. 

October  14,  1936 

The  second  session  of  the  House  of  Delegates  was  held 
on  Wednesday,  October  14th,  at  2:20  p.  m.,  with  Dr.  Mon- 
cure, President,  presiding. 

Roll  call  showed  a quorum  present. 

The  first  business  was  the  consideration  of  the  report 
of  the  Committee  to  Arrange  Program  for  the  Health 
Division  of  the  Virginia  Conference  of  Social  Work 
(pages  442-3),  which  had  been  tabled  at  the  first  session. 
Dr.  Riggin  thought  it  a necessity  that  the  Society  have  a 
committee  to  make  up  the  program  for  this  conference  at 
their  annual  meetings.  It  is  essential  that  the  Society 
have  a committee  to  develop  a program  of  the  type  that 
should  be  presented.  If  the  State  Medical  Society  does 
not  undertake  the  development  and  presentation  of  a 
program  annually,  a program  is  going  to  be  developed  by 
other  organizations,  covering  matters  which  should  be 
cared  for  by  the  medical  profession.  He  felt  it  abso- 
lutely essential  for  a member  of  the  Society  to  be  on  this 
Council,  some  one  who  will  at  least  present  the  views  of 
the  Society  and  organized  medicine  in  Virginia.  If  this  is 
not  done,  someone  else  is  going  to  arrange  the  program. 

Dr.  J.  E.  Knight  felt  it  wise  to  have  a committee  to 
represent  the  Society  but  did  not  feel  the  report  should 
be  endorsed.  He  suggested  that  the  report  be  received 
and  filed  and  not  adopted. 

Dr.  W.  B.  Martin  moved  that  we  receive  and  file  the 
report  down  to  the  next  to  the  last  paragraph  but  adopt 
the  part  which  provides  for  the  appointment  of  a member 
of  the  Societj'  on  the  Welfare  Council.  He  further  moved 
that  the  chairman  of  the  Committee  to  Arrange  the  Pro- 
gram be  authorized  to  act  as  the  advisory  member  of  the 
Council.  Seconded. 

Dr.  F.  P.  Fletcher  did  not  think  it  was  the  intention  of 
any  doctor  on  the  committee  to  adopt  the  report  of  the 
Findings  Committee.  It  has  become  necessary  for  the 
Richmond  Academy  of  Medicine  to  take  an  active  part  in 
social  work  and  it  is  consulted  whenever  medical  ques- 
tions are  taken  up.  They  always  have  a representative 
at  each  meeting.  A man  of  a great  deal  of  backbone 
should  represent  the  State  Society  on  this  council. 
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Dr.  Martin  then  withdrew  the  part  of  his  motion  that 
the  chairman  of  this  committee  should  be  authorized  to  act 
as  the  advisory  member  of  this  Council,  and  Dr.  G.  F. 
Simpson  moved  that  the  House  receive  and  file  the  report 
down  through  the  report  of  the  Findings  Committee  and 
adopt  the  rest  of  the  report,  and  that  the  President  be  au- 
thorized to  appoint  a member  of  the  Society  as  a represen- 
tative on  the  council.  Seconded  and  carried. 


The  amendm.ents  to  the  By-Laws,  presented  at  the 
former  meeting  of  the  House,  were  then  re-read  and 
adopted.  

Dr.  J.  C.  Flippin  moved  that  the  State  Health  Com- 
missioner be  accorded  the  privilege  of  the  floor  in  all 
meetings  of  the  Council  and  House  of  Delegates  for  the 
valuable  assistance  he  may  be  in  position  to  render  the 
Society.  Seconded  and  carried. 


The  report  of  the  Committee  on  Scientific  Work  and 
Clinics  (page  436)  was  next  called  for  and  Dr.  W.  A. 
McGee,  a member,  stated  that  they  had  tried  to  get  exhibits 
for  the  meeting  but  had  not  been  very  successful  this  year. 
He  asked  the  members  to  use  their  influence  to  obtained 
exhibits  for  future  meetings.  The  report  was  adopted. 


Dr.  W.  B.  Martin,  chairman  of  the  Committee  on  Med- 
ical Economics,  was  asked  what  his  Committee  had  done 
with  regard  to  the  report  presented  from  Dr.  Showalter 
on  the  first  day.  He  stated  that  they  had  studied  this 
question  and  had  come  to  the  following  conclusion: 

Your  Committee  on  Medical  Economics  has  considered 
the  resolution  referred  to  it  relative  to  endorsement  by 
the  Medical  Society  of  Virginia  of  a proposed  bill  to  be 
introduced  at  the  next  General  Assembly,  seeking  relief 
from  state  and  local  taxes  for  private  hospitals.  The 
Committee  heard  discussion  of  the  resolution  and  after 
careful  consideration  does  not  feel  that  it  has  at  present 
sufficient  detailed  information  on  the  matter  to  reach  a 
valid  conclusion.  The  Committee  recognizes  that  the  hos- 
pitals in  question  have  a reasonable  complaint  in  that  they 
are  compelled  to  care  for  a large  number  of  indigent 
cases  without  adequate  compensation.  The  Committee 
feels  that  this  whole  subject  deserves  careful  study  and 
recommends  that  the  resolution  be  referred  to  the  in- 
coming Committee  on  Medical  Economics  with  direction  to 
report  their  conclusion  to  this  body  at  our  meeting  in 
1937. 

Dr.  Martin  moved  the  adoption  of  the  above  action. 
Seconded.  Dr.  Showalter,  in  behalf  of  the  Hospital  As- 
sociation of  Southwest  Virginia,  thanked  the  Committee 
for  their  consideration.  In  response  to  questions  asked, 
he  stated  that  amount  of  money  the  State  of  Virginia 
would  lose  if  these  thirty-six  hospitals  were  exempted 
from  taxation  would  be  comparatively  small.  The  hos- 
pitals are  handled  on  the  same  basis  as  any  corporation. 
The  tax  is  very  much  higher  than  for  an  individual  per- 
son. He  hoped  the  Hospital  Association  would  next  year 
bring  a more  complete  report.  Dr.  Martin’s  motion  was 
then  carried. 


Dr.  Fletcher  Wright  presented  the  following  resolutions 
from  the  Advisory  Board  to  the  Woman’s  Auxiliary: 

The  Advisory  Council  to  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  Virginia  feels  a deep  interest  in  the 
project  which  the  Auxiliary  plans  to  launch  to  support  a 
bed  in  one  of  our  State  Tuberculosis  Sanatoria  for  a 
Virginia  doctor,  or  some  member  of  a doctor’s  family, 
if  the  bed  is  not  needed  by  a doctor. 

Knowing  that  the  Auxiliary  funds  are  very  limited, 
and  that  this  undertaking  is  going  to  be  a big  one  for 
their  organization,  because  of  their  limited  finances,  we 
wish  to  oflrer  the  following  recommendation: 

That  the  Medical  Society  of  Virginia  give  our  ladies 
not  only  their  hearty  endorsement  of  such  a noble  and 
worthy  aid  to  our  profession,  but  that,  either,  as  a State 
body,  or  as  individual  County  Societies,  we  give  them 
what  financial  aid  we  can,  and  that  the  County  Medical 
Societies  strive  to  encourage  the  organization  of  more 
Auxiliaries  in  each  respective  section  of  Virginia. 

J.  Allison  Hodges, 

F.  J.  Wright. 

This  report  was  endorsed. 


The  report  of  the  Nominating  Committee  was  then 
called  for  and  the  following  slate  was  presented: 

President-Elect — Dr.  G.  F.  Simpson,  Purcellville. 

Vice-Presidents — Dr.  J.  T.  Buxton,  Newport  News;  Dr. 
H.  H.  Trout,  Roanoke;  Dr.  Guy  R.  Fisher,  Staunton. 

Executive  Secretary-Treasurer — Miss  Agnes  V.  Ed- 
wards, Richmond. 

Dr.  Clarkson  moved  that  nominations  be  closed.  This 
being  seconded,  the  report  was  adopted  as  a whole. 

Dr.  Wright  Clarkson,  Petersburg,  and  Dr.  R.  W.  Miller, 
Richmond,  were  re-elected  as  delegate  and  alternate,  re- 
spectively, to  the  American  Medical  Association.  The 
delegates  holding  over  are  Drs.  J.  C.  Flippin  and  Walter 
B.  Martin,  and  their  alternates  are  Drs.  Carrington  Wil- 
liams and  I.  C.  Harrison. 

Invitations  for  the  next  annual  meeting  were  received 
from  the  Roanoke  Academy  of  Medicine  for  Roanoke,  the 
Cavalier  Hotel  for  Virginia  Beach,  and  the  Chamberlain 
Hotel  for  Old  Point  Comfort.  Dr.  Griffin  Holland,  Coun- 
cilor from  the  First  District,  read  telegrams  from  the 
Elizabeth  City  and  Warwick  County  Medical  Societies, 
and  the  Virginia  Peninsula  Academy  of  Medicine  which 
also  extended  an  invitation  for  the  Society  to  meet  at  the 
Chamberlain  Hotel.  It  was  moved  and  seconded,  how- 
ever, that  the  place  of  meeting  be  left  to  the  Council 
at  its  winter  session. 


Councilors  from  the  even  numbered  districts  were 
elected  as  follows: 

2nd — Dr.  J.  L.  Rawls,  Norfolk. 

4th — Dr.  C.  E.  Martin,  North  Emporia. 

6th — Dr.  John  Hundley,  Jr.,  Lynchburg. 

8th — Dr.  J.  E.  Knight,  Warrenton. 

Councilors  remaining  in  office  for  another  year  are: 

1st — Dr.  Griffin  W.  Holland,  Eastville. 

3rd — Dr.  Roshier  W.  Miller,  Richmond. 
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5th — Dr.  Beverley  F.  Eckles,  Galax. 

7th — Dr.  C.  O.  Dearmont,  White  Post. 
9th — Dr.  C.  B.  Bowyer,  Stonega. 


Under  new  business,  Dr.  F.  P.  Fletcher  presented  a 
letter  with  regard  to  a Richmond  surgeon  who  had  op- 
erated on  a charity  case  and  had  later  been  sued  by  this 
patient.  The  case  seemed  so  unjustifiable  that  the  judge 
threw  it  out  of  court,  but  the  physician  in  the  meanwhile 
had  received  a lot  of  disagreeable  publicity.  He  asked 
that  the  Society  take  some  action  to  do  away  with  this 
habitual  suing  of  physicians  by  a certain  class  of  people 
and  suggested  that  a list  of  such  people  might  be  pub- 
lished in  the  Monthly  that  physicians  throughout  the 
State  might  be  on  their  lookout  for  them.  This  was  re- 
ferred to  the  Committee  on  Ethics  for  action. 


A telegram  of  good  wishes  received  from  the  Southern 
Medical  Association  was  read  before  the  House.  (This 
appears  in  the  minutes  of  the  General  Session  before  which 
it  was  also  read.) 

Dr.  W.  B.  Martin  offered  a motion  that  a committee 
of  three  or  five  be  appointed  by  the  president,  and  that 
this  committee  be  authorized  to  confer  with  the  State 
Board  of  Nurses’  Examiners  pertaining  to  such  matters 
as  might  be  of  mutual  interest  to  the  physicians  and 
nurses,  and  to  report  back  at  the  next  meeting  of  the 
House  of  Delegates.  This  was  seconded  and  adopted. 


Dr.  A.  E.  Turman  offered  a vote  of  thanks  to  the 
Augusta  County  Medical  Association  and  doctors  of  Staun- 
ton for  th«  hospitality  and  wonderful  entertainment  ac- 
corded the  Society  while  in  Staunton.  This  was  carried 
by  a rising  vote  of  thanks. 


In  response  to  a request  by  several  members  concern- 
ing the  extension  of  maternal  and  child  health  work 
through  the  Bureau  of  Child  Health  and  the  State  De- 
partment of  Health,  and  the  activities  of  the  clinicians 
working  under  the  direction  of  the  Department  of  Clin- 
ical and  Medical  Education,  Dr.  Riggin  stated  that  it 
had  been  possible  to  extend  child  hygiene  work  through- 
out the  State  through  funds  received  from  the  Children’s 
Bureau  of  the  Department  of  Labor.  A complete  report 
of  the  activities  of  the  clinicians  working  under  the  De- 
partment of  Clinical  and  Medical  Education  can  be  found 
in  the  report  of  that  Department.  Dr.  Riggin  stated 
that  while  it  is  not  a function  of  the  State  Health  De- 
partment to  carry  out  graduate  instruction  for  physicians, 
the  Department  wished  to  cooperate  in  any  way  possible 
to  this  end.  It  has  been  possible  for  the  State  to  obtain 
funds  for  this  purpose  through  the  Children’s  Bureau  of 
the  Department  of  Labor,  and  to  work  in  close  coopera- 
tion with  the  two  medical  schools  and  the  State  Medical 
Society.  The  State  Department  of  Health  provides  salaries 
and  expenses  for  the  clinicians,  the  medical  schools  and 
the  Society,  through  the  Department  of  Clinical  and 
Medical  Education,  the  programs  and  plans  for  carrying 
out  post-graduate  instruction  throughout  the  State.  It  has 


been  possible  to  extend  the  work  dealing  with  crippled 
children  in  the  State  through  funds  received  from  the 
Crippled  Children’s  Bureau. 

The  State  Health  Department  was  definitely  requested 
to  submit  a plan  to  the  Children’s  Bureau  of  the  Depart- 
ment of  Labor  which  should  include  a request  for  an  item 
of  $15,000  to  be  used  as  an  honorarium  for  physicians  con- 
ducting well-baby  clinics,  immunization  clinics,  etc.  These 
funds  were  made  available  March  first  of  this  year.  Only 
a few  dollars  have  been  used  to  date  as  they  were  un- 
willing to  expend  these  funds  as  budgeted  until  the  Med- 
ical Society  was  familiar  with  the  plan  and  had  the  op- 
portunity of  expressing  its  approval  or  disapproval  of 
paying  an  honorarium  to  the  physician  for  such  services. 
An  expression  of  opinion  as  to  the  use  of  this  fund  was 
requested  from  the  House. 

Dr.  R.  A.  Nichols,  Jr.,  moved  that  the  Society  approve 
the  payment  of  fees  to  physicians  conducting  well-baby 
and  immunization  clinics  from  the  funds  available  through 
the  State  Health  Department  and  that  any  plan  should  be 
taken  up  with  the  county  or  local  society.  Seconded. 

It  was  felt  that  the  county  society  should  draw  up  a 
plan  whereby  they  can  control  or  say  what  can  or  cannot 
be  accepted.  When  they  accept  grants  from  the  Federal 
Government  they  are  working  for  the  State.  It  was 
thought  there  should  be  a committee  appointed  to  draw  up 
plans  for  this  work. 

Dr.  Simpson  said  the  problem  for  consideration  is 
whether  or  not  the  physicians  are  going  to  render  a service 
and  use  the  money  that  the  Health  Department  has  in 
hand.  He  suggested  that  the  House  of  Delegates  recom- 
mend to  the  county  societies  that  they  take  this  up  with 
the  State  Department  of  Health  and  work  out  a plan 
whereby  this  money  should  be  used. 

Dr.  Dearmont  asked  if  the  money  was  placed  in  Dr. 
Riggin’s  hands  without  any  strings  tied  to  it. 

Dr.  Riggin  stated  that  this  money  could  be  expended 
by  the  Department  in  payment  to  physicians  for  medical 
services  at  the  clinics  without  any  obligation  or  any  re- 
quirements laid  down  by  the  Children’s  Bureau  of  the 
Department  of  Labor,  and  furthermore,  if  these  funds 
were  not  expended  and  the  Medical  Society  did  not  feel 
that  they  should  be  expended  in  this  manner,  the  funds 
would  lapse  and  return  to  the  Federal  treasury.  Dr. 
Riggin  reported  that  the  Bureau  of  Industrial  Hygiene 
had  been  organized  in  the  State  Department  of  Health, 
which  was  purely  and  simply  a service  bureau  to  study 
and  offer  suggestions  for  an  improvement  of  conditions 
which  might  tend  to  lessen  industrial  hazards.  He 
thanked  Dr.  Moncure  for  appointing  committees  to  advise 
and  develop  plans  for  the  work  of  the  child  hygiene  ac- 
tivities. 

Dr.  W.  W.  Wilkinson  asked  that  a letter  be  sent  to  each 
county  secretary  in  the  State  explaining  this  matter  and 
Dr.  W.  B.  Martin  suggested  that  each  local  society  set 
up  rules  providing  that  this  should  be  limited  to  indigent 
patients  and  be  under  the  control  of  the  State  Society. 
These  suggestions  were  offered  as  amendments  to  the 
original  motion.  Being  put  to  vote  the  motion  was  carried. 
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A motion  was  made  and  carried  that  the  people  who 
had  extended  invitations  for  our  next  meeting  be  thanked 
by  the  secretary. 


Adjournment  then  followed. 

Agnes  V.  Edwards, 
Secretary. 


Auditor’s  Report — October  1,  1935,  Through 
September  30,  1936 

To  THE  Officers  and  Councilors, 

Medical  Society  of  Virginia, 

Richmond,  Virginia. 

Gentlemen: 

We  have  made  an  examination  of  the  books  of  account 
of  the  Medical  Society  of  Virginia,  Richmond,  Virginia, 
for  the  fiscal  year  ended  September  30,  1936,  and  submit 
herewith  our  report,  consisting  of  the  following  financial 
statements  and  related  comments: 

Exhibits 

“A”  Balance  Sheet. 

“B”  Cash  Receipts  and  Disbursements. 

Comments 

A summary  of  the  financial  condition  of  the  Society  at 
September  30,  1936,  compared  with  a similar  tabulation  as 
of  the  close  of  the  prior  year,  shows: 


Cash  _ . 

Accounts  Receivable 

9-30-36 
. $4,334.19 
. 2,506.10 

9-30-35 

$2,824.33 

2,779.74 

Increase 

Decrease* 

$1,509.86 

273.64* 

Investments — Bonds 
(At  Cost) 

. 2,232.50 

1,857.50 

375.00 

Total  Assets 

-49,072.79 

$7,461.57 

$1,611.22 

Less:  Accounts  Payable 

— 548.28 

459.22 

89.06 

Net  Worth 

- $8,524.51 

$7,002.35 

$1,522.16 

The  increase  of  $1,509.86  in  cash  balance  during  the 


year  is  accounted  for  as  follows: 

Surplus  Income  (Above)  $1,844.51 

Liquidating  Payments  on  Bonds  Owned 150.00 

Special  Fund  Receipts  40.35 

$2,034.86 

Deduct:  Bonds  Purchased  During  Year 525.00 

Increase  During  Year $1,509.86 

Cash  Balance  Beginning  of  Year 2,824.33 

Cash  Balance  End  of  Year $4,334.19 


We  checked  in  detail  the  cash  receipts  and  disburse- 
ments of  record.  Balances  on  deposit  at  the  close  of  the 
year  were  confirmed  by  certificate  from  the  depository 
bank.  Securities  owned,  as  described  on  the  balance 
sheet,  were  verified  by  inspection. 

The  amounts  owing  by  members  for  dues,  and  accounts 
due  for  advertising  in  and  subscriptions  to  the  Medical 
Monthly,  are  shown  at  collectible  values,  as  estimated 
by  the  Secretary-Treasurer.  No  attempt  was  made  to 
verify  these  by  direct  communication  with  debtors.  The 
Secretary-Treasurer  stated  that  there  were  no  outstand- 
ing liabilities  at  September  30,  1936,  other  than  those 
shown  on  the  balance  sheet. 

Insurance  in  force,  as  shown  by  policies  on  hand,  was 


found  to  be  as  stated  below: 

Fire — Office  Furniture  and  Fixtures $1,000.00 

Fire — Walter  Reed  Home,  Belroi,  Virginia 1,000.00 

Fidelity  Bond — Secretary-Treasurer  2,500.00 


Bookkeeping  records  in  force  are,  in  our  opinion,  ade- 
quate, and  they  have  been  neatly  and  accurately  kept  for 
the  period  under  review. 

Respectfully  submitted, 

A.  M.  Pullen  & Co., 
Certified  Public  Accountants. 

Balance  Sheet — September  30,  1936 
Exhibit  “A” 


The  cash  receipts  and  disbursements  for  the  year  are 
detailed  in  Exhibit  “B”.  The  income  and  expenses  for  the 
current  and  prior  fiscal  years,  on  a cash  receipts  and  dis- 
bursements basis,  is  briefly  stated  as  follows: 


Income: 

1935-36 

1934-35 

Medical  Society 

-$  4,664.44 

$ 4,732.60 

Medical  Monthly  Publication 

_ 10,050.77 

9,334.34 

T OTAI.S 

-$14,715.21 

$14,066.94 

Expenses: 

Medical  Sorietv 

_$  4,001.41 

$ 4,196.70 

Medical  Monthly  Publication 

- 8,869.29 

8,363.71 

Totals 

-$12,870.70 

$12,560.41 

Surplus  Income  for  Year. 

-$  1,844.51 

$ 1,506.53 

Assets 

Cash  (Exhibit  “B”)  : 

On  Deposit — First  & Merchants  Na- 
tional Bank : 

Checking  Account $2,562.99 

Savings  Account 1,771.20 

$4,334.19 

Due  From  Members: 

(Estimated  Collectible  Value) 

1936  Dues— 390  @ $5.00  Each 1,950.00 

Accounts  Receivable: 

Virginia  Medical  Monthly: 

For  Advertising  $ 506.10 

For  Subscriptions  50.00 


556.10 
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Securities  Owned; 


Liabilities 


Bonds — Home  Owners’  Loan  Corp. 

(Par  $1,500.00)  $1,507.50 

United  States  Savings  Bonds 525.00 


Collateral  Trust  Bonds — 

At  Par $1,000.00 

Less:  Liquidating  Pay- 
ments   800.00  200.00 

2,232.50 

Total  Assets $9,072.79 


Account  Payable: 

For  Preparation  of  Medical  Jour- 
nal   $ 492.70 


Reserve  for  Special  Fund: 

Postgraduate  Education  55.58 

$ 548.28 


Surplus: 

Excess  Over  Liabilities 8,524.51 

Total  Liabilities  and  Surplus $9,072.79 


Cash  Receipts  and  Disbursements 
For  Year  Ended  September  30,  1936 
Exhibit  “B” 


Receipts 

Medical  Society  of  Virginia: 

Actual  Budget 

Dues — Members $ 4,587.52 

Interest  on  Securities  and  Sav- 
ings A/c  (J4)  40.92 

Royalties  on  History  of  Medicine  36.00 


Disbursements 

Actual  Budget 

Medical  Society  of  Virginia: 


Salaries  (Apportioned) : 
Secretary-Treasurer  -$1,620.00 
Clerical  Assistance 720.00 


$2,340.00 

$2,340.00 

Rent  and  Telephone 

344.00 

350.00 

Stationery  and  Office  Supplies 

43.05 

80.00 

Postage 

247.61 

240.00 

Reporting  Annual  Meeting 

164.77 

180.00 

Badges 

32.63 

40.00 

Programs  and  Envelopes 

66.00 

68.00 

Repairs  and  Replacements — Office 
Equipment 

11.19 

25.00 

Audit  Fee  (Apportioned) 

30.00 

30.00 

President’s  Expense 

58.10 

100.00 

President-Elect’s  Expense 

26.11 

50.00 

Councilors’  and  Officers’  Expense 

22.20 

50.00 

Invited  Guests’  Expense 

46.60 

60.00 

Miscellaneous  Expense 

17.18 

30.00 

Walter  Reed  Commission  (Insur- 
ance) 

10.00 

25.00 

Department  of  Clinical  and  Med- 
ical Education 

500.00 

500.00 

Committee  on  Scientific  Exhibits 
and  Clinics 

22.25 

75.00 

Committee  on  Group  Societies 

5.00 

Committee  on  Medical  Economics- 

14.72 

20.00 

Committee  on  Child  Welfare 

5.00 

5.00 

Committee  on  Legislation  _ 

100.00 

Totals — Medical  Society 

$4,001.41 

$4,373.00 

Totals — Medical  Society $ 4,664.44  $ 4,373.00 
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Virginia  Medical  Monthly: 

Advertising $ 6,555.63 

Subscriptions: 

Members  $3,058.35 

Non-Members 395.88 

3,45‘l-.23 

Interest  on  Securities  and  Sav- 
ings A/c  (J4) 40.91 


Totals — Medical  Monthly $10,050.77  $ 9,375.00 

Other  Receipts: 

Liquidating  Dividends  on  Mort- 
gage Bonds  Owned $ 150.00 

Contributions  to  Special 
Fund  for  Postgraduate 

Education  $40.00 

Add:  Interest  Earned .35  40.35 

Total  Cash  Receipts $14,905.56 

Cash  Balance — October  1,  1935 2,824.33 

$17,729.89 


Virginia  Medical  Monthly: 

Salaries  (Apportioned)  : 

Secretary-Treasurer  .$1,620.00 

Clerical  Assistance 720.00 

$2,340.00  $2,340.00 

Preparation  of  Journal  (Including 

Cost  of  Distribution) 6,039.55  6,500.00 

Rent  and  Telephone 341.98  350.00 

Repairs  and  Replacements — Office 

Equipment 15.44  25.00 

Stationery  and  Office  Supplies 30.07  35.00 

Office  Postage 34.48  50.00 

Audit  Fee  (Apportioned) 30.00  30.00 

Rebinding  Old  Volumes 22.50  25.00 

Miscellaneous  Expense  15.27  20.00 


Totals — Medical  Monthly $ 8,869.29  $9,375.00 

Other  Disbursements: 

Securities  Purchased — U.  S.  Sav- 
ings Bonds $ 525.00 


Total  Cash  Disbursements $13,395.70 

Cash  Balance — September  30,  1936 

(Exhibit  “A”)  4,334.19 


$17,729.89 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 

The  report  of  the  State  Health  Department’s  Bu- 
reau of  Communicable  Diseases,  as  compiled  for  the 
month  of  October,  shows  the  following  cases  com- 
pared with  the  same  month  in  1935. 

1936  1935 


Typhoid  and  Paratyphoid 89  64 

Diphtheria 235  298 

Scarlet  Fever 144  247 

Measles  24  29 

Meningitis 20  10 

Poliomyelitis 8 20 

Rocky  Mountain  Spotted  Fever 0 0 

Typhus  Fever 2 0 

Undulant  Fever 0 2 

Tularaemia  1 6 

Smallpox  0 0 


The  Bureau  of  Communicable  Diseases 
The  name  of  the  State  Health  Department’s  Bu- 
reau of  Epidemiology,  of  which  Dr.  G.  F.  McGinnes 
is  director,  has  been  changed  with  the  approval  of 
the  State  Board  of  Health  to  the  more  inclusive  one 


of  the  Bureau  of  Communicable  Diseases.  The  new 
title  is  in  line  with  the  general  usage  for  similar 
bureaus  in  health  departments  throughout  the  United 
States. 

Dr.  James  Duncan,  formerly  a county  health  of- 
ficer with  the  Ohio  Health  Department,  recently 
was  appointed  State  Epidemiologist  by  the  Commis- 
sioner of  Health.  Dr.  Duncan  replaces  Dr.  William 
Grossman  who  has  been  granted  a leave  of  absence 
to  attend  the  Johns  Hopkins  School  of  Hygiene  and 
Public  Health. 

Medical  Students  Receiving  Instruction 

Eighteen  students  from  the  senior  class  of  the 
Medical  College  of  Virginia  for  two  months  have 
been  receiving  detailed  instruction  in  the  various  ac- 
tivities of  the  Virginia  State  Health  Department 
from  the  respective  bureau  directors  and  division 
chiefs.  The  program  began  on  October  8th.  More 
than  eighty  students  will  have  received  this  informa- 
tion at  the  close  of  the  school  year. 

New  Health  District 

Announcement  was  made  several  weeks  ago  that 
the  Pulaski  County  Board  of  Supervisors  and  the 
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Pulaski  City  Health  Department  have  appropriated 
funds  for  the  establishment  of  a full-time  local 
health  district  in  Pulaski  County.  Work  will  start 
January  1,  1937.  Headquarters  will  be  located  in 
Pulaski  City.  A budget  involving  $11,000  has  been 
developed.  Of  this  amount,  $4,500  has  been  ap- 
propriated by  Pulaski  County  and  Pulaski  City. 
The  remainder  has  been  allocated  by  the  State  De- 
partment of  Health. 

The  establishment  of  this  organization  will  bring 
the  total  number  of  health  districts  now  supervised 
by  the  State  Health  Department  to  twenty- four,  em- 
bracing forty-four  counties. 

Abstracts 

The  Relation  o£  Anemia  to  Pregnancy  and 

Menstruation. 

The  incidence  of  anemia  among  normal  women 
of  the  poor  classes  in  Aberdeen  with  reference  to  its 
relationship  to  pregnancy  and  menstmation  is  re- 
ported by  Fullerton  {British  Med.  J., — September 
12,  1936). 

The  hemoglobin  values  of  1,534  women  were  in- 
cluded in  the  study.  When  charted  by  age  groups, 
the  non-pregnant  women  between  fifteen  and  nine- 
teen, at  the  start  of  reproductive  life,  showed  an 
average  hemoglobin  value  of  83  per  cent  (11.5  g.), 
15  per  cent  below  the  Price- Jones  average  for  nor- 
mal women.  In  the  older  groups  the  hemoglobin 
level  progressively  decreased  reaching  the  low  of  77 
per  cent  (10.6  g.),  21  per  cent  below  normal  at  age 
forty  to  forty-four.  After  the  menopause  the  hemo- 
globin rose,  since  the  demands  for  iron  were  mate- 
rially decreased. 

The  values  for  pregnant  women  paralleled  those 
for  non-pregnant  women,  but  were  approximately  5 
per  cent  lower.  Although  the  incidence  of  anemia 
in  non-pregnant  women  was  less  than  in  pregnant 
women,  the  number  of  severe  cases,  hemoglobin  be- 
low 50  per  cent  (6.9  g.),  was  greater.  Blood  ex- 
aminations and  therapeutic  iron  administration 
showed  that  the  anemia  was  clearly  attributable  to 
iron-deficiency  caused  by  the  low  iron  content  of  the 
diet.  Thus  both  pregnant  and  non-pregnant  women 
were  in  negative  iron  balance  throughout  repro- 
ductive life. 

.\  careful  investigation  into  the  total  iron  de- 
mands made  in  pregnancy  by  the  fetus  and  tissues, 
by  blood  loss  at  parturition  and  by  lactation  showed 
that  in  many  cases  pregnancy  did  not  constitute  as 


great  an  iron  demand  as  did  menstruation.  Thus 
normal  menstrual  blood  loss  often  produces  iron- 
deficiency,  and  even  in  the  better  classes,  profuse 
menstrual  blood  loss  may  lead  to  h)q)ochromic 
anemia. 

It  is  concluded  that  anemia  has  a high  incidence 
among  the  poor  classes  of  women  caused  by  a com- 
bination of  poor  diet  and  iron  loss  during  reproduc- 
tive life.  Menstruation  apparently  constitutes  an 
iron  loss  at  least  as  great  as  pregnancy,  and  diet 
is  often  inadequate  to  meet  the  iron  demands  of 
either. 

Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  A.  M.  A.: 

Eli  Lilly  & Co. 

Parathyroid  Extract — Lilly,  1 c.c.  ampule. 

E.  R.  Squibb  & Sons. 

Thromboplastin  Local — Squibb,  Dental  Package,  six  4 

c.c.  vials. 

NEW  AND  NONOFFICIAL  REMEDIES 

Scarlet  Fever  Streptococcus  Toxin  for  Immunization — 
National  (New  and  Nonofficial  Remedies,  1936  p.  388). — 
This  product  is  also  marketed  in  packages  of  six  10  c.c. 
vials  of  toxin,  one  containing  500  skin  test  doses,  one 
2,000,  one  8,000,  one  25,000  and  two  containing  80,000 
skin  test  doses.  The  National  Drug  Co.,  Philadelphia. 

Concentrated  Anti-Pneumococcic  Serum,  Types  I and 
II  (New  and  Nonofficial  Remedies,  1936,  p.  375). — Also 
marketed  in  packages  of  one  syringe  containing  20,000 
units  each  of  Types  I and  II  pneumococci.  E.  R.  Squibb 
& Sons,  New  York.  (J.  A.  M.  A.,  October  17,  1936,  p. 
1302.) 

PROPAGANDA  FOR  REFORM 

The  Present  Status  of  Tetrachlorethylene. — The  Coun- 
cil on  Pharmacy  and  Chemistry  reports  that  tetrachlor- 
ethylene— N.  F.  is  an  unsaturated  halogenated  aliphatic 
hydrocarbon  with  specific  gravity  of  1.60,  a boiling  point 
of  121  C.  and  a chlorine  content  of  85.5  per  cent.  Its 
claimed  usefulness  in  the  treatment  of  hookworm  infesta- 
tion is  based  on  many  clinical  and  experimental  reports. 
After  animal  experiments,  experience  with  carbon  tetra- 
chloride and  other  related  compounds.  Hall  and  Shillinger 
employed  it  clinically.  Other  workers,  Christiansen  and 
Lynch,  Schlingman  and  Gruhzit,  Maplestone  and  Chopra, 
Maplestone  and  Mukerji,  Kendrick,  and  Lamson  have  all 
reported  favorably  on  its  use.  Lambert  used  it  in  a series 
of  46,000  cases  and  encountered  fewer  toxic  symptoms 
than  with  other  agents  or  combinations  with  other  agents 
in  an  additional  200,000  cases.  The  reported  toxic  effects 
consist  of  giddiness,  vomiting  and  drowsiness.  The  de- 
tails of  its  clinical  use,  its  actions  and  dosage  will  appear 
in  the  1937  edition  of  New  and  Nonofficial  Remedies. 
(J.  A.  M.  A.,  October  3,  1936,  p.  1132.) 
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Editorial 


A Dream  Come  True. 

Notice  of  an  unusual  benefaction  appeared  simul- 
taneously in  the  October  issues  of  the  British  Med- 
ical Journal  and  the  Lancet,  offering  the  equivalent 
of  six  and  a quarter  million  dollars  to  set  in  mo- 
tion a plan  whereby  there  would  be  created  at  Ox- 
ford, in  association  with  the  University  and  the 
several  hospitals  already  there,  a new  type  of  med- 
ical school,  a school  especially  designed  to  train 
men  and  women  for  careers  in  clinical  research.  In 
the  words  of  the  donor:  “I  realize  that  progress  in 
medical  science  is  reaching  a stage  where  it  is 
desirable  for  those  who  work  in  the  field  of  re- 
search to  undergo  a period  of  postgraduate  training 
in  modem  methods  of  investigation,  to  keep  in  close 
touch  with  developments  in  the  sciences  ancillary  to 
medicine,  and  to  pursue  their  inquiries  unhampered 
by  the  cares  of  private  practice  and  of  routine  teach- 
ing.” A little  more  specifically  the  proposal  goes 
on  to  say:  “This  would  involve  the  establishment  of 
senior  posts  to  be  held  by  men  and  women  not  sub- 
ject to  the  distractions  of  private  practice,  under 
whose  direction  there  would  be  a body  of  salaried 
clinical  assistants  and  house  officers  selected  for 
their  promise  of  aptitude  for  the  scientific  investiga- 
tion, under  institutional  conditions,  of  medical  prob- 
lems.” 

Sir  Farquhar  Buzzard,  President  of  the  British 
Medical  Association,  in  his  presidential  address  last 


July  outlined  such  a departure  in  medical  edupa- 
tion,  regretfully  stating  that  it  was  only  a dream. 
On  the  stage  beside  him  on  that  occasion  sat  a lay- 
man, Lord  Nuffield,  whose  noble  fortune  and  im- 
pulse have  now  given  the  dream  reality. 

Castellani,  A Lieutenant  General. 

Aldo  Castellani,  discoverer  of  Dutton’s  Tripano- 
soma  gabiense  in  the  blood  of  victims  of  sleeping 
sickness,  discoverer  of  the  spirochete  of  yaws,  and 
author  of  our  best  work  on  tropical  medicine,  was 
selected  by  Benito  Mussolini  for  the  important  post 
of  inspector  general  of  sanitary  forces  at  the  be- 
ginning of  the  late  Italo-Ethiopian  War.  Dr.  Cas- 
tellani, who  still  holds  a faculty  position  at  Louisi- 
ana State  University,  established  an  enviable  rec- 
ord while  at  the  head  of  the  sanitary  forces  of  Italy 
in  East  Africa.  Instead  of  a loss  of  some  50,000 
soldiers  from  sickness — the  predictable  mortality 
based  upon  statistics  gathered  from  experience  in 
previous  colonial  wars — the  total  loss  in  the  Italian 
army  from  all  diseases,  including  heat  and  accident, 
amounted  to  only  twenty-two  officers  and  577  men 
out  of  the  500,000  soldiers  in  the  field.  This  sur- 
prisingly low  death  rate  was  achieved  in  a new  coun- 
try, hundreds  of  miles  from  the  home  shores,  facing 
an  enemy  army  permeated  with  malaria,  scurvy  and 
relapsing  fever.  It  was  achieved  through  careful 
and  far-sighted  planning  which  included  the  pre- 


578 


Virginia  Medical  Monthly 


[December, 


vious  establishment  of  the  Institute  of  Tropical  Dis- 
eases, numerous  well-trained  doctors,  a large  sani- 
tary corps  and  many  hospitals.  The  death  rate 
from  cholera  and  the  typhoid-parat>’phoid  group  of 
diseases  was  kept  at  a minimum  by  the  use  of  poly- 
valent anti-cholera  and  the  anti-typhoid  vaccines. 
On  his  return  to  Italy,  Dr.  Castellan!  was  made  a 
lieutenant  general  by  Mussolini  and  publicly  cited 
for  his  remarkable  work. 

First  Prize. 

The  e.xhibit  of  Dr.  Deryl  Hart  et  al.,  of  the  De- 
partment of  Surgery,  Duke  University,  took  first 
prize  among  the  scientific  exhibits  at  the  recent  meet- 
ing of  the  Southern  Medical  Association  in  Balti- 
more. The  exhibit  was  designed  to  show  how  wound 
infections  in  operating  rooms  occur,  the  nature  of 
the  infecting  organisms,  and  how  the  complication 
may  be  prevented  by  the  sterilization  of  the  air  by 
.-o.  bactericidal  radiant  energy.  The  exhibitors,  after 
demonstrating  that  Staphylococci  were  the  offending 
organisms,  first  satisfied  themselves  that  these  or- 
ganisms did  not  originate  on  the  skin  of  the  patient. 
By  the  exposure  of  plates,  they  showed  on  the 
contrary  that  the  organism  was  in  the  air,  that  the 
source  was  not  the  external  air  blown  into  the  room 
^^but  the  upper  respiratory  apparatus  of  the  occu- 
pants of  the  room.  They  showed,  moreover,  that  the 
concentration  of  bacteria  in  the  air  varied  with  the 
number  of  persons  in  the  room.  Realizing  the  im- 
possibility of  removing  the  source  of  air  contamina- 
tion or  of  adequately  protecting  the  patients  from  its 
effects  by  previously  employed  means,  they  ingen- 
iously developed  a method  of  exposing  the  operative 
field  to  radiant  energy.  The  exposure  did  not,  after 
^ two  hours,  injure  the  skin,  and  its  effects  were  not  - 
noticeable  in  delayed  healing  or  demonstrable  tissue 
injur}',  but  bacteria  in  the  path  of  this  powerful 
force  were  almost  completely  destroyed.  The  re- 
sults were  sterile  wounds  which  healed  cleanly  and 
quickly  with  all  the  attendant  virtues  and  advan- 
tages associated  with  this  primary  desideratum  of 
surgery. 

The  Transparent  Woman. 

The  Transparent  Man  at  the  Centur}'  of  Progress 
Exposition  in  Chicago  was  said  to  have  attracted 
more  attention  than  any  other  one  exhibit  displayed 
there.  An  even  more  remarkable  Transparent 
Woman,  brought  to  this  country  by  S.  H.  Camp  and 
Company  of  Jackson,  Mich.,  is  about  to  start  on  a 


national  public  health  educational  tour  to  extend 
over  more  than  two  years,  and  to  include  more  than 
a hundred  cities.  The  lady  will  be  accompanied  by 
a doctor-lecturer  who  will  introduce  her  to  audiences 
probably  consisting  chiefly  of  the  lay  public.  It  is 
hoped  that  she  will  appear  in  Richmond  as  a part 
of  the  medical  exhibit  of  the  Bicentennial  Celebra- 
tion to  be  held  there  during  1937. 

Dr.  Dean  Lewis  of  Johns  Hopkins  spoke  at  the 
unveiling  of  this  remarkable  product  of  man’s  in- 
genuity held  a short  time  ago  in  the  New  York 
Museum  of  Science  and  Industry,  Rockefeller  Cen- 
ter, saying  in  part:  “In  this  transparent  woman 
are  combined  the  work  of  anatomists,  physiologists, 
artists,  and  engineers.  As  I withdraw  the  veil  the 
mysteries  of  life  are  revealed.  Ignorance  and  su- 
persitution  fade  away  in  the  bright  light  of  knowl- 
edge, and  as  these  pass  away  a better  understand- 
ing of  the  problems  and  the  development  of  mutual 
confidence  will  result  in  a successful  continuing  at- 
tack upon  disease  and  suffering.  You  will  appear 
before  millions  carrying  on  your  mission  of  dis- 
seminating knowledge.” 

The  Doctor’s  Reply. 

To  the  frequent  query,  “Doctor,  can  you  cure 
me?”,  suffering,  hoping,  trusting  humanity  through 
the  ages  has  received  many  answers. 

Dr.  Charlatan  replies:  “Why,  certainly!  I have 
had  unusual  experience  in  treating  your  type  of  case 
and  great  success  if  I do  say  so  myself.  If  you 
are  not  better  in  six  months  you  can  have  your 
money  back.” 

Dr.  Cocksure:  “Why,  Madam,  this  is  the  t}’pe 
of  case  I specialize  in.  I have  probably  seen  a 
dozen  cases  like  yours  in  the  last  month.  Just 
leave  it  to  me  and  I can  assure  you  that  you  will 
shortly  be  a well  woman.” 

Dr.  Play-for-time:  “My  dear  lady,  a case  like 
yours  is  a veix'  difficult  one.  Results  cannot  be  ob- 
tained in  a short  while.  I should  say  it  will  re- 
quire two  years  to  effect  a cure  of  your  disease.  If 
you  will  come  to  my  office  regularly  once  a week 
over  this  period  I can  safely  say  you  will  then  be  a 
well  woman.” 

Dr.  Pseudo-Honest:  “Madam,  I never  make  prom- 
ises of  a cure.  Only  the  charlatan  does  that.  No 
real  scientists,  no  true  disciple  of  Aesculapius  dare 
make  such  a claim,  but  this  much  I can  say:  if  you 
will  follow'  my  directions  and  treatment  implicitly 
I can  arrest  your  trouble.  It  w'ill  not  be  cured  but 
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it  will  not  grow  worse.  Yes,  I shall  expect  you  to 
call  at  my  office  every  month  over  an  indefinite 
period  of  time.  Remember  I make  no  promises, 
only  we  shall  arrest  your  trouble  where  it  is.” 

Dr.  Foolishly  Honest:  “Why,  Mrs.  Doe,  I have 
seen  very  few  patients  suffering  from  your  com- 
plaint. It  is  true  I have  read  about  it  and  studied 
it  a bit  but  I have  not  seen  enough  cases  like  yours 
yet  to  be  very  sure  what  to  say  to  you.  I shall  be 
very  glad  to  try  a prescription  on  you  I recently 
found  in  a Western  medical  journal,  but  you  must 
remember  it  is  all  an  experiment.” 

Dr.  Cruelly  Honest:  “Madam,  I promise  nothing. 
I do  not  believe  any  doctor  has  ever  cured  a case 
like  yours.  I certainly  have  not.  I advise  that  you 
do  not  waste  any  more  money  coming  to  me  or  to 
anyone  else.” 

Dr.  Sensibly  Honest:  “Mrs.  Doe,  you  have  asked 
a very  natural  question  and  one  that  is  difficult  to 
answer.  Of  course  you  understand  that  doctors 
never  make  promises.  All  they  can  do  is  their  best. 
I should  suggest  that  you  follow  the  advice  I have 
handed  you  in  written  form.  Let  me  see  you  oc- 
casionally, and  if  after  a reasonable  time,  you  are 
not  better  we  shall  frankly  recanvas  the  situation 
ourselves,  or  call  in  someone  else  to  help  us.” 

A Review. 

The  first  edition  of  Allergic  Diseases  by  Ray  M. 
Balyeat  (F.  A.  Davis  Co.,  Philadelphia)  appeared 
in  1926.  The  fact  that  the  present  edition  is  the 
fifth  is  in  itself  a testimony  of  worth. 

However,  this  reviewer  has  a feeling  that  books 


like  people  quickly  grow  old  and  serve  out  their  lit- 
tle day.  A medical  book  particularly  is  the  product 
of  the  moment  it  was  designed  to  serve,  and  subse- 
quent revisions  and  editions  are  apt  to  interfere 
not  only  with  continuity  and  unity  but  actually  with 
the  motivating  principle.  The  final  product  of  many 
revisions  is  often  a pitiful  production,  and  like  an 
old  bottle  used  for  new  wine  is  rarely  able  to  stand 
the  test.  The  framework  of  a book  written  ten 
years  ago  on  allergy  of  all  subjects  could  hardly 
be  expected  to  be  entirely  adequate  for  the  massive 
superstructure  that  has  since  been  erected  by  many 
ardent  workers.  Allergy  as  a specialty  has  moved 
along  fast  during  the  last  decade,  and  is  now  a 
horse  of  quite  a different  color  from  the  modest  lit- 
tle hobby  that  was  first  ridden  by  only  a few 
gentlemen  of  the  profession.  The  purpose  of  say- 
ing this  is  to  afford  the  opportunity  of  partially 
clearing  the  book  in  question  of  a fault  we  might 
be  all  too  conscious  of.  The  attempt  to  bring  it  to 
date  appears  to  have  been  faithfully  made  with  a 
surprising  degree  of  success. 

The  book  contains  five  hundred  and  more  pages 
divided  into  forty-one  brief  chapters.  Its  style  is 
simple  and  its  contents  readable.  Perhaps  included 
matter  which  is  still  controversial  might  have  been 
given  less  prominence.  There  is  a chapter  devoted 
to  iodized  oil  in  the  treatment  of  asthma.  No  ref- 
erence has  been  noted  to  passive  transfer,  but  chap- 
ters on  allergic  conjunctivitis,  gastrointestinal  al- 
lergy, migraine,  urticaria,  fungus  infections  and  the 
contact  dermatoses  indicate  the  purpose  of  the  book 
to  cover  the  latest  developments  in  the  field. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Pediatrics. 

As  reported  in  the  last  issue  of  the  Virginia 
Medical  Monthly,  Dr.  J.  M.  Arena  has  been  ap- 
pointed as  field  clinician  in  pediatrics.  At  the  pres- 
ent time  he  is  conducting  a post-graduate  course  for 
the  doctors  in  Nelson  and  Orange  Counties.  The 
doctors  from  Louisa,  Madison  and  Greene  Counties 
have  been  invited  to  participate  in  the  course.  A 
lecture  and  clinic  is  held  each  Monday  afternoon 


at  Lovingston  and  each  Wednesday  afternoon  at 
Orange.  The  attendance  of  the  doctors  in  Nelson 
County  has  been  especially  good  and  almost  every 
doctor  in  the  county  has  been  present  at  each  meet- 
ing. The  discussions  following  the  lectures  and 
clinics  in  each  place  have  been  a very  valuable  fea- 
ture of  the  course.  Each  doctor  has  been  visited  at 
least  once  and  most  of  them  several  times  for  a con- 
sultation or  for  a bedside  visitation  of  patients.  Sev- 
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eral  emergency  calls  have  also  been  made  by  the 
clinician  upon  short  notice  from  doctors.  Dr.  Arena 
also  appeared  on  the  program  of  clinics  held  at  the 
University  of  Virginia  on  November  6th.  The  work 
in  these  two  counties  will  be  completed  on  November 
28th  at  which  time  Dr.  Arena  will  be  available  for 
a short  and  more  intensive  course  for  the  three  weeks 
preceding  Christmas  week. 

Obstetrics  and  Gynecology. 

Following  a course  of  five  weeks  in  Lee  and  Wise 
Counties,  the  field  clinician.  Dr.  L.  L.  Shamburger, 
is  now  conducting  a similar  course  in  the  upper 
Clinch  Valley  area  which  includes  the  counties  of 
Buchanan,  Dickenson,  Russell  and  Tazewell.  Clinics 
and  lectures  are  held  at  Lebanon  on  Monday  after- 
noons, Grundy  on  Wednesday  afternoons,  and 
Richlands  on  Friday  afternoons.  The  mornings  of 
these  days  and  all  the  other  days  of  the  week  are 
spent  in  office  visitation  and  consultation.  Arrange- 
ments have  been  made  in  each  center  for  emergency 
calls  if  needed.  In  these  courses  it  has  been  found 
that  a greater  emphasis  should  be  placed  upon 
gynecology  than  upon  obstetrics  and  the  clinician  is 
attempting  to  adjust  his  course  accordingly.  The 
course  in  the  upper  Clinich  Valley  will  end  on 
December  12th.  At  the  request  of  the  Northern 
Neck  of  Virginia  Medical  Society,  Dr.  Shamburger 
will  conduct  a course  in  that  section  early  in  the 
New  Year. 

University  of  Virginia  Post-Graduate  Clinic. 

The  following  is  a program  of  the  18th  Post- 
Graduate  Clinic  held  at  the  University  of  Virginia 
Hospital  on  Friday,  November  6th: 

9:00-9:30  A.  M. — Registration,  University  of  Virginia 
Hospital. 

Morning  Session: 

9:30-10:10 — Surgical  Clinic — Dr.  E.  P.  Lehman. 
10:20-11:00 — Pediatric  Clinic — Dr.  Jay  M.  Arena,  Field 
Clinician  in  Pediatrics,  Department  of  Clin- 
ical and  Medical  Education. 

11:10-11:50 — Allergy  Clinic — Dr.  Oscar  Swineford. 
12:00-12:40 — Medical  Clinic — Dr.  H.  B.  Mulholland. 
Afternoon  Session; 

2:00-  2:40 — Ophthalmological  Clinic — Dr.  E.  W.  Burton. 
2:50-  3:30 — Clinic  on  Surgery  of  the  Chest — Dr.  E.  C. 
Drash. 

3:40-  4:50 — Tuberculosis  Clinic — Dr.  W.  E.  Brown  and 
Dr.  F.  B.  Stafford. 

5:00-  — Round  Table. 


Forty-five  doctors  were  present  at  the  clinic,  as 
follows : 

Name  Address 

Dr.  Jay  M.  Arena Durham,  N.  C. 

Dr.  D.  M.  Kipps Front  Royal 

Dr.  William  J.  Olds Front  Royal 

Dr.  James  G.  Brown Woodville 

Dr.  J.  B.  Doss Pen  Hook 

Dr.  E.  L.  Power Korea,  Asia 

Dr.  W.  A.  Kyger Free  Union 

Dr.  Anita  Lotti Charlottesville 

Dr.  A.  A.  Sizer Schuyler 

Dr.  O.  W.  Carper Front  Royal 

Dr.  H.  G.  Byrd Louisa 

Dr.  J.  C.  Coulter Charlottesville 

Dr.  Homer  E.  Clarke Massie’s  Mill 

Dr.  B.  F.  Randolph Arrington 

Dr.  Carroll  Iden Berryville 

Dr.  Frank  Tappan Berryville 

Dr.  Charles  O.  Dearmont White  Post 

Dr.  R.  E.  Booker Lottsburg 

Dr.  C.  Y.  Griffith Mt.  Holly 

Dr.  G.  R.  Elliott Orange 

Dr.  E.  B.  Mewborne Newport  News 

Dr.  P.  G.  Dillard Lynchburg 

Dr.  E.  G.  Scott Lynchburg 

Dr.  E.  A.  Harper Lynchburg 

Dr.  W.  S.  Ferguson Lynchburg 

Dr.  T.  E.  Patteson Ransons 

Dr.  C.  M.  Rice Sweetbriar 

Dr.  O.  N.  Shelton Orange 

Dr.  W.  C.  Archer Waynesboro 

Dr.  H.  Warshawsky Elkton 

Dr.  Elizabeth  Sherman Front  Royal 

Dr.  Percy  Harris Scottsville 

Dr.  Ernest  Mosby Waynesboro 

Dr.  T.  D.  Sloan University 

Dr.  L.  F.  Hansbrough Front  Royal 

Dr.  E.  L.  Grubbs Front  Royal 

Dr.  G.  T.  Smith University 

Dr.  B.  A.  Rice Forest 

Dr.  O.  K.  Burnette Culpeper 

Dr.  E.  B.  Pendleton Cuckoo 

Dr.  B.  H.  Paine Charlottesville 

Dr.  R.  L.  Page Batesville 

Dr.  B.  W.  Payne Staunton 

Dr.  W.  E.  Brown Blue  Ridge  Sanatorium 

Dr.  J.  B.  Nichols Catawba  Sanatorium 


Schedule  of  Courses. 

At  the  present  time,  a schedule  of  post-graduate 
courses  in  pediatrics  and  obstetrics  and  gynecology 
is  being  made  for  the  late  winter  and  spring.  It  will 
be  a great  convenience  to  the  Executive  Secretary  if 
local  societies  wishing  one  of  these  courses  will  send 
in  their  requests  as  early  as  possible  so  that  ade- 
quate arrangements  can  be  made  in  each  center  be- 
fore the  course  actually  begins.  The  secretar\-  of 
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each  local  society  will  receive  regular  announcements 
of  the  courses  as  they  are  organized  throughout  the 
State.  These  announcements  will  carry  the  general 
plan  of  the  work  and  will  serve  as  a source  of  in- 
formation for  local  societies  as  to  the  nature  and 


content  of  the  courses.  If  further  information  is  de- 
sired communicate  with: 

J.  A.  Rorer,  Acting  Executive  Secretary, 

P.  O.  Box  1487, 

University  Station,  Charlottesville,  Va, 


Proceedings  of  Societies 


The  Hanover  County  Medical  Society 

Held  its  regular  bi-monthly  meeting  at  Ashland, 
November  2nd.  A report  of  the  proceedings  of  the 
recent  meeting  of  the  Medical  Society  of  Virginia 
was  given  by  Drs.  J.  T.  Vaughan  and  Hawes  Camp- 
bell, Jr.  Dr.  Edwin  Vaughan  read  a paper  on 
Tuberculosis  of  the  Lungs  with  Special  Reference 
to  Collapse  Therapy.  The  Society  went  on  record 
as  endorsing  a health  examination  and  X-ray  of  the 
chest  of  all  teachers  in  Hanover  County  public 
schools. 

The  following  officers  were  elected  for  the  com- 
ing year:  Dr.  J.  T.  Vaughan,  Ashland,  president; 
Dr.  Hawes  Campbell,  Jr.,  Hanover,  vice-president; 
and  Dr.  Eldridge  Stanley,  Beaverdam,  secretary- 
treasurer. 

The  Southwestern  Virginia  Medical  Society 

Held  its  Fall  meeting  in  W>4;heville,  September 
24th-25th.  Officers  elected  at  this  meeting  to  serve 
during  the  coming  year  are:  President,  Dr.  John 
J.  Geisen,  Radford;  vice-president.  Dr.  P.  S.  Smith, 
Abingdon;  secretary-treasurer.  Dr.  H.  W.  Bachman 
(re-elected),  Bristol;  and  member  of  executive  com- 
mittee, Dr.  W.  R.  Whitman,  Roanoke.  The  follow- 
ing were  also  elected  to  membership  at  this  time: 
Dr.  J.  C.  Darden,  Salem;  Dr.  L.  E.  Dunman,  Galax; 
Dr.  H.  D.  Fitzpatrick,  East  Radford;  Dr.  Wm.  S. 
Francis,  Marion;  Dr.  E.  Berkeley  Neal,  Roanoke; 
Dr.  Guy  C.  Richardson,  Bristol;  Dr.  Mack  L.  Shan- 
holtz,  Bristol;  and  Dr.  Frank  A.  Strickler,  Radford. 

The  Spring  meeting  of  the  Society  will  be  held  in 
Pulaski  in  April,  1937. 

The  Fourth  District  Medical  Society 

Held  its  regular  meeting  on  November  10th,  at 
the  City  Point  Inn,  Hopewell.  There  were  forty 
active  members  and  four  visiting  physicians  pres- 
ent. Dr.  T.  L.  Gemmill,  Petersburg,  was  elected  to 
membership.  The  following  program  was  presented : 
Unusual  Case  for  Diagnosis  by  Drs.  W.  M.  Phipps, 
Hopewell,  and  Douglas  G.'  Chapman,  Richmond; 


Treatment  of  Sterility  in  the  Female  by  Dr.  Wil- 
liam Bickers  (invited  guest),  Richmond;  Ludwig’s 
Angina  by  Dr.  C.  S.  Dodd;  Ling  Abscess  in  Chil- 
dren by  Dr.  W.  B.  Mcllwaine;  The  Significance  of 
Abdominal  Pain  by  Dr.  G.  H.  Reese;  Urinary  In- 
fections by  Dr.  H.  C.  Jones;  and  The  Treatment 
of  Compound  Fractures  by  Dr.  H.  Cantor.  All  of 
the  last  named  doctors  are  from  Petersburg.  The 
papers  were  freely  discussed. 

Follow'ing  an  inspection  of  the  new  John  Ran- 
dolph Hospital,  where  refreshments  were  served,  the 
members  enjoyed  dinner  at  the  City  Point  Inn. 

Dr.  Thomas  G.  Hardy,  Farmville,  and  Dr.  C.  E. 
Martin,  North  Emporia,  are  president  and  secretary, 
respectively. 

The  Mid-Tidewater  Medical  Society 

Held  its  regular  quarterly  meeting  at  Miller’s 
Tavern  on  October  27th,  at  which  time  the  follow'- 
ing officers  were  elected  for  1937:  President-elect, 
Dr.  Clarence  Campbell,  Sparta;  vice-presidents.  Dr. 
James  H.  Smith,  Hayes  Store;  Dr.  Robert  Hoskins, 
Mathews;  Dr.  W.  Percy  Jones,  Urbanna;  Dr.  J.  M. 
Gouldin,  Tappahannock;  Dr.  J.  A.  Wright,  Dos- 
well;  Dr.  R.  D.  Bates,  Newtown;  Dr.  Paul  Pear- 
son, Venter;  and  Dr.  M.  H.  Fames,  Providence 
Forge;  and  secretary-treasurer.  Dr.  M.  H.  Harris 
(re-elected),  West  Point.  Dr.  J.  N.  DeShazo  of 
Center  Cross  succeeds  to  the  presidency  at  the  Jan- 
uary meeting. 

Visiting  doctors  who  spoke  at  this  meeting  were 
Dr.  H.  Page  Mauck,  his  subject  being  “Legal 
Aspects  of  Accidents  and  Medical  Treatment,”  and 
Dr.  C.  M.  Caravati,  who  discussed  “Effort  Syn- 
drome.” Both  doctors  are  from  Richmond. 

The  next  meeting  of  the  Society  will  be  held  on 
the  fourth  Tuesday  in  January,  1937. 

Roanoke  Academy  of  Medicine. 

At  the  regular  meeting  of  the  Academy  on  No- 
vember 2nd,  the  following  program  was  presented: 
Report  of  Two  Cases  of  Tetanus-Differential  Diag-' 
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nosis  by  Dr.  O.  Porter;  Treatment  of  Dysmenor- 
rhea with  Ephedrine  by  Dr.  J.  L.  Kinzie;  Trans- 
cervical  Fractures  of  the  Femur  by  Dr.  H.  H.  Wes- 
cott;  Injection  Treatment  of  Hydrocele  by  Dr.  T.  D. 
Armistead;  and  The  Intravenous  Administration  of 
Alcohol  by  Drs.  K.  D.  Graves  and  M.  A.  John- 
son, Jr. 

Drs.  Fred  E.  Hamlin  and  J.  M.  Bishop,  both  of 
Roanoke,  are  president  and  secretary,  respectively, 
of  this  Society. 

Richmond  Academy  of  Medicine. 

At  the  regular  meeting  of  the  Academy  on  Novem- 
ber 10th,  Dr.  Gregory  Zilboorg,  nationally  known 
Russian-American  psychiatrist  of  New  York,  was 
the  guest  speaker,  his  subject  being  “The  Organic 
versus  the  Mental  in  Psychiatry.”  Dr.  Zilboorg 
was  secretary  to  the  minister  of  labor  in  Kerensky’s 
Cabinet  after  the  second  Russian  revolution  and  re- 
ceived his  degree  of  medicine  from  the  Psycho- 
neurological Institute  of  Petrograd  and  another 
from  the  College  of  Physicians  and  Surgeons  of 
Columbia  University  in  New  York. 

He  was  at  one  time  Noguchi  lecturer  at  Johns 
Hopkins  University,  which  published  his  lectures 
under  the  title  of  “The  Medical  Man  and  the  Witch 
during  the  Renaissance.” 


Dr.  Beverley  R.  Tucker,  Richmond  psychiatrist, 
also  presented  a paper  on  “A  Case  of  Progressive 
Regression.” 

Following  the  meeting,  the  usual  buffet  supper 
was  served  the  doctors  in  the  Academy  dining  hall. 

Medical  Association  of  the  Valley  of  Vir- 
ginia. 

.^t  a recent  meeting  of  this  Association,  the  fol- 
lowing officers  were  elected  for  the  ensuing  year; 
President,  Dr.  R.  P.  Hawkins,  Clifton  Forge;  vice- 
presidents,  Dr.  Frank  Leech,  Lexington,  and  Dr. 
Frederick  Gochnauer,  Upperville;  secretary.  Dr. 
Alex.  F.  Robertson,  Jr.  (re-elected),  Staunton;  and 
treasurer.  Dr.  H.  G.  Aliddlekauff,  Weyers  Cave. 
The  next  meeting  will  be  held  in  Clifton  Forge 
on  May  27,  1937. 

Petersburg  Medical  Faculty. 

At  the  annual  dinner  meeting  of  this  Society  in 
Petersburg,  Va.,  November  20th,  Dr.  W.  Allen 
Barker  was  elected  president  for  the  coming  year, 
succeeding  Dr.  William  A.  Reese.  Other  officers 
elected  were  Dr.  Mason  Roomaine  and  Dr.  Leta  J. 
White  as  vice-presidents,  and  Dr.  Wilbur  M.  Bow- 
man was  re-elected  secretary-treasurer. 


News  Notes 


The  Women  Physicians  of  the  Southern 
Medical  Association, 

Meeting  in  Baltimore  in  November,  elected  Dr. 
Leta  J.  White  of  Petersburg,  as  chairman,  succeed- 
ing Dr.  Pauline  Williams  of  Richmond.  Dr.  Regena 
C.  Beck  of  Richmond,  was  elected  vice-chairman; 
Dr.  Edna  Pennington  of  Nashville,  Tenn.,  secre- 
tary; and  Dr.  Lillian  South  of  Louisville,  Ky.,  his- 
torian. 

The  Southern  Medical  Association, 

Which  met  in  Baltimore  the  middle  of  November 
under  the  presidency  of  Dr.  Fred  Hodges  of  Rich- 
mond, Va.,  was  largely  attended  and  was  a most 
excellent  meeting  in  every  way.  A number  of  affili- 
ated organizations  held  meetings  at  the  same  time. 
There  were  nearly  three  hundred  doctors  registered 
from  Virginia,  and  a number  of  these  were  accom- 
panied by  their  wives.  New  Orleans  was  selected 


as  the  1937  place  of  meeting  with  the  dates  as 
November  30th,  December  1st,  2nd  and  3rd.  The 
following  officers  were  elected:  President,  Dr.  Frank 
K.  Boland  of  Atlanta,  Ga. ; first  vice-president.  Dr. 
Sydney  R.  Miller  of  Baltimore;  and  secretary-man- 
ager, Mr.  C.  P.  Loranz  (re-elected),  Birmingham, 
Ala. 

Dr.  G.  Foard  McGinnes, 

Richmond,  Va.,  director  of  the  Bureau  of  Epi- 
demiology of  the  Virginia  State  Health  Department, 
was  re-elected  secretary-treasurer  of  the  Southern 
Branch  of  the  American  Public  Health  Association 
which  met  in  Baltimore  at  the  time  of  the  meeting 
of  the  Southern  Medical  Association. 

Buy  Christmas  Seals. 

The  thirtieth  annual  Christmas  Seal  sale  is  be- 
ing held  between  Thanksgiving  and  Christmas  by 
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the  National  Tuberculosis  Association  and  its  1,981 
affiliated  state  and  local  tuberculosis  associations. 
In  celebrating  this  important  milestone  it  is  gratify- 
ing to  know  that  during  these  thirty  years  the  death 
rate  from  tuberculosis  has  been  steadily  declining. 
The  latest  figures  show  that  it  is  now  about  54  per 
100,000  of  our  population;  in  1907  it  was  close  to 
200  per  100,000.  In  1907  tuberculosis  ranked  first 
as  a cause  of  death ; it  now  is  seventh  in  importance. 
Moreover,  if  the  mortality  rate  of  thirty  years  ago 
had  continued  to  prevail  six  million  men,  women 
and  children  would  have  died  from  this  disease  in 
the  United  States  during  these  thirty  years,  two  and 
one-half  million  more  than  have  actually  died. 

We  think  it  is  serious  enough  to  learn  that  the 
annual  death  toll  is  now  70,000.  What  is  more 
serious  however,  is  that  over  half  of  these  deaths 
occur  during  the  important  productive  years  of  life — 
between  fifteen  and  forty-five.  Tuberculosis  is  still 
responsible  each  year  for  the  death  of  about  4,000 
children  under  fifteen  years  of  age. 

And  so  while  we  congratulate  the  tuberculosis  as- 
sociations on  their  thirtieth  anniversary,  we  also  bid 
them  godspeed  in  their  desire  to  continue  in  their 
work.  We  agree  with  Dr.  Livingston  Farrand, 
President  of  Cornell  University,  who  said  in  a re- 
cent letter  to  the  National  Tuberculosis  Association: 
“The  dramatic  accomplishments  of  the  campaign 
against  tuberculosis  in  this  country  in  the  last  thirty 
years  have  been  largely  due  to  the  resources  result- 
ing from  the  sale  of  Christmas  Seals.  Great  as 
those  accomplishments  have  been,  there  remains 
much  yet  to  be  done  and  this  is  no  time  to  relax 
in  the  effort.” 

Correction  of  Physical  Defects  Among 

School  Children. 

While  the  Annual  Report  of  the  State  Superin- 
tendent of  Public  Instruction  gives  an  idea  as  to  the 
large  number  of  physical  defects  corrected  in  the 
school  children  of  Virginia,  the  percentages  are  be- 
low the  actual  work  done  because  they  are  based  on 
enrollment.  The  enrollment  includes  both  elemen- 
tary and  high  schools  and  corrections  are  often  given 
only  for  the  elementary  grades,  so  that  many  schools 
that  show  80  per  cent  or  above  in  smallpox  vaccina- 
tions really  have  practically  100  per  cent  vaccina- 
tions, etc. 

The  enrollment  given  for  the  schools  in  the  coun- 
ties of  Virginia  is  435,190,  with  the  following  per- 


centages of  corrections  of  physical  defects:  Vision 
1.8;  teeth  11.0;  throats  1.3;  weights  8.5;  smallpox 
vaccinations  73.1;  diphtheria  immunizations  53.1. 
The  percentages  for  the  154,704  enrolled  in  the 
schools  of  the  twenty-five  cities  of  the  State  are: 
Vision  2.3;  teeth  15.0;  throats  2.1;  weights  16.3; 
smallpox  vaccinations  89.1 ; and  diphtheria  immuni- 
zations 39.3. 

The  Association  of  Surgeons  of  the  Ches- 
apeake and  Ohio  Railway 

Held  its  annual  meeting  in  the  Greenbrier  Hotel, 
White  Sulphur  Springs,  W.  Va.,  November  6th  and 
7th.  At  this  time.  Dr.  H.  S.  Hedges  of  Charlottes- 
ville, Va.,  was  elected  president,  Dr.  Hugh  A.  Bald- 
win of  Columbus,  Ohio,  vice-president,  and  Mr.  C. 
E.  Meanley,  Richmond,  Va.,  was  re-elected  secre- 
tary-treasurer. Mr.  Meanley  is  clerk  in  the  office 
of  the  Chief  Surgeon,  Dr.  Wm.  T.  Oppenhimer.  In 
recognition  of  his  services  to  the  Association,  the 
Woman’s  Auxiliary  to  the  Association  presented  Mr. 
Meanley  with  a handsome  silver  tray,  and  the  mem- 
bers gave  him  a purse. 

Medical  College  of  Virginia  News. 

Armistice  Day  exercises  were  held  on  November 
11th  at  the  Monumental  Church  from  ten  to  eleven 
o’clock,  the  student  body,  faculty,  and  guests  pres- 
ent. Dr.  W.  Lowndes  Peple,  emeritus  professor  of 
clinical  surgery,  who  was  a member  of  the  McGuire 
Unit,  Base  Hospital  45,  during  the  World  War  was 
the  speaker. 

A grant  of  $100,636.00  has  been  made  to  the  col- 
lege by  the  Public  Works  Administration  for  the 
construction  of  a new  dormitory  and  staff  house. 
This  will  provide  living  quarters  for  one  hundred 
and  forty-five,  a cafeteria,  and  other  important  fa- 
cilities. The  cost,  equipped,  will  be  approximately 
$250,000.00. 

Dr.  Fred  J.  Wampler,  professor  of  preventive 
medicine,  and  Miss  Lillian  M.  Bischoff,  director  of 
the  public  health  nursing  course,  Saint  Philip  Hos- 
pital, attended  the  meeting  of  the  Southern  Branch 
of  the  American  Public  Health  Association  in  Balti- 
more, November  17th  and  18th. 

Dr.  1.  A.  Bigger,  Dr.  William  B.  Porter,  Dr.  Lee 
E.  Sutton,  Jr.,  Dr.  H.  Hudnall  Ware,  Dr.  H.  Page 
Mauck,  and  Dr.  W.  T.  Sanger  were  among  those 
who  attended  the  meeting  of  the  Southern  Medical 
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Association  in  Baltimore,  November  17th-20th.  Dr. 
Sanger  discussed  Dr.  O.  W.  H}Tnan’s  paper  on  The 
Number  and  Distribution  of  Physicians  in  the 
Southern  States  as  Bearing  Upon  the  Policies  of 
Southern  Medical  Colleges. 

The  R.O.T.C.  classes  which  were  discontinued 
as  an  economy  measure  a few  years  ago  have  been 
re-established  this  year.  Under  this  plan  graduates 
of  a Class  .A.  medical  school  after  taking  the  four 
years’  work  with  the  R.O.T.C.  unit  are  awarded  a 
first  lieutenancy  in  the  medical  unit  of  the  Reser^’e 
Officers’  Training  Corps. 

Dr.  Paul  Kimmelstiel  and  Dr.  J.  H.  Scherer 
have  been  appointed  joint  coroners  for  the  city  of 
Richmond  to  succeed  the  late  Dr.  James  Whitfield. 

Dr.  George  Z.  Williams,  a graduate  of  the  Uni- 
versity of  Colorado,  has  been  appointed  associate 
in  patholog}’.  Dr.  Williams  for  the  past  four  years 
has  been  a fellow  and  an  instructor  in  pathology  in 
the  school  of  medicine  at  the  University  of  Colorado. 

Dr.  Frederick  B.  Mandeville,  professor  of  radiol- 
og)’, attended  the  annual  meeting  of  the  Roentgen 
Ray  Society  in  Cleveland,  Ohio,  recently. 

Dr.  Frederick  W.  Shaw,  professor  of  bacteriology, 
has  prepared  a supplement  to  “Physicians  Libraty” 
on  suipestifer  infections  and  human  necrobacillosis. 

Dr.  Lewis  E.  Jarrett,  superintendent  of  the  hos- 
pital division  attended  the  meetings  of  the  .American 
Hospital  .Association  in  Cleveland,  Ohio,  recently. 

News  from  the  University  of  Virginia,  De- 
partment of  Medicine. 

At  the  meeting  of  the  University  of  Virginia  Med- 
ical Society,  on  October  19th,  Dr.  E.  P.  Lehman 
read  a paper  on  The  Endocrines  in  Surger)’  and  Dr. 
J.  Edwin  Wood  spoke  on  the  subject  of  Diuretics. 

The  third  Post-Graduate  Course  in  Ophthal- 
molog)'  and  Oto-Laryngology  w’as  held  at  the  Uni- 
versity of  Virginia  on  October  27th-30th.  Lectures 
and  clinics  were  given  by  Dr.  Gabriel  Tucker,  Uni- 
versity of  Pennsylvania;  Dr.  Perry  Goldsmith,  Uni- 
versity of  Toronto;  Mr.  E.  B.  Burchell,  Eno  Labora- 
tor)’.  New  A'ork  City;  Dr.  John  R.  Richardson, 
Boston;  Dr.  Bernard  Samuels,  Cornell  University; 
Dr.  Webb  W.  Weeks,  New  York  University  and 
Bellevue  Hospital  Medical  College;  Dr.  Harry  S. 


Gradle,  Northwestern  University;  Dr.  James  W. 
White,  New  A’ork  University;  and  Dr.  H.  S.  Hedges, 
University  of  Virginia. 

On  October  29th  Dr.  E.  C.  Drash  spoke  before 
the  Alercer  County  Aledical  Society  at  Princeton, 
West  Virginia,  on  the  subject  of  The  Present  Status 
of  Thoracic  Surger)'. 

On  November  18th  Dr.  Maximilian  Ehrenstein, 
Research  Associate  in  Organic  and  Physiological 
Chemistry  at  the  University  of  Virginia  Medical 
School,  gave  a report  on  Recent  .Advances  in  the 
Field  of  Male  Sex  Hormones  before  the  Section  on 
Urolog)'  of  the  Southern  Medical  .Association  in 
Baltimore. 

Dr.  William  R.  Houston,  of  .Austin,  Te.xas,  ad- 
dressed the  fall  meeting  of  .Alpha  Omega  .Alpha  on 
October  29th.  He  spoke  on  The  Histor)’  of  Medical 
Thought. 

On  October  27th  Dr.  H.  B.  Mulholland  spoke 
before  the  American  Clinical  and  Climatological 
Society  in  Richmond  on  the  subject  of  Weil’s  Dis- 
ease. 

The  eighteenth  Post-Graduate  Medical  Clinic 
was  held  at  the  University  Hospital  on  November 
6th.  Forty-five  physicians  registered  for  the  course. 

On  November  22nd  Dr.  H.  B.  Mulholland  spoke 
at  the  .Academy  of  Medicine  in  L)’nchburg  on  Re- 
cent .Advances  in  Medicine. 

.At  the  meeting  of  the  University  of  Virginia  Med- 
ical Society  on  November  16th  Dr.  T.  L.  Squier,  of 
Milwaukee,  V'isconsin,  spoke  on  the  subject  of  Bone 
Marrow  Insufficiency  with  Especial  Reference  to 
Granuloc)’topenia  and  Thrombocytopenia. 

News  Notes  from  Duke  University  School  of 

Medicine. 

On  October  30,  1936,  Dr.  A.  Graeme  Mitchell, 
of  the  Children’s  Hospital,  Cincinnati,  Ohio,  lec- 
tured at  Duke  Hospital  on  the  Various  Phases  of 
Endocrinology. 

On  November  3rd,  Dr.  Sanders  L.  Christian,  of 
the  United  States  Public  Health  Ser\'ice,  Washing- 
ton, D.  C.,  gave  a Resume  of  the  Histor)’  of  the 
United  States  Public  Health  Ser\ice  and  Various 
Functions  of  Each  Department. 
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On  November  7th,  Dr.  George  \V.  McCoy,  of  the 
United  States  Public  Health  Service,  Washington, 
D.  C.,  gave  a lecture  on  the  Recent  Advances  in 
Epidemiology. 

New  York  Polyclinic  Medical  School  and 

Hospital. 

.-V  special  program  was  presented  on  October  2nd 
at  the  Polyclinic  Hospital  for  the  .American  .Aca- 
demy of  Ophthalmology  and  Otolaryngology  and 
was  well  attended  by  doctors  from  many  parts  of 
the  countr)-. 

The  Polyclinic  also  presented  programs  for  the 
Graduate  Fortnight  of  the  New  York  .Academy  of 
Medicine  on  October  19th  and  26th. 

Married. 

Dr.  Southgate  Leigh,  Jr.,  and  Miss  Maud  Paine 
Winborne,  both  of  Norfolk,  Va.,  November  3rd. 

Dr.  Claiborne  Barksdale  White  of  Halifax,  Va., 
and  Miss  Jean  Prindle  Hardy  of  Churchland,  Va., 
on  October  31st. 

Dr.  William  Perry  Moore,  Jr.,  and  Miss  Mary 
Elfreth  Eggleston,  both  of  Norfolk,  Va.,  Novem- 
ber 14th.  Dr.  Moore  graduated  from  the  Medical 
College  of  Virginia  in  1934  since  which  time  he 
has  been  connected  with  the  Norfolk  General  Hos- 
pital. 

Dr.  Clarry  Clyde  Trice,  class  of  ’35,  Medical 
College  of  Virginia,  now  practicing  in  Richmond, 
Va.,  and  Miss  Mary  Alice  Farrell,  also  of  Rich- 
mond, October  3rd. 

Dr.  Rowland  Hill  Edwards,  formerly  of  Palls, 
Va.,  but  now  of  Welch,  W.  Va.,  and  Miss  Mar- 
garet Hess  Hay  of  Hemphill,  W.  Va.,  October  15th. 
Dr.  Edwards  is  now  surgeon  at  the  Stevens  Clinic 
Hospital  in  Welch. 

Dr.  Kennon  Christian  Walden,  formerly  of  Rich- 
mond, Va.,  but  now  of  Waycross,  Ga.,  where  he  is 
connected  with  the  Atlantic  Coast  Line  Hospital, 
and  Miss  Anne  Lilboume  Gravatt,  Blackstone,  Va., 
October  22nd.  Dr.  Walden  is  an  alumnus  of  the 
Medical  College  of  Virginia,  class  of  ’30. 

Dr.  Joseph  M.  Hitch  of  the  University  of  Vir- 
ginia and  Miss  Helen  F.  Goss  of  Cleveland,  Ohio, 
November  7th. 

Dr.  Samuel  Harry  Justa,  Macclesfield,  N.  C., 
and  Miss  Eva  Feldman,  Ahoskie,  N.  C.,  October 
25th.  Dr.  Justa  is  a member  of  the  class  of  ’33, 
Medical  College  of  Virginia. 

Dr.  Aquilla  Richard  Johnston,  St.  George,  S.  C., 


who  graduated  from  Medical  College  of  Virginia  this 
year  and  received  an  appointment  at  Sheltering 
Arms  Hospital,  Richmond,  and  Miss  Catherine  Dei- 
trick,  Richmond,  October  24th. 

The  American  Clinical  and  Climatological 
Association 

Held  its  fifty-third  annual  meeting  in  Richmond, 
A’a.,  October  26th-28th,  under  the  presidency  of  Dr. 
L.  Whittington  Gorham,  of  Albany,  N.  Y.  There 
was  an  attendance  of  about  one  hundred,  among 
them  being  men  of  international  renown.  Dr.  Wil- 
liam B.  Porter,  of  Richmond,  is  a member  of  the 
Council  of  the  Association.  Dr.  H.  B.  Mulholland, 
University  of  Virginia,  was  among  those  taking  part 
on  the  program. 

Dr.  James  E.  Paullin,  of  Atlanta,  was  elected 
president  at  this  meeting  and  Dr.  F.  M.  Rackemann, 
of  Boston,  secretary-treasurer. 

The  American  Public  Health  Association, 

At  its  annual  meeting  in  New  Orleans,  the  latter 
part  of  October,  installed  Dr.  Thomas  Parran,  Sur- 
geon General  of  the  U.  S.  Public  Health  Service, 
Washington,  D.  C.,  as  president.  Dr.  Arthur  T. 
McCormack,  State  Health  Commissioner  of  Ken- 
tucky, was  named  president-elect. 

Dr.  M.  D.  Foster, 

Class  of  ’33,  Medical  College  of  Virginia,  re- 
cently of  Elkton,  Va.,  has  located  for  practice  at 
Stanardsville,  Va. 

Dr.  Cotton  Rawls, 

Class  of  ’31,  Medical  College  of  Virginia,  has 
opened  his  offices  in  the  First  National  Bank  Build- 
ing of  Stamford,  Conn.,  for  the  practice  of  surgery. 
Since  graduation.  Dr.  Rawls  has  served  a rotating 
internship  at  the  Medical  College  of  Virginia  Hos- 
pitals in  Richmond,  was  later  on  the  surgical  serv- 
ice at  the  Lenox  Hill  Hospital  and  at  the  New  York 
Post-Graduate  Hospital  and  Medical  School,  New 
A’ork  City,  and  during  the  past  year  he  was  house 
surgeon  at  the  Stamford  Hospital. 

Norfolk  and  Western  Railway  Surgeons’  As- 
sociation. 

Approximately  400  members  of  this  Association 
and  their  wives  met  in  Roanoke,  Va.,  early  in  Oc- 
tober, and  went  by  two  special  trains  to  New  York 
City  for  their  meeting  on  October  7th  and  8th,  un- 
der the  presidency  of  Dr.  W.  H.  Teachnor  of  Co- 
lumbus, Ohio.  The  program  included  a visit  to  the 
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New  York  Post-Graduate  Medical  School  and  Hos- 
pital, where  a special  industrial  and  operative  clinic 
was  conducted  by  Dr.  John  J.  IMoorhead. 

Officers  elected  for  the  coming  year  are:  Presi- 
dent, Dr.  Wade  H.  St.  Clair  of  Bluefield,  W.  Va.; 
vice-presidents,  Dr.  W.  R.  Rogers  of  Bristol,  ^■a.- 
Tenn.,  and  Dr.  R.  S.  Griffith  of  Waynesboro,  Va., 
and  Dr.  T.  D.  .Vrmislead  of  Roanoke,  Va.,  was  re- 
elected secretarj'-treasurer. 

American  Roentgen  Ray  Society. 

Dr.  Charles  A.  Waters  of  the  Roentgenology  De- 
partment of  Johns  Hopkins  Hospital  and  Medical 
School,  Baltimore,  was  installed  as  president  at  the 
annual  meeting  of  this  Society  in  Cleveland,  re- 
cently, succeeding  Dr.  Fred  M.  Hodges  of  Rich- 
mond, Va.  In  the  election  of  officers,  Dr.  B.  R. 
Kirklin  of  Rochester,  Minn.,  was  chosen  president- 
elect, and  Dr.  Eugene  P.  Pendergrass  of  Philadel- 
phia was  re-elected  secretar}-.  The  1937  meeting 
will  be  held  on  September  13th-17th  in  Chicago. 

Dr.  Tom  A.  Williams, 

Formerly  of  Washington,  D.  C.,  and  a member 
of  the  Vledical  Society  of  V’irginia,  announces  that 
his  health  is  much  improved  and  he  has  joined  the 
International  Clinic  at  Sherwood  Park,  Tunbridge 
Wells,  England,  as  neurologist.  During  the  winter 
months  he  will  represent  this  Clinic  in  Italy  where 
he  will  practice  at  Bordighera.  He  states  that  he 
will  be  glad  to  have  a visit  from  any  of  his  friends 
who  may  be  traveling  abroad. 

Dr.  James  P.  King, 

Radford,  Va.,  spoke  before  the  Logan  County 
^ledical  Society  at  Logan,  \\’.  Va.,  on  November 
18th,  the  title  of  his  paper  being  “Hyperpyrexia  in 
the  Treatment  of  Paresis.” 

Directors  in  West  Point  Kiwanis  Club. 

Dr.  Malcolm  H.  Harris  and  Dr.  W.  S.  Cox,  both 
of  West  Point,  Va.,  were  chosen  as  two  of  the  direc- 
tors of  the  Kiwanis  Club  of  that  place  in  the  an- 
nual election  held  recently. 

Graduate  Course  in  Ophthalmology. 

The  Eleventh  .Vnnual  Spring  Graduate  Course 
in  Ophthalmology  and  Otolaryngology  will  be  held 
at  the  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital in  Roanoke,  Va.,  on  .\pril  12  to  17,  1937, 
inclusive. 


Dr.  D.  L.  Anderson, 

Recently  at  Catawba  Sanatorium,  Va.,  is  now 
connected  with  the  staff  of  the  ^lississippi  State 
Sanatorium  at  Sanatorium,  Miss. 

Appointed  to  Board  of  Visitors,  Medical  Col- 
lege of  Virginia. 

Dr.  Claude  B.  Bowyer,  Stonega,  Va.,  was,  on 
November  8th,  appointed  by  Governor  Peery  as  a 
member  of  the  Board  of  Visitors  of  the  Medical 
College  of  Virginia  to  succeed  the  late  William  R. 
Miller  of  Richmond. 

Dr.  Elliott  P.  Joslin, 

Boston,  ^lass.,  was  elected  president  of  the  In- 
terstate Post-Graduate  Medical  Association  at  its 
annual  meeting  held  in  St.  Paul,  Minn.,  in  October. 

Dr.  J.  Shelton  Horsley, 

Richmond,  Va.,  was  among  the  guest  speakers  at 
the  Omaha  Mid-West  Clinical  Society,  October  26th- 
30th,  at  which  he  read  two  papers  and  conducted  a 
clinic.  He  also  had  a part  in  the  dinner  discussion 
on  “I  Have  Stomach  Trouble.” 

A Gift  Suggestion  for  Christmas. 

If  looking  for  a gift  suggestion  for  a professional 
friend,  we  suggest  ^ledicine  in  Virginia.  The  three 
volumes  included  in  this  represent  the  Seventeenth, 
the  Eighteenth  and  the  Nineteenth  Centuries.  Not 
only  are  these  books  interesting  but  they  are  excel- 
lent reference  books  for  a library.  If  interested, 
write  the  Vledical  Society  of  Virginia  at  1200  East 
Clay  Street,  Richmond,  for  further  information. 

Secretaries  Conference. 

The  annual  Conference  of  Secretaries  of  Con- 
stituent State  Vledical  .Associations  was  held  at  the 
■American  Vledical  .Association  Building  in  Chicago, 
the  middle  of  November.  The  meeting  was  well  at- 
tended and  was  addressed  by  Dr.  Charles  Gordon 
Heyd,  President  of  the  A.  VI.  A.,  and  by  Dr.  J.  H. 
J.  Upham,  President-elect.  In  addition  to  these  ad- 
dresses there  were  excellent  papers  on  and  discus- 
sions of  several  subjects  of  paramount  interest  to  the 
medical  profession  at  this  time.  These  will  appear 
in  early  issues  of  the  Bulletin  of  the  A.  M.  A. 

The  building  housing  the  .A.  VI.  A.  activities  has 
been  remodeled  and  two  floors  added,  in  addition 
to  a pent  house  which  is  used  as  its  auditorium. 
Every  department  was  open  for  inspection  and  it 
is  most  interesting  to  go  through  this  building  and 
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see  the  enormous  amount  of  work  accomplished  by 
this  organization. 

Gift  to  American  Hospital  Association. 

A gift  of  $100,000  to  the  American  Hospital  As- 
sociation for  the  study  and  development  of  volun- 
tary hospital  insurance  was  announced  by  Edwin 
R.  Embree,  president  of  the  Julius  Rosenwald  Fund, 
at  the  annual  meeting  of  the  Fund  recently  held  in 
Chicago. 

The  program  of  the  American  Hospital  Associa- 
tion will  be  carried  forward  through  a special  Com- 
mittee on  Hospital  Service  of  which  C.  Rufus  Rorem 
of  Chicago,  becomes  executive  director.  The  work 
of  the  Committee  on  Hospital  Service  includes  two 
phases:  first,  advice  and  consultation  to  existing 
plans  and  those  being  formed  concerning  actuarial 
data,  benefits,  method  of  organization,  public  rela- 
tions, annual  subscription  rates;  second,  relations  of 
hospital  service  plans  to  the  medical  profession,  pub- 
lic welfare  activities,  state  departments  of  insurance, 
private  insurance  companies,  hospital  administration, 
and  hospital  accounting.  This  program  is  a con- 
tinuation of  the  activities  of  the  American  Hospital 
Association  since  1933. 

The  American  College  of  Surgeons, 

At  its  annual  meeting  recently  held  in  Philadel- 
phia, installed  Dr.  Eugene  H.  Pool  of  New  York,  as 
president,  and  named  Dr.  Frederic  A.  Besley  of 
Waukegan,  111.,  as  president-elect.  It  was  decided 
to  hold  the  next  annual  Clinical  Congress  of  the 
College  in  Chicago,  October  25  through  29,  1937, 
inclusive. 

In  its  consideration  of  hospitals,  the  College  in- 
cluded forty-eight  Virginia  hospitals  on  its  approved 
list. 

Dr.  Wayne  M.  Phipps 

Has  been  named  as  a member  of  the  board  of 
directors  of  the  Hopewell,  Va.,  Kiwanis  Club,  for 
the  coming  year. 

Dr.  Muller  Succeeds  Dr.  Klopp  at  Jefferson 

Medical  College. 

Dr.  George  P.  Muller,  formerly  Professor  of  Clin- 
ical Surgery  in  the  School  of  Medicine  and  in  the 
Graduate  School  of  Medicine  of  the  University  of 
Pennsylvania,  has  been  appointed  Professor  of  Sur- 
gery in  the  Jefferson  Medical  College  of  Philadel- 
phia, to  succeed  the  late  Dr.  Edward  J.  Klopp.  He 


is  a member  of  tlie  Board  of  Regents  and  a Fellow 
of  the  American  College  of  Surgeons,  a member  of 
the  Philadelphia  College  of  Physicians,  and  past 
President  of  the  Philadelphia  County  Medical  So- 
ciety. Dr.  Muller  is  surgeon  to  the  Lankenau  and 
IMisericordia  Hospitals  in  Philadelphia. 

The  Southeastern  Branch  Society,  American 
Urological  Association, 

Is  meeting  in  Charlotte,  N.  C.,  December  4th 
and  5th,  with  headquarters  at  Hotel  Charlotte. 
Dr.  Henry  W.  E.  Walther  of  New  Orleans,  is  presi- 
dent and  Dr.  Earl  Floyd  of  Atlanta,  secretary-treas- 
urer. The  scientific  program  includes  several  in- 
teresting papers  which  are  to  be  presented  at  the 
Friday  afternoon  and  Saturday  morning  sessions. 
In  addition  to  this,  there  will  be  a golf  tournament, 
and  attractive  entertainments  for  the  members  and 
the  ladies  accompanying  them,  including  a banquet 
and  dance  on  Friday  evening. 

Dr.  E.  N.  Dillard, 

Madison,  Va.,  was  recently  elected  Mayor  of  that 
town,  to  fill  an  unexpired  term. 

Scientific  Exhibits  at  A.  M.  A.  Meeting. 

The  Director  of  Scientific  Exhibits  of  the  Amer- 
ican Medical  Association  announces  that  applica- 
tion blanks  for  space  for  scientific  exhibits  at  the 
Atlantic  City  meeting  are  now  available  and  those 
wishing  to  exhibit  at  that  time  should  secure  the 
forms  promptly.  Applications  for  space  close  on 
February  1,  1937. 

Coroner  of  Shenandoah  County. 

Dr.  Harold  W.  Miller  of  Woodstock,  Va.,  has 
been  named  coroner  of  Shenandoah  County,  Va., 
succeeding  Dr.  William  C.  Ford  also  of  Woodstock, 
who  recently  resigned  after  serving  in  this  office 
for  eight  years. 

Dr.  H.  Ward  Randolph, 

Richmond,  Va.,  announces  the  removal  of  his  of- 
fice to  his  residence,  5120  Cary  Street  Road,  this 
city. 

Dr.  Linwood  D.  Keyser, 

Roanoke,  Va.,  was  the  guest  speaker  at  the  meet- 
ing of  the  Philadelphia  Urological  Society  on  Octo- 
ber 26th.  The  subject  of  his  address  was  “Patho- 
genesis of  Urinary  Calculi.” 
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New  Books. 

The  following  are  recent  acquisitions  to  the  library 
of  the  Medical  College  of  Virginia,  and  are  avail- 
able to  our  readers: 

Sand,  R. — Health  and  Human  Progress. 

Sarton,  G. — The  Study  of  the  History  of  Science. 

Scott,  W.  B. — An  Introduction  to  Geology. 

Shull,  A.  F. — Heredity. 

Sinnott  and  Dunn — Principles  of  Genetics. 

Starling,  E.  H. — Principles  of  Human  Physiology. 

Stone,  C.  R. — Supervision  of  the  Elementary  School. 
Stopes,  M. — Married  Love. 

Stormzand,  M.  J. — Progressive  Methods  of  Teaching. 
Strayer  and  Norsworthy — How  to  Teach. 

Terman  and  Miles — Sex  and  Personality. 

Thoma,  K. — Diagnosis  and  Treatment  Planning. 

Tunis,  J.  R. — Was  College  Worthwhile? 

Warbasse,  J.  P. — The  Doctor  and  the  Public. 

\^'olf,  W. — Endocrinology  in  Modern  Practice. 

For  Sale — 

Sanatorium  ideally  located.  Suitable  for  mater- 
nity, nervous  and  mental,  or  convalescent  cases. 
Price  reasonable  and  terms  liberal.  (See  advertis- 
ing page  2.)  For  further  information,  communi- 
cate with  Douglas  E.  Taylor,  Real  Estate,  815  East 
Franklin  Street,  Richmond,  Va.  {Adv.) 

Excellent  Opening  for  Doctor 

In  small  town.  Practice  established.  For  par- 
ticulars apply  to  Mrs.  J.  P.  Perkinson,  admx.  Estate 
of  Dr.  C.  P.  Capps,  deceased,  Meherrin,  Va.  {Adv.) 

For  Sale — 

Latest  model  Sanborn  Motor-graph  Metabolor. 
Fully  equipped.  Practically  new.  Price  reason- 
able. Address  “Metabolor,”  care  Virginia  Medical 
Monthly,  1200  East  Clay  Street,  Richmond. 
{Adv.) 


Obituary  Record 

Dr.  Benjamin  Hugh  Beydler, 

Prominent  physician  of  Rockingham  County,  died 
at  his  home  in  Bridgewater,  Va.,  October  27th,  as 
a result  of  chest  injuries  received  in  an  automobile 
accident  in  June.  He  was  sixty- four  years  of  age 
and  a graduate  of  the  former  Baltimore  University 
School  of  Medicine  in  1897.  Dr.  Beydler  was  a 
Mason  and  was  prominent  in  civic  affairs  and  was 
a former  member  of  the  Bridgewater  Town  Council. 
He  had  been  a member  of  the  Medical  Society  of 
Virginia  since  1914.  His  wife  and  a son  survive 
him. 


Dr.  John  Robin  Blair, 

Well-known  physician  of  Richmond,  Va.,  died 
November  1st,  at  the  age  of  fifty- three.  He  had  not 
been  in  active  practice  for  sometime,  having  been 
seriously  injured  by  a street  car  three  years  ago. 
Dr.  Blair  was  a graduate  of  the  Medical  College 
of  Virginia,  class  of  1908,  and  had  practiced  in 
Richmond  since  that  time.  In  1920,  he  bought  and 
operated  the  former  Hygeia  Hospital  to  the  time  of 
its  closing.  Dr.  Blair  had  been  a member  of  the 
Medical  Society  of  Virginia  since  shortly  after  his 
graduation  in  medicine.  He  is  survived  by  his  wife 
and  two  daughters. 

Dr.  Edward  S.  Lester, 

Widely  known  physician  of  Pittsylvania  County, 
Va.,  died  November  14th,  at  a Danville  Hospital, 
after  an  illness  of  two  months.  He  was  graduated 
in  medicine  from  Vanderbilt  University,  Nashville, 
Tenn.,  in  1899,  and  had  been  a member  of  the 
Medical  Society  of  Virginia  for  twenty-five  years. 
He  had  been  a member  of  the  teaching  faculty  of 
Hargrave  Military  Institute  for  the  past  ten  years. 
He  is  survived  by  his  wife  and  several  sisters  and 
brothers. 

Resolutions  on  Death  of  Dr.  Vaden. 

Whereas,  it  has  pleased  our  all-wise  Creator  to  remove 
from  our  midst  our  friend  and  valued  counsellor,  Dr. 
Garland  M.  Vaden,  and 

Whereas,  we  shall  miss  him  as  a pleasant  associate,  and 
Whereas,  we  bow  in  humble  submission  to  this  Divine 
Will, 

Therefore  Be  It  Resolved,  that  these  resolutions  be 
spread  upon  our  minutes,  a copy  sent  to  the  bereaved 
family,  and  that  they  be  published  in  the  local  press  and 
in  the  Virginia  Medical  Monthly. 

Committee: 

G.  W.  Holland,  M.  D. 

J.  W.  Jackson,  M.  D. 

W.  J.  Sturgis,  M.  D. 

Dr.  James  Edwin  Smithwick, 

Jamesville,  N.  C.,  died  August  24th.  He  was 
sixty-six  years  of  age  and  a graduate  of  the  former 
University  College  of  Medicine,  Richmond,  Va.,  in 
1897. 

Dr.  Frankwood  Earl  Williams, 

Of  New  York  City,  who  was  medical  director  of 
the  National  Committee  for  Mental  Hygiene  from 
1922  to  1931,  died  on  September  24th  at  the  age 
of  fifty-three  years.  He  was  for  some  years  editor 
of  Mental  Hygiene  and  wrote  a number  of  books 
and  articles  on  this  subject  during  recent  years. 


DON’T  JUDGE  THE 
RANGE  OF  THIS 
OFFICE-PORTADLE 
X-RAY  UNIT  DY 
ITS  SIZE 
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^ECAUSE  the  G-E  Model  "F”  Office-Portable  X-Ray  Unit  seems  to  you  so  ex- 
tremely small  in  size,  and  its  low  price  places  it  easily  within  your  means, 
don’t  make  the  mistake  of  overlooking  its  practical  diagnostic  range  and  ability  to 
produce  radiographs  of  fine  quality. 

The  principle  of  complete  oil-immersion  of  both  the  high-voltage  transformer  and  the 
x-ray  tube  in  a single,  sealed  container  accounts  for  this  unusual 
compactness  and  high  efficiency.  Moreover,  it  makes  the  outfit 
absolutely  shock  proof  under  all  operating  conditions. 

If  you  have  not  yet  taken  the  opportunity  to  see  a practical 
working  demonstration  of  the  Model  "F”  in  your  own  office,  you 
cannot  fully  appreciate  its  possible  advantages  in  your  practice. 

Fill  out  and  mail  this  coupon  requesting  a demonstration.  You 
need  not  feel  obligated  in  so  doing. 


□ Please  arrange  for  an  office  demonstration  of  Model  "F”  Office-Port- 
able X-Ray  Unit. 

□ Send  literature  describing  the  Model  "F”  Unit.  A-512 

Dr.  

Address 

City State 


In  the  office  or  in  the  patient’s 
home,  this  unit  is  practical,  conve- 
nient and  efficient. 


GENERAL  ELECTRIC  X-RAY  CORPORATION 

2012  JACKSON  BOULEVARD  CHICAGO,  ILLINOIS 
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BILE  SALTS,  FAIRCHILD 

SODIUM  GLYCOCHOLATE  AND  TAUROCHOLATE 

In  native  association  as  separated  from  fresh  ox-gall 

''Owing  to  the  fact  of  their  ready  secretion  by 
the  liver  cells  bile  salts  are  the  most  reliable 
chologogues  with  which  we  are  acquainted.' ' 

Starling 


Powder,  in  ^ oz.  and  1 oz.  vials 
Literature  on  BILE  SALTS,  FAIRCHILD,  sent  upon  request 

FAIRCHILD  BROS.  & FOSTER 

NEW  YORK 


Three  Quarters  of  a Century  of 

SERVICE 

TO  THE  MEDICAL  PROFESSION 

A COMPLETE  LINE  OF  SURGICAL  INSTRUMENTS  AND  EQUIPMENT 

A.  S.  ALOE  COMPANY 

GENERAL  OFFICES  AND  FACTORY,  ST.  LOUIS,  MO. 
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Same  Location — Remodeled 
RICHMOND,  VIRGINIA 


28 

In  writing  advertisers’  please  mention  VIRGINIA  MEDICAL  MONTHLY. 


Vol.  63.  No.  10. 
WHOLE  No.  1015. 


VIRGINIA 

MEDICAL  MONTHLY 

OFFICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA 

it 


RICHMOND,  VA.,  lANUARV,  1937 


CONTENTS 


‘-ff  iQ' 


Lesions  of  the  Right  Upper  Abdominal  Quad- 
rant, the  Area  of  Romance.  William  D. 
Haggard,  M.  D..  F.  A.  C.  S.,  D.  C.  L.,  Nash- 
ville, Tenn.  589 

Surgery  of  the  Thyroid  Gland.  J.  M.  Emmett, 

M.  D.,  and  A.  E.  Long,  M.  D.,  Clifton  Forge, 

Va.  595 

Bronchoscopic  Observation  of  Laryngo-Tracheo 
Bronchitis  in  Children  with  Obstructive  Dysp- 
nea. E.  Trible  Gatewood,  M.  D..  Richmond. 

Va.  600 

The  Differential  Diagnosis  of  Chronic  Basal  Pul- 
monary Lesions.  Porter  P.  Vinson,  M.  D., 

Richmond,  Va.  603 

Some  Points  of  Interest  in  the  Treatment  of 
Fractures  of  Long  Bones  by  the  Use  of  an 
Improved  Fracture  Reducing  Frame.  Chas.  W. 

Putney,  M.  D.,  Staunton,  Va. 606 

Multiple  Myeloma — A Report  of  Five  Cases. 
Harry  Walker,  M.  D.,  and  N.  Bloom,  M.  D., 

Richmond.  Va.  616 

The  Control  of  Syphilis  in  the  States  of  the 
Tennessee  River  Valley.  R.  A.  Vonderlehr, 

Washington,  D.  C.  621 

The  Dystrophia  Dystocia  Syndrome.  Walter  Mc- 
Mann.  B.  S.,  M.  D.,  Danville,  Va 625 


Fever  Therapy  in  the  Treatment  of  Ceffaii 
flammatory  Eye  Diseases.  G.  H.  Faget,  M.  D., 

Norfolk,  Va. 

Pregnancy  and  Labor  in  400  Unmarried  Primi- 
parae.  William  Bickers,  M.  D.,  Richmond,  Va. 
Some  Further  Observations  of  Sulphur  Metabol- 
ism as  a Factor  in  Arthritis — the  Introduction 
of  the  Suggestion  that  the  Adrenal  Function 
Affects  Sulphur  Metabolism.  Thomas  Wheel- 

don,  M.  D.,  Richmond,  Va. 

A Case  of  Stomatitis  Due  to  Sensitivity  to  Dental 
Plates.  W.  L.  Weaver,  M.  D.,  Richmond,  Va. 

PUBLIC  HEALTH  STATISTICS 

CORRESPONDENCE  

WOMAN'S  AUXILIARY  TO  THE  MEDICAL 

SOCIETY  OF  VIRGINIA  

TRUTH  ABOUT  MEDICINE  

BOOK  ANNOUNCEMENTS  

EDITORIAL  

PRESIDENT’S  MESSAGE  

DEPARTMENT  OF  CLINICAL  AND  MEDICAL 
EDUCATION  OF  THE  MEDICAL  SOCIETY 

OF  VIRGINIA  

PROCEEDINGS  OF  SOCIETIES  

NEWS  .NOTES  

OBITUARY  RECORD  


A .^1  y 

628 


632 


634 

636 

637 

638 

638 

639 

640 
642 
644 


646 

647 
.648 

652 


7 


INDEX  TO  ADVERTISERS— Advertisinff  Page  5 
Entered  as  Second  Class  Matter  at  the  Postoffice,  Richmond,  Va. 


Old  Way  . . . curing  rickets  in  the 

CLEFT  of  an  ASH  TREE 

For  many  centuries, — and  apparently  down  to  the  jiresent  time,  even  in  this 
country — ricketic  children  have  been  passed  through  a cleft  ash  tree  to  cure  them 
of  their  rickets.  Frazer*  states  that  the  ordinary  mode  of  effecting  the  “cure” 
is  to  split  a young  ash  sapling  for  a few  feet  and  pass  the  child,  naked,  either  three 
times  or  three  times  three  through  the  fissure  at  sunrise.  .\s  soon  as  the  ceremony 
is  performed,  the  tree  is  bound  tightly  up  and  the  fissure  plastered  over  with  mud 
or  clay.  The  belief  is  that  just  as  the  cleft  in  the  tree  will  be  healed,  so  the  child’s 
body  will  be  healed,  but  that  if  the  rift  in  the  tree  remains  open,  the  deformity  in 
the  child  will  remain,  too. 

New  Way  . . . 

Preventing  and  Curing  Rickets  with 
OLEUM  PERCOMORPHUM 


Nowadays,  the  physician  has  at  his  command.  Mead’s  Oleum  Percomorphum,  a natural 
vitamin  D product  which  actually  prevents  and  cures  rickets,  when  given  in  proper  dosage. 

Like  other  specifics  for  other  diseases,  larger  dosage  may  be  required  for  extreme  cases. 
It  is  safe  to  say  that  when  used  in  the  indicated  dosage.  Mead’s  Oleum  Percomorphum  is 
a specific  in  almost  all  cases  of  rickets,  regardless  of  degree  and  duration.  Mead’s  Oleum 
Percomorphum  because  of  its  high  vitamins  A and  D content  is  also  useful  in  deficiency 
conditions  such  as  tetany,  osteomalacia  and  xerophthalmia.  Mead’s  Oleum  Percomor- 
phum is  not  advertised  to  the  public  and  is  now  obtainable  at  drug  stores  at  a new  eco- 
nomical price  in  10  c.c.  and  50  c.c.  bottles  and  10-drop  capsules. 


*Frazer,  J.  G. : The  Golden  Bough,  vol.  1,  New  York,  Macmillan  & Co.,  1923. 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  un- 
authorized persons.  Mead  J^ohnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


FOR  SALE 

TERRACE  SPRINGS  SANATORIUM  RICHMOND,  VA. 


About  four  and  one-half  acres;  beautifully  located,  grounds  ornate,  five  minutes  drive  from  heart  of  city. 
Building  contains  about  50  rooms.  Suitable  for  maternity — nervous  and  mental — or  convalescent  cases. 

Equipped  for  hospital  purposes.  Price  Reasonable — Terms  liberal. 

DOUGLAS  E.  TAYLOR,  Real  Estate,  815  East  Franklin  St.,  Richmond,  Va. 
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APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
])laques,  jiroperly  prepared  to  meet  the  retpiirements  of  each  in- 
dividual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  A'our  iiujuiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

The  Radium  Emanation  Corporation 

GR.AYBAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.  Y. 
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LESIONS  OF  THE  RIGHT  UPPER  ABDOMINAL  QUADRANT, 
THE  AREA  OF  ROMANCE.* 


William  D.  Haggard,  M.  D.,  F.  A.  C.  S.,  D.  C.  L., 

Professor  of  Clinical  Surgery,  Vanderbilt  University  School  of  Medicine. 
Surgeon  to  St.  Thomas  Hospital, 

Nashville,  Tenn. 


The  right  upper  quadrant  contains  some  of  the 
most  important  organs  in  the  abdominal  cavity. 
Physiologically  they  have  to  do  with  digestion,  secre- 
tion and  elimination.  Pathologically  they  present 
some  of  the  most  serious  diseases.  So  closely  are 
they  allied  anatomically  that  the  symptoms  are  also 
intertwined  as  they  have  the  same  innervation  and 
parent  blood  supply.  Their  functions  are  in  some 
instances  interrelated.  Naturally  the  symptom  com- 
ple.x  of  the  organs  involved,  while  varied,  has  much 
in  common.  Thus  their  individual  lesions  are  some- 
times most  difficult  to  identify.  The  syndromes  are 
fascinating.  The  inherent  difficulties,  while  well 
recognized,  are  at  times  only  to  be  overcome  by  a 
vivid  imagination.  Well  has  this  region  been  spoken 
of  as  “the  area  of  romance,”  which  means  that  it 
is  sometimes  the  area  of  diagnostic  fiction.  The 
correct  interpretation  of  the  several  maladies  has 
been  greatly  facilitated  by  the  perfection  of  the 
X-ray  and  modern  methods  and  tests  of  precision. 
Yet  the  exact  determination  is  at  times  dependent 
upon  surgical  exploration. 

This  brief  consideration  will  only  take  up  the 
A.B.C.  of  diagnosis  with  a few  other  outstanding 
alphabetical  points.  If  it  can  add  the  vitalizing 
vitamin  D of  a long  and  patient  investigation,  mel- 
lowed by  many  mortifying  mistakes  and  seasoned 
with  some  heartening  successes,  the  presentation  will 
not  be  entirely  unavailing. 

Gall-Bladder 

The  underlying  basis  of  all  accurate  diagnosis  is 
the  carefully  taken  clinical  history  and  the  thorough- 
going physical  examination.  Most  infections  of  the 
gall-bladder  with  or  without  stones,  especially  the 

*Read  by  invitation  before  the  sixty-seventh  annual 
meeting  of  the  Medical  Society  of  Virginia  at  Staunton, 
October  13,  1936. 


former,  are  so  straight-forward  that  detection  is 
easy.  The  X-ray  and  Graham  test  have  heightened 
the  percentage  of  accurate  diagnosis. 

Gall-stone  colic  so  often  occurs  when  the  mother 
is  nursing  that  we  always  ask  the  patient,  “How  old 
was  the  baby  at  your  breast  when  you  had  your  first 
attack  of  colic?”  Gall-stones  are  due  to  the  high 
cholesterolemia  incident  to  pregnancy. 

When  the  yellow  flag  of  icterus  is  displayed  it 
puts  the  guilt  on  the  gall  passages. 

Chronic  gall-bladder  disease  is  usually  manifested 
by  sharp  attacks  of  gall-stone  colics  for  a long 
period,  followed  by  chronic  dyspepsia,  or  by  chronic 
dyspepsia  followed  by  biliary  colic? 

Acute  infection  is  signalized  by  tenderness,  rigid- 
ity, localized  pain  in  the  right  upper  segment,  tem- 
perature, and  leukocytosis.  On  the  other  hand, 
chronic  dyspepsia  is  caused  most  frequently  by  dis- 
eases of  the  gall-bladder.  As  a matter  of  fact,  there 
are  sixty  per  cent  more  cases  of  diseases  of  the  gall- 
bladder than  of  chronic  gastric  and  duodenal  ulcer 
combined.  Mild  attacks  of  epigastric  distress,  gas, 
belching,  and  a sense  of  upward  pressure  appearing 
shortly  after  food  or  irregularly,  coming  suddenly 
and  lasting  a short  time,  is  the  most  frequent  Uqie 
of  gall-bladder  disease  simulating  stomach  disease. 
Sometimes  the  pain  comes  immediately  after  eating, 
at  other  times  before,  and  again  it  may  be  contin- 
uous. Patients  say  the  pain  goes  through  to  the  back 
when  they  have  the  colic.  They  indicate  it  by  the 
thumb  of  the  left  hand  under  the  costal  arch  and 
the  right  hand  on  the  posterior  lower  thorax — a most 
characteristic  gesture.  Y'hile  the  pain  may  spread 
cut  over  the  whole  back,  it  is  usually  more  acute 
under  the  right  shoulder  blade.  If  it  is  referred  to 
the  diaphragm,  causing  spasm  and  requiring  mor- 
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phine,  it  gives  rise  to  choking  and  difficult  breathing 
with  slight  cyanosis  and  radiation  to  the  chest. 

Tender  swellings  under  the  right  costal  arch  may 
be  a localized  peritonitis  with  or  without  abscess. 
These  formed  adhesions,  as  a rule,  protect  the 
general  peritoneum  and  it  is  rare  that  a general 
peritonitis  ensues.  Subsidence  is  the  rule  in  the 
acute  gall-bladder  tumor,  although  occasionally 
local  suppuration  requires  evacuation.  One  should 
content  himself  as  a rule  with  the  letting  of  pus  and 
not  undertake  the  more  formidable  operation  of  ex- 
tirpation of  the  gall-bladder  or  even  the  removal  of 
stones  under  those  circumstances. 

Gangrene  of  the  gall-bladder  constitutes  a very 
urgent  menace  in  the  right  upper  quadrant.  In 
hospitals  with  large  emergency  services  it  has  been 
observed  that  nearly  a fourth  of  their  cases  of  acute 
cholecystitis  are  associated  with  gangrene.  While 
the  ordinary  cholecystitis  is  not  the  subject  of  emer- 
gency operation,  gangrenous  cholecystitis,  with  its 
heightened  evidences  of  severity,  comprises  about  5 


per  cent  of  gall-bladder  invasions  in  these  hospitals. 
A quick  and  relatively  safe  method  in  dealing  with 
this  murderous  type  of  diseased  gall-bladder  is  to 
simply  e.xercise  the  gangrenous  wall  and  allow  the 
attached  portion  of  the  gall-bladder,  which  is  usually 
not  gangrenous,  to  remain  in  and  utilize  it  as  a 
tube  around  which  the  catheter  in  the  cystic  duct  can 
be  closed.  This  method  prevents  the  bloody  and 
dangerous  detachment  of  the  remaining  portion  of 
the  gall-bladder  from  the  liver.  The  mucous  mem- 


brane can  be  destroyed  either  by  electric  radio  loop 
or  by  carbolic  acid  followed  by  alcohol.  It  is  a 
safe  and  quick  method  of  disposing  of  the  gangre- 
nous wall  without  removing  it  from  the  liver  bed 
with  its  difficulty  and  danger. 

Jagndice 

The  presence  of  Jaundice  carries  the  investigation 
at  once  to  the  right  hypochrondrium.  Is  it  hepatic? 
Is  it  obstruction  of  the  common  duct?  Is  it  intra- 
ductal or  extraluminal?  If  the  latter,  it  means  that 
the  lesion  is  probably  in  the  pancreas.  If  the  stone 
is  in  the  common  duct,  the  gall-bladder  is  not  en- 


larged except  in  16  per  cent  of  the  cases,  the  reason 
being  that  most  cases  that  have  been  permitted  to 
go  until  the  stones  obstruct  the  duct  are  associated 
with  such  a degree  of  chronic,  thickened  cholecystitis 
that  distention  of  the  gall-bladder  is  impossible. 
When  the  gall-bladder  is  distended  it  means  in  86 
per  cent  of  the  cases  that  the  pressure  is  from  with- 
out, such  as  cancer  of  the  head  of  the  pancreas.  The 
Van  den  Bergh  direct  immediate  reaction  means  ob- 
struction, as  a rule.  While  the  degree  of  icterus  can 
be  easily  determined  in  the  laborator}’,  the  jaundice 
in  a good  light  that  is  not  artificial,  will,  in  obstruc- 
tion due  to  stones  sometimes  vary  in  intensity  from 
day  to  day;  in  pernicious  anemia  the  imitation  jaun- 
dice is  really  a lemon  color,  whereas  in  cancer  of 
the  pancreas  with  constant  pressure  on  the  common 
duct  it  is  a deep  unvarying  mahogany  color. 
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Stone  in  the  Common  Duct 
Descent  of  the  stone  in  the  common  duct  with 
obstruction  and  jaundice  means  ten  times  the  op- 
erative mortality  that  is  obtained  where  the  stone  is 
in  the  gall-bladder.  This  is  a cogent  argument 
against  carrying  around  gall-stones  indefinitely  when 
known  to  be  present.  They  betoken  no  good  and 
so  many  complications  can  and  will  occur.  Opera- 
tion in  acute  obstruction  of  the  common  duct  had 
better  be  postponed  as  the  obstruction  often  gives 
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way  and  is  not  immediately  dangerous,  and  the  op- 
eration can  be  done  at  a later  period  with  relative 
safety  even  though  the  jaundice  does  not  disappear. 
The  danger  of  hemorrhage  from  operations  in  the 
presence  of  jaundice  can  be  mitigated  by  transfusion 
and  glucose  intravenously,  both  before  and  after  op- 
eration. The  two  desiderata  in  operations  of  the 
common  duct  are  adequate  exposure  and  absolute 
empyting  of  the  common  duct. 

Enlargement  of  the  Gall-Bladder 
If  palpable,  the  gall-bladder  must  be  very  con- 
siderably distended.  The  distention  usually  is  due 
to  cystic  duct  obstruction  which,  when  permanent 
and  chronic,  often  allows  the  gall-bladder  to  remain 
large,  palpable,  painless,  and  on  occasion  I have 
seen  examples  where  the  gall-bladder  could  be 
pushed  entirely  up  under  the  ribs.  The  bile  is  ab- 
sorbed and  the  hydrops  of  the  gall-bladder  w'ith  its 
clear  mucus  remains.  If  infection  occurs  in  the  be- 
ginning, one  has  acute  empyema  with  the  localized 


tenderness  of  great  exquisiteness  and  the  general 
signs  of  inflammation  and  leukocytosis.  This  may 
exist  for  a number  of  days  and  extension  of  infec- 
tion outside  of  the  gall-bladder  invites  adhesions 
with  extensive  enlargement  that  is  palpable,  tender 
and  slow  to  subside. 

Chronic  Duodenal  Ulcer 

In  chronic  duodenal  ulcer  the  pain  is  clock-like 
in  its  regularity.  Lord  ^Moynihan  has  described  it 
as  triple  rh}i;hm — food,  comfort,  pain.  Night  pain 
awakening  the  patient  and  relieved  by  soda  or  a 
cracker  or  a glass  of  milk,  is  most  characteristic. 
Ulcer  has  a spring  and  fall  incidence — pain  before 
meals  rather  than  after  meals,  associated  with  eruc- 
tation, fullness,  belching,  hematemesis  in  one  out  of 
five  cases,  or  melena  and  the  characteristic  food  or 
soda  relief. 

A skillful  X-ray  examination,  properly  inter- 
preted, shows  the  filling  defect  or  crater  in  95  per 
cent  of  the  cases. 

Gastric  Ulcer 

About  one-third  of  the  cases  of  gastric  ulcer  have 
characteristic  day-by-day  sjTnptoms.  Only  one- 
third  of  the  cases  of  duodenal  ulcer  that  are  diag- 
nosed come  to  operation,  but  with  the  improved 
medical  and  dietetic  regimen  many  can  be  cured. 
With  gastric  ulcer,  however,  on  account  of  the  like- 
lihood of  malignant  degeneration,  operative  excision 
should  always  be  practiced. 

When  the  history  and  the  X-ray  findings  are  at 
variance,  the  physician  should  check  up  the  patient 
again  and  the  X-ray  man  should  make  another  set 
of  plates. 

Perforated  Duodenal  Ulcer 

The  most  dramatic  and  portentous  lesion  in  the 
right  upper  side  is  perforation  of  a duodenal  ulcer. 
It  is  a most  dreaded  catastrophe.  If  not  correctly 
diagnosed  it  is  tantamount  to  signing  the  patient’s 
death  sentence.  It  is  not  a diagnosis  that  can  be 
postponed  over  night.  Operation  after  the  first  eight 
hours  is  usually  unavailing.  Perhaps  it  is  un- 
heralded except  by  occasional  attacks  of  pain  in  that 
side  lasting  a short  time.  The  patient  is  suddenly 
seized  with  agonizing  pain  requiring  at  times  a half 
grain  of  morphine  at  a dose;  there  may  or  may  not 
be  vomiting  but  the  prostration  is  very  great  and 
the  abdomen  at  once  becomes  board-like  which  is 
extremely  characteristic  of  a perforated  ulcer  with 
quickly  ensuing  generalized  peritonitis.  These  cases 
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are  not  to  be  confused  with  acute  gall-bladders  or 
even  an  acute  appendix  because  of  the  great  sev- 
erity of  the  onset  and  the  marked  early  board-like 
rigidity.  The  fluid  often  gravitates  into  the  right 
iliac  fossa  and  simulates  appendicitis.  The  surgeon 
should  not  be  beguiled  into  removing  the  appendix 
when  its  appearance  does  not  fully  explain  the  gen- 
eral condition.  The  incision  should  be  at  once  pro- 
longed for  an  adequate  exposure  of  the  duodenum 
and  under  spinal  anesthesia  the  abdominal  incision 
can  be  elevated  easily  to  visualize  the  duodenum. 
Sometimes  only  a small  quantity  of  bile-stained, 
glairy  mucus  guides  one  to  the  opening  which  can 
so  readily  be  closed.  If  the  patient  is  operated  upon 
within  the  first  eight  hours  the  results  are  extremely 
satisfactory  and  curiously  enou?h  very  few  of  them 
ever  have  any  further  digestive  trouble  whatever. 

Cancer  of  the  Head  of  the  Pancreas 

This  growth,  though  too  small  for  palpation,  often 
declares  itself  by  enlargement  of  the  gall-bladder 
due  to  pressure  and  manifested  by  painless  jaun- 
dice in  an  elderly  person.  The  most  striking  symp- 
tom is  intolerable  pain  in  the  back  together  with 
the  harrowing  itching  which  complicates  any  type 
of  jaundice  and  which,  in  the  language  of  the  pa- 
tient, is  terrifying.  Curiously  enough,  that  adjec- 
tive in  the  patient’s  description  of  his  symptomatol- 
ogy is  only  applied  to  itching. 

There  are  only  two  mitigating  facts  in  connection 
with  jaundice  caused  by  enlargement  of  the  pan- 
creas. First,  all  enlargements  are  not  malignant, 
as  a chronic  pancreatitis  will  subside  after  removal 
of  gall-stone,  although  the  surgeon  diagnosed  it  as 
carcinoma.  This  is  one  of  the  most  gratifying  ex- 
periences in  surgery.  The  second  hopeful  thought 
is,  in  case  of  carcinoma  of  the  head  of  the  pancreas 
and  near  the  ampulla,  by  a most  elaborate  opera- 
tion cancer  there  can  be  given  the  same  radical  treat- 
ment that  cancer  elsewhere  has  received. 

At  the  first  stage  of  the  operation  the  diagnosis  is 
confirmed  by  palpation  and  a posterior  gastro- 
enterostomy is  done  and  then  the  common  duct  is 
ligated  and  divdded  below  the  cystic  duct  and  a 
cholecystogastrostomy  is  done.  Al)out  three  weeks 
later,  at  the  second  operation,  the  descending  part  of 
the  duodenum  and  all  of  the  head  of  the  pancreas, 
along  with  the  common  duct,  are  removed.  The 
pancreatic  ducts  are  ligated.  The  operation  is  most 
.successful  in  cases  of  carcinoma  of  the  ampulla  of 


Vater.  Twenty  cases  from  1925  to  1935  were  col- 
lected by  Whipple,  one  of  whom  lived  eight  years. 

Cancer  of  the  Stomach 

Certain  neoplasms  of  the  pyloric  end  of  the  stom- 
ach cause  tumefaction  in  the  right  superior  quad- 
rant. While  one  finds  most  large  tumors  inoperable, 
it  should  not  be  so  considered  without  exploration. 
Tumor  at  the  pylorus  fortunately  gives  rise  to  ob- 
struction so  early  that  the  ensuing  vomiting  calls 
early  attention  to  the  complaint  and  if  the  swelling 
is  palpated  may  lead  to  an  earlier  recognition  of  the 
lesion  than  if  it  had  been  situated  in  the  mid-portion 
of  the  stomach.  Moreover,  the  nearer  the  mass  to 
the  pylorus  the  more  frequently  can  resection  be 
followed  by  end-to-end  anastomosis,  so-called  Bil- 
roth  number  one,  which  is  ideal  in  cases  suitable  for 
this  type. 

Approximately  one  man  in  forty-five,  who  is  forty- 
five,  will  die  of  cancer  of  the  stomach.  There  are 
two  types  of  symptomatology  in  cancer  of  the  stom- 
ach. The  first  group  are  those  who  have  been  pre- 
viously well,  without  any  stomach  trouble,  who 
rather  suddenly  have  pain  and  discomfort  within 
the  stomach  with  loss  of  weight  and  aversion  for 
food.  In  these  cases  cancer  comes  like  “a  bolt  from 
the  blue.”  The  second  group  are  those  who  have 
had  stomach  trouble  for  a long  time  manifested  by 
pain  before  meals  but  relieved  by  food  and  coming 
in  spells  that  are  seasonal,  all  of  which  betokens 
ulcer.  Finally,  the  particular  spell  becomes  pro- 
longed, is  not  relieved  by  food  or  the  alkalies  or  the 
usual  remedies.  Those  cases  are  extremely  sugges- 
tive of  cancer  having  developed  upon  a long  existing 
ulcer.  It  is  difficult  to  demonstrate  but  is  the  gen- 
eral belief  that  a very  considerable  portion  of  can- 
cer of  the  stomach  do  develop  upon  an  ulcer  base. 
This  fact  should  make  one  suspicious,  to  the  end 
that  the  ulcers  may  be  determined  by  X-ray  early. 
Surgeons  have  unanimously  come  to  practice  exci- 
sion of  a stomach  ulcer  because  of  its  proneness  to 
degenerate  into  malignancy  if  only  a side-tracking 
operation  like  gastro-enterostomy  is  performed.  In 
fact,  it  has  been  reported  by  insurance  statistics  that 
twice  as  many  persons  die  after  having  had  that 
type  of  operation  from  the  ulcer  which  is  left  than 
men  of  the  same  age  group  would  die,  which  means 
that  it  probably  is  a result  of  cancer  coming  up  sec- 
ondarily even  after  gastro-enterostomy  has  been  per- 
formed. 
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If  resection  of  gastric  cancer  can  be  accomplished 
with  a 10  per  cent  mortality  and  give  a 25  per  cent 
prospect  of  five-year  cures,  is  it  not  quite  worth  the 
effort  in  view  of  the  100  per  cent  mortality  which 
is  the  other  alternative?  Balfour  reported  on  128 
cases  of  operation  for  cancer  of  the  stomach  during 
a ten-year  period,  who  subsequently  remained  alive 
and  well  for  ten  years.  These  128  cases  represented 
a 20  per  cent  cure  of  all  of  the  cases  operated  on 
for  cancer  of  the  stomach  in  that  ten-year  period. 
Moreover,  he  reported  another  series  of  cases  with 
a mortality  of  5 per  cent,  which  is  a mark  that 
should  be  striven  for. 

Carcinoma  of  the  Hepatic  Flexure  or 
THE  Colon 

Cancer  of  the  hepatic  flexure  of  the  colon  often 
manifests  itself  by  pain  and  tumefaction  in  the  right 
upper  quadrant.  The  pain,  like  the  pain  through- 
out the  colon  in  the  presence  of  malignancies,  is 
often  in  the  epigastrium  and  frequently  thought  to 
be  due  to  the  stomach  until  careful  differentiation 
is  made.  It  has  been  said  that  pain  in  the  ab- 
domen is  more  suggestive  of  colonic  disease  than 
it  is  of  gastric.  Carcinoma  is  most  prone  to  affect 
the  flexures.  The  hepatic  cancer  is  more  easily  ac- 
cessible than  the  splenic  flexure  on  account  of  its 
high  attachment  up  under  the  costal  arch  which  is 
never  palpable  and  rarely  recognized  until  obstruc- 
tion occurs  in  practically  all  of  the  cases.  The 
tumefaction  of  cancer  of  the  hepatic  flexure  has 
many  lesions  in  the  right  side  from  which  it  must 
be  differentiated.  Here  X-ray  has  its  triumph. 
Roughly  speaking,  one-third  of  the  gastro-intestinal 
carcinomas  are  in  the  colon  and  probably  about 
one-sixth  of  these  are  in  the  hepatic  flexure. 

A most  striking  concomitant  of  lesions  in  the 
right  half  of  the  colon  is  the  very  grave  secondary 
anemia.  It  is  not  uncommon  to  see  the  hemoglobin 
as  low  as  30  per  cent.  Secondary  anemia,  therefore, 
of  that  severity  should  at  once  suggest  carcinoma 
of  the  colon,  ascending  or  hepatic  flexure. 

Fortunate  is  the  man  whose  tumor  can  be  pal- 
pated by  himself  or  that  is  discovered  upon  his  first 
consultation.  The  right  colon  holds  cancer  a long 
time  without  metastasis  on  account  of  its  lack  of 
metastasizing  lymphatics.  There  is  no  more  favor- 
able site  in  the  body  for  permanent  cure  than  cancer 
of  this  area. 

A barium  enema  should  be  used  with  any  sug- 
gestion of  chronic  intestinal  trouble.  Unfortunately, 


there  is  little  bleeding  and  not  as  much  diarrhea  or 
constipation  or  the  alternating  of  these  two  symp- 
toms in  the  right  side  as  in  the  lower  colonic  tract. 
The  chief  manifestation  of  the  hepatic  flexure  is  its 
proneness  to  cause  obstruction  manifested  by  cramp- 
ing pains.  Unexplained  abdominal  pain,  therefore, 
especially  in  the  presence  of  tumefaction  should  de- 
mand a barium  enema  in  the  colon,  which  is  tell-tale 
at  the  site  of  the  filling  defect. 

Inasmuch  as  practically  one-third  of  all  the  can- 
cers of  the  colon  when  first  seen  by  the  surgeon  are 
either  completely  or  partially  obstructed,  it  renders 
a two  stage  operation  almost  imperative.  First,  the 
junction  of  the  terminal  colon  and  terminal  ileum, 
with  the  transverse  colon  and  ileostomy  above  the 
anastomosis  in  one  stage  is  done.  In  two  or  more 
weeks  it  is  followed  by  the  removal  of  the  entire 
right  half  of  the  colon,  including  the  hepatic  flexure. 
This  is  the  most  satisfactory  operation  and  is  at- 
tended with  almost  a half  of  the  risk  which  is  ob- 
tained in  a primary  complete  resection  without  pre- 
liminary drainage. 

SuBDIAPHRAGMATIC  AbSCESS 

Perhaps  the  most  desperate  of  the  acute  conditions 
in  the  right  upper  quadrant  is  the  abscess  under  the 
diaphragm  above  the  liver  or  occasionally  under- 
neath the  liver  and  also  extending  above  it.  These 
not  only  follow  perforation  of  the  gall-bladder  and 
duodenum  but  on  the  whole  are  more  often  the  re- 
sult of  infection  from  appendiceal  operations  in  the 
presence  of  infection.  These  cases  manifest  a def- 
inite clinical  temperature  chart  with  elevation  as 
high  as  103  daily,  often  following  chill.  They  come 
on  some  days  or  weeks  after  the  appendicitis  opera- 
tion. X-ray  is  valuable  in  showing  the  marked  ele- 
vation of  the  diaphragm  on  account  of  the  large 
quantity  of  pus  under  it.  Formerly  our  death  rate 
was  very  high,  even  with  operation,  as  many  of  them 
were  associated  with  peritoneal  soiling  or  had  to  be 
operated  upon  transpleurally  in  two  stages  which 
was  a considerable  undertaking.  The  method  of  the 
incision  of  Ochsner  of  Tulane,  with  the  removal  of 
the  last  rib  on  the  right  side,  admits  one  almost  di- 
rectly into  the  area  above  the  peritoneal  reflection 
and  below  the  diaphragm  so  that  the  average  sub- 
phrenic  abscess  can  be  very  satisfactorily  and  safely 
evacuated  by  this  incision. 

Tumors  oe  the  Kidney 
Tumor  of  the  kidney  is  manifested  by  a mass  in 
the  right  upper  quadrant  with  hematuria  associated 


594 


ViRGiNL\  Medical  Monthly 


[January, 


with  pain.  This  trio  will  make  the  diagnosis  in  the 
majorit}'  of  cases.  It  can  be  supported  by  an  intra- 
venous pyelogram  showing  the  deformity  of  the 
pelvis  of  the  kidney.  If  in  doubt  routine  urologic 
examination  with  cystoscopy  and  injection  pye- 
lography from  below'  is  indicated. 

Fully  seventy-five  per  cent  of  malignant  tumors 
are  so-called  hypernephroma.  They  are  palpable  in 
tw'o-thirds  of  the  cases.  They  may  be  quite  s}Tnp- 
tomless  until  the  mass  is  discovered.  Dull  aching 
pain  in  the  loin  has  been  recorded  in  about  forty  per 
cent.  On  the  right  side  the  tumor  may,  when  small, 
become  confusing.  When  the  advent  of  hematuria  is 
noticed,  tumor  of  the  kidney  must  be  suspected  until 
disproven  although  the  tumor  can  nearly  alw'ays  be 
felt  by  the  time  the  hematuria  is  first  noticed.  The 
best  way  to  palpate  the  tumor,  even  though  small,  is 
to  let  the  patient  lie  upon  the  unaffected  side.  This 
we  have  constantly  practiced  for  movable  kidney, 
which  can  be  discriminated  from  all  other  types  of 
lesions  by  the  ability  to  hold  it  down  in  the  pelvis 
after  it  is  forced  from  under  the  ribs  by  deep  in- 
spiration. The  thin  ptotic  woman  with  a movable 
kidney  can  demonstrate  it  by  lying  on  her  left  side, 
with  considerable  ease  and  occasional  glee. 

A pyelogram  shows  almost  a constant  deformity 
of  the  pelvis  and  major  calices.  It  is  rare  for  tumor 
of  the  kidriey  to  be  associated  with  a normal  pye- 
logram. Intravenous  pyelography  is  so  simple  and 
safe  and  trustworthy  that  it  would  be  a good  rule 
to  employ  it  in  all  cases  of  palpable  kidney  other 
than  the  movable  type  in  Glenard’s  disease. 

The  smaller  growths  can  be  removed  through  the 
lumbar  incision,  but  the  anterior  approach  should 
be  employed  in  the  larger  growths. 

In  our  series  of  twenty-one  nephrectomies  for 
hypernephroma,  approximately  one-third  of  the 
cases  have  attained  the  five-year  cure  although  eighty 
per  cent  of  them  ultimately  died  of  recurrence. 

Hydronephrosis  is  so  insidious  and  deceptive  that 
many  unnecessary  abdominal  operations  have  been 
done  for  pain  when  the  hydronephrosis  was  not 
diagnosed.  They  often  have  absence  of  urinary 
symptoms  but  pain  referred  to  the  right  upper  quad- 
rant. 

Amoebic  Abscess 

Though  rare,  amoebic  abscess  of  the  liver  occurs 
in  about  one  case  out  of  seven  w'ho  have  amoebic 
dysentery.  A patient  who  has  a history  of  dysentery 
associated  with  pain  in  the  right  upper  quadrant 


reflected  to  the  shoulder,  wdth  temperature,  sweats, 
loss  of  weight,  moderate  leukocytosis,  may  confi- 
dently be  said  to  have  an  amoebic  abscess  of  the 
liver,  usually  solitary. 

Administration  of  emetin  together  with  aspiration 
of  the  abscess  rather  than  open  drainage  gives  a very 
satisfactory  result.  The  mortality  is  less  than  eight 
per  cent. 

Right  Pleuropneumonia  or  Diaphragxiatic 
Pleurisy 

A wary  clinician  will  always  suspect  implication 
of  the  pleura  in  the  presence  of  acute  abdominal 
pain  if  there  is  an  initial  chill  and  the  temperature 
is  higher  than  should  be  expected.  The  examining 
fingers  should  be  gently  insinuated  under  the  costal 
arch  to  locate  any  spasm.  The  patient  should  be 
asked  about  pain  on  top  of  the  shoulder  and 
hemoptysis.  In  fact,  a chest  examination  for  early 
crepitation  is  advisable  in  all  acute  inflammatory 
conditions  in  the  abdomen.  In  children  one  should 
be  especially  solicitous  and  seek  for  the  physical 
signs.  It  requires  astuteness  and  care  to  determine 
if  vomiting  with  abdominal  pain  and  rigidity  is  an 
appendicitis  or  a beginning  pneumonia  in  a child. 

Coronary  Occlusion 

This  should  be  thought  of  in  patients  with  severe 
epigastric  pain  associated  with  marked  shock  and 
great  restlessness.  Newspaper  deaths  of  acute  indi- 
gestion in  elderly  men  ill  too  few  hours  nearly 
always  mean  coronary  occlusion.  In  the  beginning 
of  attack  a tablet  of  nitroglycerin  under  the  tongue 
will  give  substantial  relief  in  the  cardiac  lesion  in 
contra-distinction  to  gall-bladder  and  pancreatic  or 
other  acute  lesions.  In  those  conditions  character- 
ized by  colic,  the  patient  will  writhe  around  and 
even  walk  about,  whereas  those  with  cardiovascular 
conditions  will  not  have  to  have  quiet  enjoined  upon 
them. 

Other  Bizarre  Conditions 

Gastric  syphilis,  intestinal  allergy  and  gastric 
crisis  should  always  be  considered  and  also  epigas- 
tric hernia,  any  one  of  which  may  simulate  the  more 
frequent  lesions.  The  last  diagnosis  to  consider  is 
the  vague  neurosis  and  the  so-called  nervous  dys- 
pepsia, but  it  is  a diagnosis  that  should  always  be 
thought  of.  The  ubiquity  of  the  neuropath  must 
never  be  forgotten.  He  may  have  organic  disease 
but  his  nervous  symptoms  are  not  due  to  organic 
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disease  and  cannot  always  be  cured  when  that  is 
corrected.  A burning  pain  is  usually  nervous  in 
origin  and  therefore  persists  in  spite  of  operation. 
If  one  is  unwise  enough  to  operate  on  a neurotic  for 
so-called  cholecystitis,  it  will  entail  a great  deal  of 
subsequent  correspondence. 

Osier,  in  concluding  his  illuminating  monograph 
on  Abdominal  Tumors,  quoted  Traube,  the  true 


Asclepiad,  who  when  acknowledging  some  error, 
would  say  in  a soft  meditative  manner  as  if  gently 
reproaching  himself — Have  we  carefully  observed 
all  the  facts  of  the  case?  Yes.  Did  the  art  permit 
of  a judgment  of  the  facts  under  consideration? 
Yes.  Did  w'e  reason  correctly  upon  the  data  before 
us?  No.  Wir  haben  nicht  richtig  gedacht. 

240  Doctors  Building. 


SURGERY  OF  THE  THYROID  GLAND.* 


J.  M.  Emmett,  M.  D., 

and 

A.  E.  Long,  M.  D., 


Clifton  Forge,  Va. 


The  experience  gained  from  the  management  of 
thyroid  patients  is  essentially  the  same  regardless 
of  the  locality  of  these  patients.  Naturally  there 
would  be  a predominance  of  nodular  or  adenomatous 
goiter  where  endemic  goiter  is  prevalent. 

It  w’ill  be  my  desire  not  to  burden  you  with  the 
volume  of  statistical  information  nor  will  I attempt 
to  review  the  literature.  During  recent  years  thor- 
oughly qualified  writers  have  written  abundantly  on 
this  subject.  We  feel  that  more  progress  has  been 
made  in  the  study  of  thyroid  disease  and  its  treat- 
ment during  the  past  twenty  years  than  was  made 
for  any  fifty-year  period  previously.  If  I am  al- 
lowed to  record  certain  practical  observations  and 
applications  of  this  subject,  I shall  be  satisfied. 
Our  experience  has  been  established  from  an  asso- 
ciation with  a relatively  small  group  of  patients. 
Even  compared  with  our  own  work,  our  group  of 
thyroid  patients  has  been  small.  Though  this  group 
of  patients  has  been  limited,  they  have  proven  a 
real  interesting  problem.  We  feel  that  from  this 
group  of  patients  we  have  learned  certain  facts  which 
have  better  enabled  us  to  treat  patients  presenting 
themselves  with  thyroid  disease.  Any  numerical 
mention  of  these  patients  will  be  made  only  with 
the  idea  of  coordinating  our  efforts. 

It  hardly  behooves  us  to  enter  seriously  into  the 
argument  of  the  classification  of  patients  with  toxic 
s}Tnptoms.  We  feel  rather  definitely  that  nodular 
goiter  and  exophthalmic  goiter  are  distinctively  dif- 
ferent problems.  For  practical  purposes  and  as  a 

*Read  before  the  sixty-seventh  annual  meeting  of  the 
Medical  Society  of  Virginia  in  Staunton,  October  13-15, 
1936. 


working  basis  we  have  group  our  thyroid  patients 
as  follows: 


1. 


2. 

3. 


Endemic  goiter^ 


simple  hyperplastic  goiter  of 
adolescence, 
colloidal  goiter, 
simple  adenomatous  or  nodu- 
lar goiter. 

toxic  adenomatous  or  nodu- 
lar goiter. 

Exophthalmic  or  toxic  hyperplastic  goiter. 
Malignant  goiters,  tuberculous  thyroids  and 
Riedel’s  stroma. 


It  is  true  that  many  of  the  cardinal  manifesta- 
tions of  hyperthyroidism  are  common  to  the  two 
types  of  toxic  goiter.  A careful  review  of  our  own 
patients  convinces  us  that  less  than  25  per  cent  of 
our  patients  with  toxic  adenomas  (diagnosed  clin- 
ically and  checked  pathologically)  shoiv  any  im- 
provement after  the  use  of  iodine  therapy  and  even 
then  such  patients  show  a mild  amelioration  of  the 
toxic  sypmtoms.  The  improvement  is  not  clear  cut 
and  apparent.  In  our  exophthalmic  group  more 
than  93  per  cent  have  shown  a definite,  concise  and 
positive  response  to  iodine.  I do  not  feel  that  we 
have  any  need  to  fear  the  administration  of  iodine 
to  patients  suffering  with  toxic  adenomas  provided 
that  such  patients  are  under  constant  observation. 
Further  clinical  evidence  of  the  presence  of  the  two 
definite  and  different  clinical  problems  is  found  in 
the  relative  frequency  of  recurrence  of  toxic  symp- 
toms in  patients  operated  upon  for  exophthalmic 
goiter  (2-4  per  cent)  w’hereas  there  is  rarely  ever 
seen  a true  recurrence  of  toxic  s)Tnptoms  in  pa- 


596 


^■IRGIXIA  Medical  Monthly 


[January, 


tients  operated  upon  for  nodular  goiter,  granting 
that  the  usual  subtotal  thyroidectomy  was  done  at 
the  preliminary  operation. 

Much  has  been  written  about  the  age  incidence 
of  the  various  t}’pes  of  toxic  thjToid  patients.  I 
have  recently  operated  upon  a child  of  seven  years 
of  age  with  a malignant  foetal  adenoma  of  her 
thyroid  and  in  the  past  year  I have  operated  upon 
a patient  eight  years  old  with  a violent  toxic  exoph- 
thalmic goiter.  Our  oldest  patient  operated  upon 
for  an  exophthalmic  goiter  was  seventy-six  years  of 
age.  He  gave  a history  of  toxic  s}’mptoms  for  only 
five  months  previous  to  his  visit  to  us.  We  have 
found,  however,  that  the  greatest  volume  of  our  exoph- 
thalmic cases  are  relatively  young,  whereas  our 
toxic  adenomas  do  occur  more  frequently  in  later  life. 

The  basal  metabolic  rate  is  of  material  value  in 
arriving  at  a diagnosis  of  h^-perthyroidism  of  either 
type.  Our  basal  metabolic  readings  have  been  about 
fifteen  points  higher  in  our  exophthalmic  group  than 
has  been  obsers’ed  in  our  toxic  adenomas.  Of 
course  the  rate  varies  with  the  obvious  intensity 
of  the  thyroid  intoxication.  We  are  beginning  to 
appreciate  the  value  of  Dr.  Lahey’s  statement  many 
years  ago  that  the  “basal  metabolic  rate  was  a fair 
indication  as  to  the  thyroid  toxemia  of  a patient, 
but  it  was  a poor  guide  as  to  the  operability  of  pa- 
tients.” Toxic  patients  who  have  a relatively  low 
basal  metabolic  rate,  but  who  fail  to  gain  weight 
and  who  persist  with  a primary-  tachycardia  are  a 
poor  risk  for  surgery.  Particularly  is  this  obsers’a- 
tion  made  in  our  aged  patients  because  it  is  in  this 
group  of  old  patients  that  the  apathetic  goiters  are 
most  prone  to  occur. 

Attention  was  recently  called  by  Dr.  H.  H.  Searls 
to  a group  of  patients  suffering  with  symptoms 
characteristic  of  toxic  adenomas,  but  in  whom  there 
was  a well-defined  hypothyroidism.  This  group  of 
patients  were  ordinarily  found  to  have  either  a nor- 
mal or  subnormal  basal  metabolic  reading.  Fol- 
lowing the  removal  of  the  adenoma,  these  toxic 
s}-mptoms  have  completely  subsided  and  in  many 
instances  the  basal  metabolic  rate  has  been  observed 
to  rise.  We  have  seen  this  picture  present  a num- 
ber of  times  and  our  results  following  surgeiy-  of 
the  thyroid  in  these  cases  has  been  gratifying.  I 
don’t  know  that  any  authentic  pathological  explana- 
tion has  been  developed  to  explain  this  phenomena. 
It  has  been  suggested  that  the  pressure  of  the 
adenoma  diminishes  the  normal  thvrcid  function 


and  that  the  presence  of  the  adenoma  with  its  own 
secretion  is  hardly  adequate  to  take  care  of  the  sup- 
pressed inert  thyroid  tissue. 

All  surgeons  who  handle  thyroid  patients  appre- 
ciate the  value  of  iodine  in  the  preparation  of  exoph- 
thalmic goiter  patients  for  surgery-.  It  has  been 
recently  stated  that  iodine  is  of  value  in  the  perma- 
nent treatment  of  certain  mild  hyperplastic  thyroid 
glands.  It  is  my  judgment  that  this  group  of  pa- 
tients with  mild  thyroid  imbalances  would  hardly 
have  been  treated  surgically  in  the  hands  of  ex- 
perienced thjToid  surgeons.  The  majority  of  them 
would,  I think,  have  been  handled  by  instituting 
complete  physiological  rest.  I am  convinced  that 
the  practitioner,  with  rare  exception,  has  misunder- 
stood the  orthodox  indication  for  the  use  of  iodine 
in  the  treatment  of  exophthalmic  goiter.  Experi- 
mental w-ork  and  clinical  obser\-ation  will  convince 
the  most  determined  skeptic  that  the  sole  use  of 
iodine  in  the  treatment  of  exophthalmic  goiter  lies 
in  its  application  as  an  agent  for  the  preparation 
of  patients  for  thyroidectomy.  It  is  to  be  employed 
in  association  with  other  valuable  measures  of  prepa- 
ration. Since  Dr.  Plummer’s  original  w-ork  w-as 
published  relative  to  the  use  of  iodine  in  the  pre- 
liminar}-  treatment  of  exophthalmic  goiter,  fewer  and 
few-er  toxic  thyroid  patients  are  presenting  them- 
selves for  treatment  w-ho  have  not  already  had  a 
course  of  iodine  therapy.  It  is  recognized  that  the 
greatest  response  to  iodine  in  exophthalmic  goiter 
is  manifest  during  the  preliminaiy'  stage  of  its 
treatment. 

Our  experience  w-ith  the  use  of  iodine  in  patients 
w-ith  toxic  adenomas  w-ould  indicate  that  the  course 
of  these  patients  is  ordinarily  not  changed  by  the 
iodine  therapy.  We  have  seen  an  occasional  case 
w-hose  s}-mptoms  seemed  exaggerated  by  iodine. 
That  is,  the  basal  metabolic  rate  has  gone  up,  the 
ners’ousness  and  tachycardia  have  been  more  pro- 
found during  the  stage  of  physiological  rest.  When 
iodine  w-as  w-ithdraw-n,  the  surgical  preparation  has 
been  satisfactory.  Probably  25  per  cent  of  our  toxic 
nodular  goiters  have  show-n  some  beneficial  effect 
after  iodine  therapy. 

As  valuable  as  has  iodine  been  as  an  agent  in 
the  preparation  of  exophthalmic  goiters  for  surgery, 
I feel  that  possibly  its  general  adoption  has  some- 
times been  unfortunate.  The  beautiful  improve- 
ment so  apparent  in  the  early  stages  of  the  treat- 
ment of  e.xophthalmic  goiter  by  the  administration 
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of  iodine  has  sometimes  given  patient  and  surgeon 
alike  a false  sense  of  security.  In  some  instances 
improvement  has  been  interpreted  to  mean  that 
such  patients  would  stand  massive  and  complete 
surgery.  Occasionally  disastrous  results  have  en- 
sued. 

Nothing  has  come  to  my  knowledge  that  has  sup- 
planted the  multiple  stage  operation  for  the  sur- 
gical treatment  of  thyroids  when  indicated.  It  is 
not  within  my  power  to  portray  to  you  the  picture  of 
the  patient  who  will  require  ligations,  lobectomies 
and  limited  surgical  procedure.  I have  learned  by 
sad  experience  that  there  does  exist  such  a group 
of  patients.  It  is  our  impression  that  any  toxic 
thyroid  patient  whose  condition  suggests  some  con- 
cern as  to  his  ability  to  stand  surgery  should  be 
operated  upon  by  the  multiple  stage  method.  Cer- 
tainly all  of  this  group  of  patients  should  have 
thyroidectomy  done  in  such  a manner  as  to  enable 
the  surgeon  to  terminate  the  operative  procedure  at 
a few  minutes’  notice.  The  point  has  been  raised 
as  to  who  should  make  the  decision  as  to  the  pa- 
tient’s ability  to  withstand  further  surgery.  In  a 
great  many  clinics  that  decision  has  been  left  to 
the  anesthetist  and  in  other  instances  to  the  as- 
sociated internist  who  has  assisted  in  the  preparation 
of  the  case  for  surgery.  I have  a very  happy  and 
satisfactory  association  with  my  anesthetist  who  is  a 
very  capable  physician  and  he  has  given  my  thyroid 
anesthesia  for  seven  years.  We  both  agree  that  the 
operator  is  best  qualified  after  advice  from  the 
anesthetist  as  to  when  to  stop  or  when  to  go  on 
w’ith  further  surgery. 

My  earliest  memory  of  thyroid  surgery  was  as- 
sociated with  discussion  of  injuries  to  the  abductor 
fibers  of  the  recurrent  laryngeal  nerves  with  subse- 
quent paralysis  of  the  vocal  cords.  I was  taught  to 
treat  with  care  that  portion  of  the  thyroid  gland 
which  lay  adjacent  to  the  recurrent  laryngeal  nerves. 
In  1932  Roder  called  attention  to  the  importance  of 
preventing  injuries  to  the  superior  laryngeal  nerves 
during  thyroid  surgery.  Since  that  time  we  have 
exercised  great  care  in  the  handling  of  the  superior 
thyroid  pole  and  the  number  of  our  patients  who  are 
annoyed  by  post-operative  tracheal  mucus  has  de- 
creased so  decidedly  that  we  feel  that  a relationship 
between  the  two  factors  does  exist.  The  presence 
of  this  voluminous  mucus  may  be  occasioned  by 
a resulting  anesthesia  to  the  mucous  membrane  of 
the  trachea  and  accumulation  of  mucus  in  the  trachea 


without  the  ability  of  the  patient  to  express  it.  The 
injury  may  act  as  a direct  stimulant  to  the  mucous 
secretion  through  the  peripheral  end  of  the  nerve. 
It  may  act  as  a reflect  stimulant  through  the  cen- 
tral end  of  the  nerve. 

Much  has  been  written  about  how  much  of  the 
thyroid  tissue  should  be  removed  at  operation. 
Practical  experience  has  taught  us  that  enough  tissue 
should  be  removed  to  leave  our  patients  ultimately 
in  a mild  state  of  hypothyroidism  after  their  opera- 
tive convalescence.  The  film  of  thyroid  tissue  at- 
tached to  the  posterior  thyroid  capsule  covering 
the  trachea  is  truly  a film.  We  have  had  a 3 per 
cent  recurrence  of  toxic  symptoms  in  our  toxic  hy- 
perplastic cases.  From  our  group  of  nodular  goiters 
we  have  seen  no  recurrence.  The  problem  as  to  what 
treatment  should  be  instituted  for  this  group  of  pa- 
tients with  recurrent  toxic  symptoms  after  surgery 
has  required  much  thought  and  attention  from  the 
profession.  The  initial  response  to  surgery  has  or- 
dinarily convinced  these  patients  that  further  sur- 
gery is  not  to  be  feared.  In  a few  of  our  cases 
with  mild  evidence  of  recurrent  toxic  s>Tnptoms,  we 
have  been  able  to  carry  them  along  satisfactorily 
with  iodine.  Occasionally  they  have  been  able  to 
dispense  with  iodine  ultimately  without  trouble.  In 
that  group  of  recurrent  cases  with  enlargement  of 
the  gland  stump,  loss  of  weight  and  marked  tachy- 
cardia, we  have  re-operated.  It  will  be  of  interest 
to  record  that  the  only  group  of  patients  developing 
S}Tnptoms  suggesting  injur}’  to  the  parathyroid  were 
two  re-operated  upon  for  recurrent  toxic  hyper- 
plastic goiters. 

Since  our  work  comes  from  a goiter  belt  we  have 
naturally  seen  a considerable  number  of  patients 
with  nodular  goiters.  One  of  the  problems  of  nodu- 
lar goiter  is  the  frequency  with  which  a nodule  is 
found  in  a sub-sternal  location.  ISIany  years  ago 
we  adopted  the  policy  of  X-raying  the  chest  of  all 
of  our  thyroid  patients  prior  to  operation.  It  has 
been  very  impressive  that  frequently  an  unsuspected 
case  will  have  a sub-sternal  gland.  It  is  most  nor- 
mal to  overlook  some  of  these  sub-sternal  glands 
unless  they  are  suspected  and  search  is  made  for 
their  presence  at  operation.  Ordinarily  there  is  a 
bar  of  thyroid  tissue  running  from  the  lobe  or 
isthmus  down  to  the  sub-sternal  nodule.  On  more 
than  one  occasion,  however,  w’e  have  been  unable  to 
find  any  thyroid  attachment  whatsoever  between  the 
true  thyroid  gland  and  the  aberrant  lobe.  In  our  early 
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experience  with  thyroid  surgery  we  feared  these  suB- 
stemal  nodules.  As  more  of  these  problems  have 
been  encountered  we  have  found  that  practically  all 
of  the  sub-sternal  nodules  may  be  removed  with- 
out difficulty  or  alarm  provided  the  major  thyroid 
gland  has  been  removed  for  a more  adequate  ex- 
posure and  the  superior  and  inferior  poles  ligated. 
The  major  blood  supply  to  the  sub-stemal  nodule 
comes  from  above.  With  a little  traction  exerted 
upon  the  sub-sternal  nodule  by  a tractor  clamp  and 
a careful  blunt  digital  dissection,  the  gland  may  be 
elevated  without  trouble  and  very  little  resulting 
hemorrhage.  In  no  incidences  have  we  had  to 
expose  the  sub-sternal  space  by  resection  of  the 
bony  or  cartilaginous  framework  of  the  upper  thorax. 

Within  the  past  few  years  we  have  been  greatly 
interested  by  the  reports  of  work  done  by  Blumgart, 
Levin  and  Berlin.  They  have  suggested  and  per- 
formed complete  thsToidectomies  upon  a large  num- 
ber of  patients  with  angina  pectoris  and  congestive 
heart  failure,  these  patients  not  having  as  a base 
for  their  heart  problem  any  thyroid  disease.  The 
operation  has  been  employed  to  decrease  the  de- 
mand on  the  overburdened  heart  by  means  of  lower- 
ing the  metabolic  rate  by  the  creation  of  a state  of 
hypothyroidism.  Of  course  they  are  treating  one 
disease  by  creating  another  pathological  state.  En- 
couraged as  we  have  been  by  these  reports  from 
Boston,  we  have  treated  a considerable  number  of 
heart  cases  by  performing  complete  thyroidectomies 
upon  them.  All  of  our  patients  have  shown  an 
initial  improvement  in  their  heart  s}Tnptoms.  A few 
of  them  have  retrogressed  into  their  state  of  heart 
invalidism.  A satisfactory  number  of  our  heart  cases 
have  been  greatly  benefited  by  this  operation  and 
some  of  them  have  been  able  to  resume  their  former 
occupations  with  modifications.  Our  results  have 
been  sufficiently  encouraging  with  complete  thyroid- 
ectomy in  the  treatment  of  angina  pectoris  and  con- 
gestive heart  failure  as  to  warrant  our  willingness 
to  perform  this  operation  with  a greater  degree  of 
frequency. 

Discussion 

Dr.  Rich.ard  P.  Bell,  Staunton:  There  has  been  such 
an  abundant  and  voluminous  literature  on  thyroid  sub- 
jects produced  in  the  last  twenty  or  twenty-five  years  that 
it  is  difficult  to  find  any  phase  of  the  question  that  has  not 
been  covered  and  re-covered,  and  it  is  very  hard  to  write 
or  say  anything  new  on  this  subject. 

However,  I think,  personal  observations  and  experiences, 
when  presented  by  a man  who  is  experienced,  competent 


and  intelligent,  are  always  interesting.  For  that  reason, 
I feel  that  Dr.  Emmett’s  paper  is  very  much  worth  while. 
He  has  told  us  of  things  he  has  found  himself  in  his  own 
practice;  he  lives  in  a goiter  belt;  and  we  who  know  of 
his  splendid  work  at  the  Chesapeake  and  Ohio  Hospital 
in  Clifton  Forge,  feel  that  anything  he  may  say  on  this 
subject  is  well  worth  our  attention. 

Personally,  as  one  born  and  reared  in  a goiter  belt, 
and  who  has  spent  twenty-five  years  more  or  less  in  prac- 
ticing surgery  in  this  belt,  I have  always  felt  a very 
keen  interest  in  the  subject  of  goiter.  From  my  earliest 
childhood  I hold  a recollection  of  the  large  number  of 
women  I saw  on  the  streets  and  on  our  country  roads  with 
big  necks.  Whatever  it  is  that  produces  goiter,  we  have 
it.  Of  course,  we  are  beginning  to  get  somewhere  on 
that  question — what  produces  it. 

Most  of  the  cases,  of  course,  were  women,  but  there  were 
some  men.  My  earliest  recollection  is  of  an  old  Dr. 
Shelton,  who  then  lived  next  to  the  public  school,  and  who 
had  an  enormous  pendulous  goiter  hanging  down  to  his 
umbilicus.  I have  never  since  seen  anything  like  it.  We 
used  to  watch  for  him  to  come  out  of  his  office.  Some- 
times he  wore  the  goiter  inside  his  coat,  sometimes  out — 
dependent  upon  the  weather,  I suppose.  We  boys  used 
to  wager  whether  the  goiter  would  be  in  or  out,  and 
so  some  of  the  first  money  I made  was  made  “gambling 
on  goiters.” 

Looking  back  over  the  past  twenty-five  years  and  my 
work  in  trying  to  treat  thyroid  disease  in  this  community,  I 
am  impressed  by  two  or  three  things: 

I feel  sure  we  are  handling  thyroid  cases  to  much  bet- 
ter advantage  than  twenty  years  ago,  all  over  the  country. 
There  has  been  a very  marked  advancement  in  all 
branches  of  surger}'  in  that  time,  but  I do  not  think  in 
any  branch  more  pronounced  and  more  marked  than  in 
thyroid  surgery.  The  reasons  are  not  hard  to  find. 

First:  The  type  of  operation  done  then  and  the  type 
done  now.  In  the  days  of  lobectomy,  no  matter  how  big 
the  goiter,  we  would  never  take  out  all  the  goiter;  take 
out  one  lobe,  and  the  misery  of  some  of  these  patients  when 
they  found  they  still  had  a part  of  the  goiter  was  pitiful 
to  see.  Imagine  treating  exophthalmic  goiter  that  way! 
We  got  some  results,  but  we  could  not  have  gotten  many 
cures,  as  I look  back  on  it. 

Second:  Another  advance  is  that  we  have  metabolic 
rate  determination.  While  that  is  not  one  hundred  per 
cent  indicative  of  whether  or  not  we  can  safely  operate,  it 
is  a big  help,  and  it  enables  us  to  check  on  these  patients, 
up  and  down,  and  operate  at  what  we  think  is  the  best 
time,  and  is  undoubtedly  a big  element  in  helping  us  to 
make  decisions. 

Third:  We  have  iodine  therapy  worked  out  so  that 
we  know  about  what  it  will  do.  We  can  take  most  very 
ill  exophthalmic  cases  and  by  quick  iodine  therapy  pull 
them  along  until  it  is  safe  to  operate.  We  can  take  simple 
hyperplasias  and  cure  them.  Most  of  the  adenomas  that 
we  get  have  already  been  treated  by  iodine.  I agree  with 
Dr.  Emmett  that,  while  iodine  is  of  little  use  with  the 
toxic  adenomas,  it  does  positive  harm  to  very  few  of  them. 
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Fourth:  We  have  much  better  classification  for  goiters 
than  formerly.  In  the  old  days  every  man  had  his  own 
classification.  In  1931,  the  American  Medical  Association 
Committee  on  Nomenclature  worked  out  a simple  classi- 
fication: Two  main  classes,  hyperplastic  and  nodular,  and 
these  then  subdivided  into  two  classes  each,  toxic  and  non- 
toxic. Unusual  things,  like  carcinoma,  tuberculosis  and 
Riedel’s  struma,  were  not  included. 

So,  for  all  these  reasons,  we  are  handling  these  cases 
much  better  than  twenty  years  ago.  There  are  also  fewer 
cases  to  handle.  That  has  come  about  by  prophylaxis. 
Since  Dr.  Kimball,  in  1917,  started  his  monumental  ex- 
periment of  giving  school  children  sodium  iodide  in  Akron, 
this  being  followed  up  in  Cleveland  and  elsewhere,  there 
are  not  nearly  as  many  goiters  in  young  people  visible 
on  the  streets  of  goiter  sections  as  there  were  formerly. 
Not  as  many  operations  are  being  done  in  most  goiter 
centers.  McClure  reported  a sixty  per  cent  drop  in  the 
number  of  thyroidectomies  in  seven  southern  Michigan 
hospitals  in  1933  as  compared  to  1927. 

Dr.  W.  D.  Haggard,  Nashville,  Tenn.:  Dr.  Emmett’s 
paper  was  very  informative  and  complete.  I was  also 
interested  in  the  personal  recollections  of  Dr.  Bell.  When 
the  surgery  of  goiter  was  being  developed,  we  were  con- 
fronted with  some  very  large  goiters.  I had  such  a con- 
siderable number  of  them  that  I was  emboldened  to  write 
a paper  on  what  I called  colossal  goiter.  One  does  not 
see  many  of  them  now.  In  one  case  particularly,  one  of 
my  colleagues  had  more  faith  in  my  ability  than  I had  in 
myself — the  goiter  actually  weighed  five  pounds.  I lost 
the  patient  from  too  much  hemorrhage.  That  was  before 
the  days  of  transfusions.  The  veins  were  as  large  as 
one’s  little  finger. 

Dr.  Emmett  warned  against  the  indiscriminate  use  of 
iodine.  Iodine  is  excellent  in  the  preparation  of  cases  but 
not  for  treatment  of  the  exophthalmic  or  toxic  cases.  It 
will  give  a striking  primary  improvement  but  will  soon 
lose  its  effect  and  become  harmful.  It  will  not  cure. 

I have  seen  many  examples  where  cases  were  made  toxic 
by  iodine  as  a treatment.  Elderly  women  given  iodine  for 
a long  time  will  become  toxic — so-called  iodine-Basedow. 
About  twenty  per  cent  of  these  cases  of  adenomas  become 
toxic  any  way.  Some  cases  of  exophthalmic  goiter  are 
iodine-fast.  We  were  so  impressed  with  the  cases  that 
became  toxic  from  iodine  stimulation  and  so  many  cases 
of  exophthalmic  goiter  made  worse  by  the  misuse  and 
continued  use  of  iodine  that  I wrote  a paper  on  “The 
Danger  of  the  Routine  Use  of  Iodine  in  Goiter  except  as  a 


Preparation  for  Operation.”  After  prolonged  use  of  iodine 
the  patient  will  not  respond  to  its  use  when  it  is  needed  in 
lowering  the  metabolic  rate  and  pulse  rate  before  opera- 
tion. They  had  been  robbed  of  the  virginal  effect  of  the 
iodine.  We  noted  many  people  who  had  been  given  iodine 
for  months  and  almost  years  and  they  were  very  difficult 
to  handle.  It  has  taken  many  months  to  prepare  such 
cases  with  X-ray,  bed  rest,  etc.  Those  cases,  as  a result 
of  having  had  iodine  so  long  that  it  has  lost  its  value  as 
a short  preparatory  method,  have  to  be  done  in  multiple 
stages. 

In  the  early  days  we  did  all  of  our  bad  cases  in  stages. 
We  had  some  cases  to  die  from  simple  ligation.  These 
patients  were  like  Leyden  jars — supercharged — any  shock 
would  precipitate  an  acute  thyrotoxic  fever  and  some- 
times a fatal  result.  We  heard  of  patients  who  dropped 
dead  on  the  way  to  the  operating  room  from  this  condition. 

Inasmuch  as  a very  considerable  portion  of  nodular 
goiters  will  and  do  become  toxic,  with  or  without  iodine, 
what  does  it  profit  a person  to  carry  a goiter  around  until 
it  does  become  toxic?  The  truth  is  that  the  toxic  goiter 
has  a larger  death  rate  than  the  exophthalmic  goiter.  This 
may  be  explained  by  the  fact  that  these  patients  are  on  an 
average  fifteen  years  older,  i.  e.,  about  forty-five,  and 
often  have  the  chronic  degenerative  changes  incident  to 
that  age. 

Physicians  are  apt  to  be  beguiled  in  the  fact  that  the 
case  is  not  frankly  exophthalmic  and  we  do  not  approach 
it  with  the  same  degree  of  prompt  recognition  and  solici- 
tude that  we  do  the  full-blown  exophthalmic  case.  Hence 
the  higher  death  rate  from  toxic  adenomas.  In  a review 
of  1,000  operations  for  goiter  in  my  clinic  published  three 
years  ago  there  were  231  cases  of  toxic  adenoma  with  a 
mortality  of  3.46  per  cent,  whereas  in  309  cases  of  non- 
toxic goiter  there  was  no  mortality. 

We  may  assuredly  say  that  a person  has  no  business  to 
carry  around  a goiter  indefinitely.  There  is  no  doubt  but 
that  goiter  does  have  a definite  tendency  to  cause  degen- 
eration of  the  heart  muscles  and  consequently  we  should 
anticipate  that  by  earlier  operation. 

Hertzler,  practicing  in  a small  community  for  four 
decades,  observed  that  practically  all  the  cases  of  un- 
operated goiter  eventually  die  of  cardiac  disease.  That 
is  a stirring  observation  and  should  demand  surgical  in- 
tervention in  the  majority  of  these  cases  while  it  is  rela- 
tively safe  and  simple. 

Dr.  Emmett,  closing  discussion:  I have  nothing  further 
to  say  except  that  I wish  to  express  my  gratitude  to  Dr. 
Bell  and  Dr.  Haggard  for  discussing  this  paper. 
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BRONCHOSCOPIC  OBSERVATION  OF  LARYNGO-TRACHEO  BRONCHITIS  IN 
CHILDREN  WITH  OBSTRUCTIVE  DYSPNEA.* 


E.  Trible  Gatewood,  D., 
Richmond,  Va. 


In  presenting  this  paper  I wish  to  emphasize  the 
fact  that  laryngo-tracheo  bronchitis  with  obstructive 
breathing  is  neither  rare  nor  new.  The  disease  is 
infrequently  recognized  and  sometimes  treated  as 
diphtheria,  foreign  body  or  pneumonia. 

My  first  known  experience  with  this  disease  was 
in  1927  when  I treated  an  intensely  interesting 
case  which  I followed  to  the  autopsy  table.  Re^Tew 
of  the  literature  pertaining  to  this  infection  reveals 
scarcely  anything  prior  to  1920.  Since  this  period 
scattering  reports  have  been  appearing  with  increas- 
ing frequency. 

Baum  has  written  much  on  the  subject.  He  re- 
ported twenty-four  cases  of  a severe  type,  in  a very 
comprehensive  paper  in  1928,  which  required 
tracheotomy  or  bronchoscopic  aspirations.  Gittins 
has  written  extensively  on  the  subject.  He  reported 
fourteen  cases  in  1926  and  stated  there  was  reason 
to  believe  that  many  non-diphtheritic  cases  were  be- 
ing treated  as  diphtheria.  In  another  paper  pub- 
lished in  1932  he  added  ten  cases  and,  at  the  same 
time,  emphasized  the  ease  with  which  this  condition 
may  be  mis-diagnosed. 

SPECLA.L  CH.A.R.A.CTERISTICS  OF  THE  DISEASE 

Laryngo-tracheo  bronchitis  is  chiefly  limited  to 
infants  and  very  young  children.  The  most  pre- 
valent age  is  from  one  to  three  years.  Smith  re- 
cently reported  a group  of  cases  with  over  50  per 
cent  of  the  number  under  two  years  of  age.  It  is 
likely  that  older  children  are  afflicted  with  this  in- 
fection, but  the  structures  involved  are  less  vulner- 
able to  swelling  and  obstruction. 

Infants  and  very  young  children  possess  the  great- 
est abundance  of  loose  cellular  tissue  in  the  sub- 
glottic region  of  the  laiynx  and,  because  of  this 
fact,  swelling  and  infiltration  quickly  develop.  Sec- 
ond, the  very  small  bronchi  in  young  children  be- 
come easily  occluded  with  the  characteristic  masses 
that  form  in  this  disease.  If  the  larATix  is  chiefly 
involved  at  the  onset  there  is  frequently  insufficient 
inspired  air  to  cough  out  the  fibrinous  exudate  that 
becomes  semi-diied  and  plugs  the  small  tubes. 

•Read  at  the  sixty-seventh  annual  meeting  of  the  Med- 
ical Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


Baum  states  that  in  severe  cases  with  obstructive 
breathing  the  patient  may  be  free  of  fever,  which 
is  due  to  lack  of  oxygen  in  the  blood,  although  the 
temjjorature  invariably  rises  as  soon  as  the  obstruc- 
tion is  relieved.  Cough  is  usually  absent  and,  if 
present,  it  is  non-productive.  Hoarseness  is  not  a 
constant  SATnptom  as  the  pathologic  involvement  is 
in  the  subglottic  area  rather  than  the  vocal  region. 

The  mortality  rate  is  peculiarly  high,  being  given 
by  various  observers  as  from  35  to  70  per  cent. 
When  bronchial  obstruction  dominates  the  picture, 
the  condition  is  exceedingly  serious.  If  the  obstruc- 
tion is  mainly  larjugeal  and  there  is  no  association 
with  atelectasis  mechanical  relief  is  reasonably  cer- 
tain, and  the  prognosis  is  good. 

Bacteriology  and  Pathology 

The  bacteriology  of  this  disease  is  not  unlike  the 
common  respiratory  infections.  Streptococcus  hemo- 
hiicus  is  ascribed  by  most  obsers'ers  as  the  primary 
cause.  It  is  most  often  found  in  pure  culture  or  it 
usually  predominates.  Staphylococcus,  pneumococcus 
and  influenza  bacillus  are  sometimes  found  in  con- 
junction with  streptococcus.  However,  time  may 
prove  that  a filterable  virus  is  the  activating  agent. 
The  German  school  contends  that  the  dyspneic  symp- 
toms of  respirator)-  disease  are  in  proportion  to 
the  virulence  of  the  infection.  Other  observers  re- 
gard the  disease  as  a clinical  entity.  Jackson  says, 
“Except  as  to  rash  the  malady  has  almost  as  much 
claim  to  clinical  specificity  as  scarlet  fever.”  The 
pathologic  changes  that  occur  in  this  disease  may 
be  equally  distributed  in  the  larynx  and  bronchi. 
In  other  cases,  the  lesion  may  be  more  pronounced 
in  one  organ  than  the  other. 

The  laryngeal  form  shows  subglottic  stenosis 
which  is  caused  by  swelling  and  infiltration.  There 
is  no  membrane  or  ulceration.  The  vocal  cords  are 
less  involved  and  the  voice  may  be  little  affected. 
Bronchoscopic  examination  of  the  mild  bronchial 
h-pe  shows  excessive  redness  of  the  mucosa  and 
abundant  muco-purulent  secretions.  In  the  progres- 
sive, advanced  form,  thick,  grayish,  semi-dried 
masses  are  seen  partially  occluding  the  bronchial 
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tubes.  The  trachea  may  or  may  not  show  accumu- 
lated secretions,  and,  at  times,  it  may  appear  dry 
and  glazed.  Atelectasis  may  be  present  in  varying 
degrees  and  pneumonia  is  frequently  a terminal 
condition. 

Symptomatology  and  Diagnosis 

The  symptoms  of  this  disease  are  frequently 
variable.  The  onset  may  easily  simulate  diphtheria 
or  simple  bronchitis  and,  again,  the  disease  may  be 
announced  with  a wheezing  and  dyspnea  simulat- 
ing a typical  case  of  foreign  body  in  the  bronchial 
tree.  The  mild  form  usually  manifests  s)Tnptoms 
such  as  fever,  cough  and  slight  obstructive  signs  that 
will  respond  to  expectant  treatment.  Yet  there  are 
others  that  begin  in  the  same  manner  and  gradually 
progress  to  the  stage  of  urgent  dyspnea,  rapid  pulse, 
pale  cyanosis,  restlessness  and  refusal  of  food  and 
fluids.  Direct  inspection  of  the  larynx  with  the 
Jackson  larjmgoscope  will  usually  reveal  the  pres- 
ence of  a membrane  if  the  condition  is  diphtheritic. 
If  no  membrane  is  seen  and  there  is  subglottic  in- 
filtration, a non-diphtheritic  condition  may  be  as- 
sumed. During  this  inspection  it  is  advisable,  how- 
ever, to  take  uncontaminated  cultures  from  the 
larynx.  Due  to  the  presence  of  membrane  on  the 
cords  in  diphtheria,  hoarseness  is  usually  present, 
which  is  in  contrast  to  subglottic  lesions.  Semi- 
solid plugs  are  rarely  coughed  from  the  bronchi 
and  expectorated.  Roentgen  films  of  non-opaque 
foreign  body  lesions  are  only  of  value  in  the  hands 
of  skilled  roentgenologists.  Yet  an  atelectasis  caused 
by  an  extraneous  foreign  body  is  not  unlike  a simi- 
lar condition  due  to  an  intrinsic  plug  of  exudate. 
When  laryngeal  simptoms  are  absent,  the  obstruc- 
tive bronchial  signs  may  easily  be  interpreted  as 
broncho-pneumonia  or,  less  often,  as  lobar  pneu- 
monia. Bronchial  asthma,  spasmodic  croup,  laryn- 
geal edema  and  thymic  pressure  (if  there  be  such  a 
disease)  should  be  given  consideration  when  examin- 
ing cases  with  obstructive  breathing. 

Case  Reports 

My  known  e.xperience  with  laryngo-bronchitis 
consists  of  six  cases,  three  of  which  I will  briefly 
report  to  illustrate  different  types  of  pathologic 
involvement. 

Case  1. — B.  L.  R.,  age  fifteen  months,  admitted 
to  hospital  July  10,  1931,  suspected  of  having  for- 
eign body  in  the  bronchial  tree.  The  mother  stated 
that  the  child  had  recently  developed  a cough  and 


wheezing  and  was  fretful  and  re.stless.  Upon  ad- 
mission to  hospital  temperature  was  100°  and  the 
usual  laboratory  findings  were  negative.  Chest  ex- 
amination showed  diminished  breath  sounds  over 
entire  left  lung.  Roentgen  films  showed  slight 
emphysema  of  left  lung,  suggesting  check-valve  ob- 
struction in  the  left  main  bronchus.  The  child’s 
wheezing  improved  and  the  temperature  was  nor- 
mal on  the  second  day.  Culture  was  negative  for 
diphtheria  and  positive  for  streptococcus.  Broncho- 
scopy was  thought  inadvisable  and  the  patient  re- 
turned home  for  further  observation  by  family  phy- 
sician. Two  days  later  patient’s  temperature,  wheez- 
ing and  coughing  increased.  He  was  re-admitted 
to  hospital;  bronchoscopy  was  done  and  no  foreign 
liody  found,  though  considerable  tenacious  secre- 
tion was  in  the  bronchial  tree.  Dyspnea,  fever  and 
restlessness  were  more  marked  the  following  day 
and  a tracheotomy  was  necessary.  I assumed  that 
the  dyspnea  was  of  laryngeal  origin  and  incidental 
to  the  bronchoscopy.  However,  this  was  not  the 
case  as  the  tracheotomy  did  not  relieve  the  patient 
of  the  dyspnea.  A suction  cannula  was  passed 
through  the  tracheal  opening  and  thick,  greyish 
masses  were  aspirated  with  considerable  improve- 
ment of  respiration.  This  procedure  was  repeated 
several  times  a day,  each  time  semi-solid  masses  of 
secretion  were  removed.  Death  occurred  on  the 
fourth  day.  Autopsy  showed  that  the  bronchi  were 
infiltrated  and  contained  semi-solid  plugs  of  secre- 
tion mainly  in  the  left  side.  The  lung  showed 
atelectatic  areas. 

This'  case  illustrates  a gradual  onset  with  pro- 
gressive bronchial  involvement  and  little  or  no  laryn- 
geal sypmtoms. 

Case  2. — M.  T.,  white,  male,  age  two  years.  Seen 
September  27,  1933,  in  consultation  with  the  family 
physician  who  stated  that  the  baby  had  been  under 
his  care  for  one  week  with  symptoms  simulating  a 
simple  bronchitis  until  the  day  the  child  was  ad- 
mitted to  the  hospital.  At  this  time  there  was  a 
moderate  amount  of  labored  breathing,  fever  and 
restlessness  with  periodic  spells  of  dyspnea  and 
cyanosis.  Physical  examination  indicated  a col- 
lapsed right  lung.  Roentgen  films  confirmed  these 
findings  with  a shifting  of  the  mediastinal  struc- 
tures to  the  same  side.  Foreign  body  was  suspected 
and  bronchoscopy  -undertaken.  When  attempting 
to  pass  the  bronchoscope  through  the  subglottic  area 
of  the  larynx,  it  was  found  to  be  swollen  and  in- 
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filtrated,  thereby  obstructing  passage.  Tracheotomy 
was  resorted  to  and  the  bronchoscope  passed  through 
the  tracheal  opening.  The  structures  were  distorted 
and  the  tubes  of  the  right  lung  were  obstructed  by 
thick  exudate  and  infiltration.  The  secretions  were 
aspirated  and  the  child  returned  to  his  room. 
Repeated  lung  aspirations  with  the  catheter  intro- 
duced through  the  tracheal  tube  were  done  daily. 
The  lung  gradually  expanded  and  the  child  has 
remained  well. 

This  case  illustrates  obstructive  lesions  in  both 
the  larynx  and  the  bronchi. 

Case  3. — White,  male,  age  three  years.  Seen 
at  home  September  30,  1930,  suffering  with  urgent 
dyspnea.  The  child  had  been  croupy  for  several 
days  with  indefinite  chest  findings,  slight  fever 
and  mild  hoarseness.  He  was  awakened  on  the 
fourth  morning  with  dyspnea  that  had  assumed 
alarming  proportions  by  eleven  o'clock.  Intubation 
immediately  relieved  the  dyspnea.  Twenty  thou- 
sand units  of  antitoxin  were  given.  Repeated  cul- 
tures for  diphtheria  were  negative.  Streptococcus 
was  always  present.  The  temperature  ranged  from 
102°  to  103°,  gradually  receding  to  100°  at  the 
expiration  of  one  week. 

The  intubation  tube  was  removed  at  this  time 
and  the  child  developed  urgent  dyspnea.  After  giv- 
ing due  fime  for  immediate  spasm  and  fear  to  sub- 
side, it  was  necessary  to  re-introduce  the  tube  as 
asphyxiation  was  apparent.  The  child  was  hos- 
pitalized and  the  tube  removed  again  in  five  days. 
The  patient  again  developed  urgent  dyspnea.  In 
view  of  this,  it  was  deemed  advisable  to  perform 
a tracheotomy  and  allow  the  larynx  absolute  rest. 
At  the  expiration  of  a week  the  tracheotomy  tube 
was  corked  and  later  removed  with  no  apparent 
obstruction. 

Comment. — This  patient’s  onset  was  mild,  simu- 
lating simple  laryngitis  or  diphtheria.  The  path- 
ologic accent  was  entirely  upon  the  larynx.  The 
chest  never  manifested  any  definite  clinical  signs. 

Treatment 

The  form  of  treatment  is  entirely  dependent  upon 
the  severity  of  the  individual  case  and  whether  or 
not  the  difficult  breathing  is  of  laryngeal  or  bronchial 
origin  or  both. 

Mild  or  moderate  attacks  of  this  disease  can 
usually  be  managed  in  a conservative  manner  with 
steam  inhalations,  ephedrine,  high  fluid  intake  and 
stimulants.  The  administration  of  narcotics  and 


atropine  is  strongly  condemned  as  they  have  an 
inhibiting  respiratory  influence  and  a tendency  to 
dr}’  and  solidify  the  bronchial  plugs. 

The  type  of  disease  manifesting  urgent  dyspnea, 
toxemia,  restlessness,  rapid  pulse  and  exhaustion 
requires  either  mechanical  or  surgical  aid  in  addi- 
tion to  whatever  medical  remedies  may  be  indicated. 
If  the  lesion  is  chiefl}'^  laryngeal  and  there  is  no 
bronchial  plug  formation,  intubation  may  be  suffi- 
cient to  relieve  the  dyspnea.  If,  however,  atelectasis 
is  present  which  is  indicative  of  a plugged  bronchus, 
tracheotomy  and  bronchoscopic  removal  of  exudate 
either  by  aspiration  or  by  forceps  through  the 
tracheal  wound  is  necessary.  .As  a rule,  suction  with 
a soft  rubber  catheter  through  the  tracheal  cannula 
is  sufficient.  This  may  be  repeated  as  often  as 
necessary  with  little  disturbance  and  exhaustion  to 
the  patient.  Some  observers  favor  intubation,  espe- 
cially if  the  bronchial  obstruction  is  not  extensive. 
Others  favor  tracheotomy,  believing  it  a safer  pro- 
cedure, particularly  if  the  patient  is  in  a general 
hospital  and  not  in  close  contact  with  a specially 
trained  physician.  Tracheotomy  has  the  advantage 
of  placing  the  larynx  at  rest  and,  at  the  same  time, 
it  lends  itself  to  bronchial  aspiration  with  little  dis- 
comfort in  the  event  that  dyspnea  is  not  relieved 
by  other  measures.  It  is  probably  good  practice  to 
give  diphtheria  antitoxin  in  certain  cases  regard- 
less of  the  bacteriologic  findings. 

Immunized  serum  and  vaccines  have  been  used 
with  indifferent  results.  Saline,  iodized  oil  and 
adrenalin  have  been  dropped  through  the  tracheal 
opening  to  soften  the  bronchial  plugs,  with  ques- 
tionable effect.  Saline  given  intravenously  is  said 
to  be  helpful  in  liquifying  the  bronchial  plugs  and 
relieving  the  severe  to.xemia.  The  air  should  be 
humid  to  saturation.  Transfusion  has  been  used  in 
prolonged  cases  with  good  results.  Stimulants  are 
often  necessary  because  respiratory  obstruction  causes 
heart  strain  and  exhaustion  as  well  as  asphyxiation. 

Professional  Building. 

Discussion 

Dr.  B.'Vsil  B.  Jones,  Richmond,  opening  the  discussion: 
Dr.  Gatewood  has  given  us  a clear  discussion  of  a con- 
dition which,  as  he  says,  is  neither  new  nor  particularly 
uncommon.  Pediatricians  rather  often  see  cases  which 
probably  fall  in  this  category  but  fortunately  most  of 
them  get  well  without  bronchoscopic  treatment.  The 
severe  types  that  require  bronchoscopic  examination  and 
treatment  are  relatively  uncommon.  I can  recall  only 
two  such  cases  in  the  past  ten  years. 
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The  age  of  the  patient  is  a big  factor  because  the  smaller 
child  has  smaller  tubes,  looser  sub-glottic  tissues,  and,  as 
a rule,  a greater  tendency  to  spasm.  A brief  discussion 
of  the  pathology  will  help  us  to  understand  better  the  true 
nature  of  this  disease.  Apparently  the  infection  corre- 
sponds closely  to  a patch  of  erysipelas  on  the  skin.  There 
is  swelling  of  the  mucosa,  an  infiltration  of  the  sub- 
mucous tissues  and  some  serofibrinous  oozing.  It  is  not 
primarily  a purulent  infection.  This  swelling  may  occur 
anywhere  from  the  larynx  down  into  the  bronchi.  The 
swelling  and  infiltration  mechanically  interfere  with  the 
expulsive  action  of  the  cough  and  the  ciliary  action  also 
is  probably  interrupted.  Because  of  these  factors  which 
interfere  with  the  expulsion  of  exudates  from  the  tubes 
the  exudates  have  a tendency  to  dry  into  plugs  and  behave 
as  foreign  bodies. 

I think  when  we  see  evidence  of  localized  infection 
in  the  larynx,  trachea,  or  in  the  bronchi,  we  should  treat 
these  cases  medically  as  long  as  we  can  with  safety  to 
the  child.  A great  many  of  these  cases,  if  they  are  given 
good  medical  treatment,  will  escape  the  severe  experiences 
that  Dr.  Gatewood  has  described.  Ephedrine  given  by 
the  mouth  is  helpful  because  of  its  shrinking  effect  on  the 
mucous  membrane.  Calcium  or  ammonium  chloride  also 
seems  indicated.  There  is  some  times  a spasmodic  ele- 
ment here  that  might  be  helped  by  either  and  the  ex- 
pectorant effect  of  the  latter  drug  makes  it  worthy  of  con- 
sideration. 

Keeping  the  air  moist  is  undoubtedly  of  value.  There 
has  been  a good  deal  of  controversy  about  putting  children 
in  steam  tents.  Some  doctors  favor  doing  so,  whereas 
others  are  definitely  opposed.  Certainly  the  air  in  the 
room  should  be  kept  moist;  moist  towels  can  be  hung  up, 
and  pans  of  water  can  be  placed  on  the  stove  or  on  radia- 
tors. In  an  acute  case,  you  can  take  the  child  in  the  bath- 
room and  if  there  is  hot  water  in  the  tank  you  can  soon 
get  the  room  full  of  steam.  Mustard  plasters  often  seem 


to  help,  especially  when  the  disease  is  in  the  larynx  or 
trachea.  Mild  sedatives,  such  as  the  barbiturates,  have 
a place  in  the  treatment  of  this  disease.  Atropine  and 
opiates,  I believe,  are  contraindicated. 

One  final  point  about  treatment:  When  there  is  a 
definite  obstruction  to  breathing  which  seems  to  be  increas- 
ing, and  especially  if  the  temperature  is  falling  and  the 
child  is  becoming  more  cyanosed,  then  is  the  time  for  the 
medical  man  to  call  the  bronchoscopist.  Don’t  wait  until 
the  child  becomes  moribund. 

Dr.  E.  G.  Gill,  Roanoke:  It  is  unfortunate  that  Dr. 
Gatewood’s  paper  could  not  be  presented  to  the  medical 
section,  as  the  general  practitioners  are  usually  the  ones  to 
see  these  cases  first.  I wish  only  to  discuss  a few  aspects 
of  the  medical  treatment.  We  find  that  many  cases  will 
be  relieved  by  the  free  utilization  of  glucose  and  saline 
intravenously  by  the  continuous  drop  method.  Along  with 
this  treatment,  we  give  small  repeated  immunized  blood 
transfusions.  These  treatments  we  find  of  distinct  value 
before  and  after  the  tracheotomy  has  been  done.  We  have 
also  found  anti-streptococcic  serum,  given  early  and  re- 
peated daily  until  five  or  six  doses  have  been  given,  is 
helpful. 

Dr.  E.  T.  Gatewood,  closing  the  discussion:  There  is 
one  point  I would  like  to  emphasize  that  Dr.  Jones  brought 
out,  and  that  is  steam  inhalations.  Steam  inhalations 
given  ordinarily  in  a hospital  have  very  little  effect.  The 
proper  way  to  give  a steam  inhalation  is  to  have  a steam 
room;  have  the  room  closed  and  have  lines  across  the 
room  and  wet  towels  spread  on  the  lines.  In  that  way,  you 
get  some  effect  in  extreme  cases.  The  oxygen  tent  has 
proven  helpful;  but  I have  had  no  experience  with  that. 
Saline  given  intravenously  seems  to  be  helpful.  This  con- 
dition is  strictly  a medical  one.  The  cases  we  are  called 
in  to  see  are  usually  desperate  and  the  bronchi  and  larynx 
are  partially  closed.  Therefore,  they  need  additional  aid 
to  the  medical  regime. 


THE  DIFFERENTIAL  DIAGNOSIS  OF  CHRONIC  BASAL  PULMONARY  LESIONS. 

Porter  P.  Vinson,  M.  D., 

Richmond,  Va. 


One  of  the  most  difficult  diagnostic  problems  con- 
fronting the  physician  is  the  differentiation  of  the 
various  lesions  involving  the  basal  portion  of  the 
lungs.  It  is  generally  true  that  tuberculous  disease 
begins  more  frequently  in  the  upper  half  of  the  lung 
and  non-tuberculous  disease  in  the  lower  portion. 
However,  there  are  many  exceptions  to  this  rule. 
To  assume  that  a cavity  in  the  upper  portion  of  the 
lung  is  tuberculous  in  character  and  an  area  of 
infiltration  at  the  base  is  non-tuberculous  may  lead 
to  gross  errors  in  diagnosis  and  treatment.  Any 
pulmonary  lesion  may  involve  the  pleura  and  mask 


the  underlying  disease.  It  is  not  the  purpose  of 
this  paper  to  consider  diseases  of  the  pleura  but  to 
attempt  to  suggest  methods  for  the  differentiation 
of  lesions  involving  the  bronchi  and  parenchjTna 
of  the  basal  portion  of  the  lung. 

The  most  frequent  basal  pulmonary  lesion  is 
bronchiectasis  and  unfortunately  the  differentiation 
of  the  various  types  of  this  disease  presents  a com- 
plicated problem.  The  diagnosis  of  bronchiectasis 
may  be  made  in  cases  in  which  the  patients  have 
had  nothing  more  than  mild  chronic  pulmonary 
symptoms  consisting  of  cough  and  a small  amount 
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of  mucoid  or  muco-purulent  expectoration.  In  cases 
of  this  type  chronic  infection  of  the  paranasal  sin- 
uses may  be  responsible  for  the  pulmonary  symptoms 
and  there  is  little  or  no  evidence  of  pulmonary 
disease.  Another  condition  that  is  referred  to  as 
dry  bronchiectasis  or  hemorrhagic  bronchiectasis  is 
characterized  by  single  or  repeated  pulmonary  hem- 
orrhages which  may  be  moderate  or  severe,  and  this 
condition  usually  occurs  without  chronic  cough  or 
sputum.  At  bronchoscopic  examination,  however, 
a small  amount  of  purulent  secretion  may  be  found 
in  one  or  more  bronchi. 

These  minimal  lesions  are  in  striking  contrast  to 
the  usual  type  of  bronchiectasis  which  frequently 
begins  in  childhood  following  respiratory  infec- 
tion. This  disease  involves  the  bases  of  both  lungs 
and  is  associated  with  cough  and  large  amounts  of 
malodorous  purulent  sputum  which  frequently  is 
tinged  with  blood.  Larger  hemorrhages  may  occur. 
The  bronchi  are  dilated  and  afford  receptacles  in 
which  stagnation  of  the  sputum  leads  to  further 
progress  of  the  disease  and  general  debility  of  the 
patient. 

Even  in  the  advanced  case,  physical  examination 
of  the  thorax  may  reveal  few  evidences  of  disea.se, 
although  clubbing  of  the  fingers,  fever  and  signs  of 
general  sepsis  are  frequently  noted.  Roentgeno- 
scojiic  study  may  show  nothing  abnormal  or  there 
may  be  fibrosis  or  mottling  at  the  base  of  one  or 
both  lungs.  Examination  of  the  sputum  may  demon- 
strate the  presence  of  various  types  of  organisms  but 
not  the  organism  of  tuberculosis.  Roentgenoscopic 
examination  of  the  thorax  after  injection  of  iodized 
oil  into  the  air  passages  will  reveal  dilatation  of  the 
bronchi  but  does  not  differentiate  other  lesions  as- 
sociated with  pulmonary  infection.  On  broncho- 
scopic examination  the  bronchi  are  widely  patent, 
although  it  is  difficult  to  state  that  they  are  dilated. 
Pus  exudes  from  many  bronchial  openings  and  the 
bronchial  mucosa  is  inflamed  and  bleeds  when  an 
aspirating  tube  is  introduced  into  its  lumen. 

True  bronchiectasis  usually  involves  both  lungs 
and  in  any  unilateral  pulmonary  infection  lironchial 
stricture  from  a benign,  tuberculous  or  malignant 
lesion  should  be  carefully  excluded  as  the  etiologic 
factor.  A small  pleural  cavity  resulting  from  pre- 
vious empyema  may  communicate  with  a bronchus 
and  the  question  may  arise  as  to  whether  the  lesion 
Js  intrapulmonary  or  pleural  in  origin.  Roentgeno- 
scopic examination  after  the  injection  of  iodized  oil 


may  reveal  the  exact  character  of  the  lesion.  It 
should  be  emphasized  that  in  a case  of  this  type 
the  oil  must  be  introduced  directly  into  the  bronchus 
communicating  with  the  area  of  infection,  which 
cannot  be  accomplished  except  under  direct  vision 
at  bronchoscopic  examination.  If  the  oil  is  intro- 
duced in  any  other  way  it  will  fill  nonnal  bronchi 
and  will  not  enter  the  infected  area  of  the  lung. 

Although  abscesses  may  occur  in  any  portion  of 
the  lung,  they  probably  are  encountered  more  fre- 
quently in  the  lower  lobes;  Whatever  their  location, 
they  rarely  are  detectable  by  physical  examination 
unless  they  involve  the  pleura.  At  times  deep  pres- 
sure may  elicit  a point  of  tenderness  over  the  abscess 
but  ordinary  percussion  and  auscultation  rarely  re- 
veal significant  signs.  The  symptoms  of  well-estab- 
lished abscess  are  similar  to  those  experienced  in 
bronchiectasis,  although  periods  of  elevation  of  the 
temperature  are  more  frequent  in  the  former  con- 
dition. Prostration  frequently  is  an  associated  symp- 
tom in  the  acute  stages  of  abscess  and  in  the  ma- 
jority of  such  cases  there  is  a known  etiologic  factor 
such  as  a preceding  operation  on  the  nose  or  throat 
under  general  anesthesia. 

Roentgenoscopic  examination  may  reveal  cavita- 
tion in  the  lung  with  or  without  a fluid  level  in  the 
cavity.  The  process  may  not  occur  as  a localized 
lesion  but  rather  as  a diffuse  area  of  infiltration. 
Localized  abscesses  usually  are  single  but  may  be 
multiple  and  bilateral.  In  the  majority  of  cases  of 
abscess  there  is  a stricture  in  the  bronchus  commu- 
nicating with  the  area  of  infection,  but  an  abscess 
which  has  occurred  as  a result  of  necrosis  following 
embolus  in  the  lung  may  not  be  associated  with 
bronchial  stricture. 

Any  reduction  in  the  size  of  the  lumen  of  a 
bronchus  may  interfere  with  normal  drainage  from 
the  lung  and  may  produce  a suppurative  lesion  distal 
to  the  point  of  obstruction.  The  lesion  resulting 
from  a stricture  of  this  type  may  not  produce  the 
severity  of  symptoms  or  the  gross  changes  in  the 
lung  that  usually  are  found  in  ordinary  abscess. 
Bronchoscopy  is  the  most  accurate  method  for  the 
identification  and  differentiation  of  the  type  of  stric- 
ture in  the  bronchus  and  affords  the  opportunity  for 
dilating  a stenosis  and  draining  an  abscess  which  is 
not  the  result  of  malignant  obstruction. 

Malignant  disease  may  occur  in  the  lung  as  a 
primary  or  metastatic  lesion.  When  it  is  primary 
it  usually  arises  from  the  epithelium  of  a bronchus 
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or  from  the  glandular  structures  of  the  bronchial 
wall.  The  growth  in  reducing  the  size  of  the  lumen 
of  the  bronchus  interferes  with  normal  drainage,  and 
secondary  infection  beyond  the  point  of  obstruction 
may  be  the  outstanding  finding.  In  contrast  to  ab- 
scess in  which  narrowing  of  the  bronchial  lumen 
due  to  inflammatory  reaction  rarely  gives  rise  to 
significant  physical  signs,  malignant  obstructions 
are  almost  always  associated  with  gross  physical 
findings.  The  most  constant  sign  is  the  diminu- 
tion or  complete  absence  of  breath  sounds  over  the 
area  communicating  with  the  obstructed  bronchus. 
Even  slight  anatomic  obstruction  from  malignant 
infiltration  in  the  bronchial  wall  may  result  in 
marked  reduction  in  breath  sounds  over  the  area 
representing  the  distribution  of  the  invaded  bronchus. 
There  may  be  moderate  impairment  of  the  percus- 
sion note  over  this  area  but  not  the  dullness  or 
flatness  which  would  be  expected  if  the  reduction 
in  breath  sounds  was  the  result  of  fluid  in  the 
pleural  space  or  of  thickening  of  the  pleura. 

IMetastatic  malignant  disease  in  the  lung  rarely 
produces  signs  or  symptoms  unless  there  is  involve- 
ment of  the  pleura  with  secondary  pleuritis  and  ef- 
fusion or  unless  the  malignant  nodules  are  so  ex- 
tensive that  they  produce  dyspnea  from  pressure. 
Even  though  the  nodules  may  be  very  large  in  size, 
they  rarely  if  ever  can  be  identified  by  physical  ex- 
amination and  can  be  detected  only  by  roentgeno- 
scopic  study.  Occasionally  a metastatic  nodule  in 
the  lung  may  erode  the  bronchial  wall  and  project 
into  the  lumen  of  the  bronchus,  producing  the  same 
signs  and  s\Tnptoms  that  are  observed  in  primary 
bronchial  malignancy.  I have  observed  such  an  oc- 
currence on  two  occasions  and  in  both  instances 
the  primary  lesion  was  hypernephroma.  Broncho- 
scopy with  removal  of  tissue  from  the  bronchus 
for  microscopic  examination  is  the  only  satisfac- 
tory method  of  making  an  accurate  diagnosis  of  pri- 
mary carcinoma  and  of  differentiating  it  from  other 
bronchial  lesions. 

Tuberculosis  involving  the  base  of  the  lung  is 
encountered  frequently  but  in  the  majority  of  in- 
stances examination  of  the  sputum  for  Bacilli  of 
tuberculosis  will  lead  to  an  accurate  diagnosis.  Ex- 
amination of  the  sputum  for  Bacilli  of  tuberculosis 
is  often  neglected  in  instances  in  which  the  lesion 
is  located  at  the  base  of  the  lung,  and  failure  to 
recognize  the  fact  that  tuberculous  pulmonary  dis- 
ease can  simulate  any  lesion  occurring  in  the  lung 


may  lead  to  frequent  errors  in  diagnosis.  The  de- 
tection of  the  organisms  of  tuberculosis  in  the  sputum 
is  the  most  satisfactory  method  of  making  an  accu- 
rate diagnosis  of  tuberculosis  in  the  lung. 

There  are  certain  rare  types  of  tuberculous  dis- 
ease involving  the  lymph  nodes  in  the  hilar  regions 
with  ulceration  into  the  lumen  of  a bronchus.  In 
such  cases  Bacilli  of  tuberculosis  are  rarely  demon- 
strable in  the  sputum,  and  bronchoscopy  with  the 
removal  of  tissue  for  microscopic  study  is  the  only 
method  of  making  an  accurate  diagnosis.  This  type 
of  tuberculous  lesion  may  resemble  carcinoma  on 
roentgenoscopic  examination  but  the  absence  of  phys- 
ical signs  should  suggest  that  the  lesion  is  inflamma- 
tory and  not  malignant. 

Eoreign  bodies  that  are  opaque  to  the  roentgen 
ray  are  easily  detectable  on  roentgenoscopic  ex- 
amination. Other  foreign  bodies  may  be  non- 
opaque and  of  intrapulmonary  origin,  and  the  only 
satisfactory  method  for  their  diagnosis  and  removal 
is  bronchoscopy. 

Congenital  cystic  disease  frequently  is  located  at 
the  base  of  the  lung  and  may  be  limited  to  this 
area.  Unless  the  cyst  or  cysts  are  infected  and  re- 
semble ordinary  abscess,  they  can  be  diagnosed  ac- 
curately by  roentgenoscopy.  Echinococcus  cysts  are 
seldom  observed  but  may  be  diagnosed  by  com- 
plement fixation  studies. 

Mycotic  diseases  of  the  lung  fortunately  occur 
rather  rarely  and,  unless  the  fungi  can  be  demon- 
strated in  the  sputum,  they  usually  are  diagnosed 
as  tuberculosis. 

Benign  tumors  usually  are  well  circumscribed  and 
may  be  identified  by  roentgenoscopic  study,  phys- 
ical examination,  or  at  times  by  obtaining  tissue  by 
puncture. 

A dermoid  cyst  may  rupture  into  a bronchus  with 
the  expectoration  of  caseous  material  and  hair,  and 
may  infiltrate  the  substance  of  the  lung  to  the  ex- 
tent that  differentiation  from  an  inflammatory  le- 
sion may  be  extremely  difficult. 

Tuberculous  disease  of  the  vertebrae  with  forma- 
tion of  abscess  may  simulate  a basal  pulmonary  le- 
sion but  careful  examination  of  the  spine  should 
lead  to  an  accurate  diagnosis. 

Aneurysm  of  the  thoracic  aorta  may  suggest  pri- 
mary pulmonary  disease  because  of  pressure  on  or 
erosion  of  a bronchus  with  associated  pulmonary 
symptoms  or  because  of  the  actual  tumor  which 
may  be  observed  on  roentgenoscopic  examination. 
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Pulmonary  congestion  is  observed  frequently  and 
may  simulate  carcinoma  of  the  bronchus  or  an  in- 
flammator}'  lesion.  Careful  study  of  the  circulatory 
system  should  be  made  in  all  cases  of  pulmonary- 
disease  to  avoid  such  an  error  in  diagnosis. 

Hernias  of  the  diaphragm  with  projections  of  por- 
tions of  abdominal  organs  into  the  thora.x  may  be 
confused  with  intrapulmonar}-  lesions,  but  a care- 
ful history’  and  roentgenoscopic  study  should  settle 
the  diagnosis  in  these  cases. 

Cardiospasm  yvith  marked  dilatation  of  the 
esophagus  and  associated  pulmonary  sy’mptoms  has 
been  diagnosed  erroneously  as  primary-  pulmonary- 
disease. 

Abscesses  beneath  the  diaphragm  may  rupture  into 
a bronchus  and  at  times  the  differentiation  of  an 
abscess  of  the  liver,  kidney,  or  diaphragmatic  space 
from  a primary-  pulmonary-  abscess  may  be  difficult. 

COXCLUSIOXS 

1.  The  differentiation  of  chronic  basal  pulmon- 
ary- lesions  presents  a difficult  diagnostic  problem. 


A careful  history-  followed  by  complete  physical 
examination,  appropriate  laboratory-  studies,  roent- 
genoscopy and  bronchoscopy  are  required  before  a 
lesion  in  this  location  can  be  diagnosed  accurately. 

2.  Tuberculosis  is  the  most  frequent  chronic  pul- 
monary- disease  and  should  always  be  considered  in 
diagnosis  regardless  of  the  location  and  ty-pe  of  le- 
sion in  the  lung. 

3.  In  every  case  of  pulmonary-  disease  associated 
yvith  expectoration  the  sputum  should  be  examined 
carefully  for  Bacilli  of  tuberculosis. 

4.  Distant  breath  sounds  yvithout  a correspond- 
ing impairment  of  the  percussion  note  are  the  most 
significant  signs  in  primary-  carcinoma  of  a bronchus. 

5.  Bronchoscopy  offers  a method  for  accurate 
diagnosis  of  many  types  of  pulmonary-  lesions  and 
permits  the  dilatation  of  non-malignant  bronchial 
strictures  with  satisfactory-  drainage  of  primary  pul- 
monary- abscesses. 
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SOME  POINTS  OF  INTEREST  IN  THE  TREATMENT  OF  FRACTURES  OF  LONG 
BONES  BY  THE  USE  OF  AN  IMPROVED  FRACTURE  REDUCING  FRAME.* 


Chas.  \V.  Putney,  M.  D., 
Staunton,  Va. 


According  to  a popular  medical  neyvs  yvriter,  ‘Tt 
is  estimated  that  betyveen  a million  and  a million 
and  a half  fractures  occur  in  the  United  States  each 
year.”  The  seriousness  and  result  of  these  accidents 
depend  to  a large  degree  on  the  first-aid  treatment 
receiy-ed.  The  yvrong  handling  of  the  patient  im- 
mediately after  the  injury-  may  add  to  his  original 
disability  and  perhaps  also  permanent  disability. 
“Splint  ’em  yvhere  they  lie,”  and  treat  the  patient  as 
an  injured  person,  but  permanent  fixation  should  be 
instituted  as  soon  as  the  patient’s  condition  yvill  per- 
mit. 

To  quote  Boehler:  “The  most  important  consid- 
eration in  the  treatment  of  a patient  yvith  a fracture 
is  to  save  his  life,  then  to  save  the  injured  extremity, 
and,  finally,  if  yve  hay-e  succeeded  so  far,  to  restore, 
in  the  shortest  time  possible,  the  full  capacity  of 
the  function  of  the  affected  limb.” 

The  modern  tendency  is  to  minimize  the  impor- 

*Read at  the  sixty-sey-enth  annual  meeting  of  the  Med- 
ical Society  of  Virginia  at  Staunton,  October  13-15,  1936. 


tance  of  physical  findings  in  the  diagnosis  of  frac- 
tures. \\'ith  a history  of  trauma  sufficient  to  pro- 
duce any  one  of  the  signs  or  sy-mptoms  of  a frac- 
ture, i.  e.,  deformity,  crepitus,  preternatural  mobility, 
loss  of  function,  pain,  syvelling,  or  dislocation,  the 
diagnosis  should  be  confirmed  or  disproy-ed  by  an 
immediate  satisfactory-  roentgenological  examination. 
Since  the  development  of  the  X-ray,  the  demands 
of  the  public,  industrial  commission,  and  the  courts, 
for  an  almost  perfect  anatomical  reduction  and  per- 
fect function  has  stimulated  surgeons  to  develop 
more  accurately  controlled  methods  of  immediate 
reduction  and  fixation.  This  has  placed  the  grad- 
ual reduction  methods  in  a past  era  of  fracture 
treatment.  This  desire  for  immediate  anatomical 
reduction  has  stimulated  many  surgeons  to  resort 
to  open  operation  even  in  simple  fractures,  before 
other  methods  are  tried,  in  certain  cases  ordinarily 
difficult  to  reduce.  Recent  action  of  the  Supreme 
Court,  hoyy-ever,  may  make  it  embarrassing  if  one 
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performs  an  open  operation  on  a simple  fracture 
without  first  having  tried  closed  reduction. 

In  treating  fractures  the  fragments  must  be  re- 
duced by  manipulation,  countertraction,  and  traction 
in  line  and  in  the  direction  in  which  the  central 
fragment  points,  and  kept  continuously  fixed  in  this 
position  until  firm  union  takes  place.  The  direc- 
tion of  the  central  fragment  is  determined  by  the 
muscle  pull  on  that  fragment.  The  pull  is  not 
counter-balanced  by  the  muscles  attached  to  the 
distal  fragment  as  in  a normal  limb.  The  joint 
below  the  distal  fragment  must  be  flexed  until  the 
muscular  pull  of  the  flexor  muscles  is  neutralized 
by  those  of  the  extensor  muscles  so  the  lower  frag- 
ment will  remain  in  a neutral  position,  in  line  with 
the  upper  fragment,  and  there  be  no  constriction  of 
blood  vessels  or  injury  to  the  nerves. 


especially  those  of  the  forearm.  I first  conceived 
the  idea  of  a fracture  frame  that  could  be  placed 
along  side  the  table  and  produce  alignment,  exten- 
sion, and  counterextension  by  two  uprights  with 
screw  attachments  producing  sufficient  pull  to  obtain 
anatomical  reduction  of  fractures  of  the  forearm 
and  hold  the  fragments  in  proper  position  and  align- 
ment while  both  hands  are  free  to  manipulate  the 
fragments  into  position.  They  can  then  be  observed 
under  the  fluoroscope.  A cast  is  applied  after  re- 
duction while  the  limb  is  suspended  between  the  two 
attachments,  and  the  frame  is  then  removed.  I next 
attempted  to  so  construct  the  frame  that  it  could  be 
used  equally  as  well  for  reduction  of  fractures  and 
dislocations  of  all  other  long  bones.  A figure  of  8 
bandage  must  be  used  well-padded  about  the  ex- 
tremity to  prevent  constriction  of  the  blood  supply 


Fig.  1. — Shows  the  main  telescopic  frame,  supported  by  its  own  detachable  legs,  together  with 
the  two  upright  screw  attachments  for  producing  extension  and  counter-extension  in  the 
treatment  of  fractures. 


It  is  not  my  purpose,  in  presenting  this  paper,  to 
discuss  all  of  the  methods  of  treatment  successfully 
used  in  the  treatment  of  fractures  of  long  bones,  but 
rather  to  stress  a few  fundamental  points  that  have 
proven  of  value  to  me  and  call  attention  to  certain 
methods  of  treatment  that  have  given  the  best  re- 
sults in  my  hands.  I wish,  also,  to  take  this  op- 
portunity to  present  to  you  a fracture  frame  which 
I developed  several  years  ago  and  which  has  proven 
of  considerable  value  in  reducing  many  of  the  more 
difficult  cases  of  fractures  and  dislocations  of  long 
bones. 

This  fracture  frame  was  developed  as  a result  of 
considerable  difficulty  experienced  in  getting  satis- 
factory reduction  in  certain  fractures  of  long  bones. 


until  the  cast  can  be  applied  and  the  bandages  and 
frame  removed;  or  a Kirschner  wire  with  the  horse- 
shoe attachment  may  be  used  instead  of  bandages 
and  the  wire  embedded  in  the  cast.  The  patient  is 
then  returned  to  bed  without  further  extension.  The 
Kirschner  wire  is  especially  valuable  in  reducing 
fractures  of  the  lower  end  of  the  femur  (and  the  os 
calcis). 

In  reducing  fractures  of  the  upper  end  of  the 
humerus  the  frame  is  placed  across  under  the  operat- 
ing table  at  right  angles  to  the  chest  with  a girdle 
around  the  chest  for  countertraction.  This  produces 
reduction  in  the  aeroplane  position,  which  is  the  cor- 
rect position  for  fixation. 

This  frame  rests  upon  its  own  legs  and  can  be 
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used  while  the  patient  reclines  on  a stretcher  or 
any  operating  table  of  average  height. 

For  fractures  of  the  lower  extremity  a pelvic- 
rest  attachment  is  provided  to  support  the  pelvis 
while  the  head  and  chest  rest  on  an  adjacent  stretcher 
or  table.  This  frame  can  be  used  on  either  leg  by 
changing  the  position  of  its  parts.  A girdle  or  band- 
age is  passed  around  the  thigh  and  hip  of  the  sound 
side  for  countertraction,  while  the  foot  of  the  injured 
limb  is  fastened  by  a figure  8 bandage,  or  a Kirsch- 
ner  wire  is  inserted  in  the  os  calcis  or  lower  end 
of  the  femur  for  traction.  The  position  of  this  at- 
tachment to  the  limb  depends  on  the  location  of  the 
fracture,  as  is  shown  in  the  drawings.  The  sound 
limb  re.sts  in  the  saddle  arranged  for  that  purpose. 

The  main  frame  is  telescopic  in  construction  and 
all  parts  are  adjustable  to  any  position  or  any  size 


1.  Those  which  produce  gradual  reduction  with- 
out anaesthesia. 

2.  Those  which  produce  immediate  reduction, 
usually  with  anaesthesia.  If  immediate  reduction 
can  be  accomplished  and  external  fixation  applied 
while  the  parts  are  anatomically  reduced,  it  is  to  be 
preferred,  both  for  the  comfort  and  expense  to  the 
patient.  This  paper,  therefore,  will  lay  emphasis 
on  immediate  simple  anatomical  reduction,  and  not 
attempt  to  discuss  the  methods  of  open  reduction 
or  gradual  reduction,  although  the  author  recognizes 
those  methods  to  be  preferred  in  certain  cases;  but 
in  all  cases  the  objective  is  accurate  anatomical  re- 
duction and  firm  fixation  to  insure  the  best  func- 
tional results,  and  permit  the  patient  to  return  to 
his  normal  activities  as  soon  as  possible.  Good  re- 
sults may  be  expected  in  transverse  fractures  if  con- 


Fiff.  2. — Shows  the  main  frame  placed  along  side  the  table  as  it  is  used  in  reducing 
fractures  of  the  forearm. 


patient,  and  is  easily  portable.  The  main  telescope 
tubing  and  leg-rest  for  the  sound  leg  is  made  of 
aluminum  so  the  e.xtremity  can  be  X-rayed  through 
the  frame,  and  the  tubing  is  angulated  so  the  ex- 
tension parts  will  remain  upright  in  proper  posi- 
tion. Alignment  and  efficient  traction  are  essen- 
tial for  the  successful  treatment  of  all  fractures  of 
long  bones  with  displacement.  Some  form  of  trac- 
tion apparatus  is  usually  necessary  for  this  purpose. 
I have  successfully  used  my  frame  in  treating  twen- 
ty-one cases  of  fractures  of  long  bones,  and  three 
dislocations. 

The  various  forms  of  apparatus  now  in  use  can 
be  classed  under  two  types: 


tact  of  one-third  to  one-half  is  secured  in  good  align- 
ment. Obliijue  fractures  should  have  length  and 
alignment  maintained  with  fragments  in  contact. 

There  are  four  cardinal  principles  to  be  observed 
in  the  treatment  of  simple  fractures: 

1.  Prevent  further  injury  by  proper  first-aid. 

2.  Anatomical  reduction  as  soon  as  condition 
of  patient  will  permit. 

3.  Adequate  fixation. 

4.  Rest  of  the  part  until  union  is  firm. 

I.  Reduction: 

1.  Extension,  counter-extension,  and  manipula- 
tion to  secure  anatomical  reduction  immediately,  un- 
der anaesthesia — local  or  general — and  check  the 
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position  by  fluoroscope  and  X-ray,  in  two  planes. 
It  must  be  borne  in  mind  that  while  local  anesthesia 
injected  between  the  fragments  reduces  pain,  it  does 
not  relax  the  muscle  contractions  as  does  general 
anaesthesia  for  immediate  reduction. 

2.  Sometimes  continuous  traction  is  necessary 
(Buck’s  extension  or  skeletal  traction  by  tongs,  pins, 
etc.)  Compound  tincture  benzoin  is  useful  in  pre- 
paring the  skin  for  adhesive  plaster  when  Buck’s 
extension  is  to  be  used. 

If  reduction  is  not  satisfactory,  as  shown  by 
X-ray,  it  should  be  corrected  during  the  first  week. 
After  ten  days  the  fragments  become  “set”  in  cal- 
cified granulations  and  correction  is  more  difficult 
without  open  operation. 


dividual  under  treatment,  though  sometimes  used 
to  an  advantage.  The  writer  has  obtained  better 
results  by  immediate  reduction  and  the  use  of  plas- 
ter of  Paris,  either  applied  as  a circular  cast  well 
padded  and  then  split,  to  allow  for  swelling,  or  ap- 
plied in  the  form  of  molded  splints  between  layers 
of  canton  flannel. 

Open  reduction  is  indicated  in  compound  frac- 
tures when  vessels  or  nerves  are  injured,  or  when 
the  opening  is  made  from  without,  and  in  a limited 
number  of  cases  in  which  proper  reduction  cannot 
be  secured  by  more  simple  means,  but  there  are  only 
a few  fractures  which  cannot  be  reduced  and  kept 
in  good  position  without  ojien  operation.  Numerous 
methods  of  internal  fixation,  such  as  bone  graft,  in- 


Fig.  3. — Shows  the  main  frame  placed  across  under  the  table  as  it  is  used  in  reducing  fractures  of  the 

upper  end  of  the  humerus. 


3.  X-ray  should  always  be  taken  in  two  planes 
(lateral  and  antero-posterior)  after  reduction,  to  de- 
termine position.  It  is  preferable  to  have  an  X-ray 
made  before  reduction,  and  fluoroscopic  examination 
during  reduction,  but  it  is  imperative  to  have  the 
parts  radiographed  in  two  planes  after  reduction. 
It  protects  the  surgeon  and  reassures  the  patient 
good  results. 

II.  Fixation: 

With  a few  exceptions  the  joint  above  and  below 
the  fracture  should  be  immobilized  with  the  frag- 
ments. Straight  board  splints  should  be  abandoned 
except  for  first-aid  treatment  as  they  cannot  be  made 
to  fit  the  normal  curves  of  the  extremities;  and  the 
manufactured  splint  is  rarely  made  to  fit  the  in- 


tramedullary bone  pin,  kangaroo  tendon,  wire,  steel 
plates,  and  cow  horn  have  been  used.  Of  these 
methods  absorbable  materials  are  to  be  preferred. 

III.  After  Care: 

Massage:  There  is  an  urge  in  this  country  for 
early  massage  and  passive  motion  of  joints,  but 
Boehler  has  shown  that  better  results  are  obtained 
by  longer  immobilization  than  is  generally  practiced 
and  has  no  fear  of  impaired  function  by  prolonged 
immobilization  of  a healthy  joint. 

Begin  heat  and  massage  ten  days  after  reduction 
if  the  fracture  is  near  or  involving  a joint,  espe- 
cially if  the  patient  has  a rheumatic  tendency,  but 
the  femur  should  not  be  disturbed  under  three  weeks, 
and  other  long  bones  under  ten  days. 
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Passive  movements  may  be  begun  after  the 
splints  are  removed.  In  Colies’  fracture  the  fingers 
are  moved  freely  from  the  time  of  reduction. 

Bdehler  warns  against  manipulation  of  a joint 
within  a few  days  after  a fracture  has  been  re- 
duced, and  considers  “massage  and  passive  move- 
ments in  all  recent  injuries  and  diseases  as  being 
most  harmful.”  He  obtains  better  results  by  hold- 
ing the  exactly  reduced  fractured  joint  in  good  po- 
sition until  union  takes  place,  allowing  the  use 
of  the  fractured  e.xtremity,  than  by  applying  mas- 
sage and  passive  movements  in  the  first  days  after 
the  fracture.  He  has  found  that  too  early  massage 
and  passive  movement  is  often  responsible  for 
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Paris,  and  bandage  applied  about  the  shoulders  and 
chest. 

Fracture  of  the  surgical  neck  (or  extracapsular 
fracture)  of  the  humerus  are  also  usually  caused  by 
direct  violence.  The  line  of  fracture  lies  below 
the  tuberosities  and  between  the  attachments  of  the 
short  rotators  (which  are  supraspinatus,  infra- 
spinatus, and  teres  minor  attached  to  the  tubero- 
sities) and  the  attachments  of  the  pectoralis  major, 
teres  major  and  latissimus  dorsi.  The  upper  frag- 
ment is  raised  in  external  rotation.  The  lower 
fragment  is  lifted  up  by  the  deltoid,  biceps,  and 
triceps  and  is  drawn  inward  by  the  pectoralis  major, 
teres  major,  and  latissimus  dorsi.  The  line  of  the 
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Fig.  4. — Shows  the  main  frame  together  with  the  pelvic-rest,  and  leg-rest  for  the  uninjured  leg,  attached 
to  the  main  frame,  as  it  is  used  in  reducing  fractures  of  the  lower  extremity. 


pseudo-arthrosis  and  bone  atrophy.  Of  course,  the 
age  and  constitution  of  the  patient  has  much  bear- 
ing on  the  healing  power  and  end-results.  Many 
of  his  cases  are  permitted  to  walk  within  a week 
after  reduction.  For  this  purpose  he  inserts  a 
Kirschner  wire  above  and  one  below  the  fracture 
and  applies  an  unpadded  cast  in  which  a walking 
iron  is  embedded. 

Specific  Fractures 

Fractures  of  the  Humerus — Intracapsular  frac- 
ture (fracture  of  the  anatomical  neck)  usually  re- 
sults from  direct  violence  and  good  results  are  or- 
dinarily obtained  by  supporting  the  arm  in  a sling, 
and  applying  a molded  shoulder  cap  of  plaster  of 


low'er  fragment  of  the  humerus  points  upward  and 
inward  to  the  axilla,  with  marked  shortening.  Re- 
duction is  best  obtained  under  anaesthesia  by  exten- 
sion and  counter-extension  in  abduction  at  right 
angles  to  the  body,  and  fixation  is  applied  in  the 
aeroplane  position.  Abduction  shoulder  spica  cast 
is  applied,  with  the  elbow  flexed,  after  reduction 
and  alignment  is  obtained.  Continuous  traction 
may  be  used  if  a reduction  apparatus  is  not  avail- 
able, but  this  necessitates  the  patient  remaining  in 
bed  quite  a long  time. 

Fractures  of  shaft  of  the  humerus  may  be  pro- 
duced by  direct,  indirect,  or  muscular  violence.  If 
the  fracture  is  below'  the  pectoral  insertion  and 
above  the  deltoid  insertion  the  upper  fragment  is 
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inward,  and  the  lower  fragment  is  upward  and 
outward. 

If  the  fracture  is  below  the  deltoid  insertion,  the 
upper  fragment  is  outward  and  the  lower  frag- 
ment is  upward  and  inward.  If  the  fracture  is  in 
the  lower  third,  the  lower  fragment  is  upward,  but 
may  be  in  front  of  or  behind  the  upper  fragment. 
Injur}-  to  the  musculospiral  nerve  must  be  avoided 
in  treating  fractures  of  the  shaft  of  the  humerus. 

Immediate  reduction  and  application  of  cast  is 
the  method  of  choice.  The  arm  is  placed  in  a 
sling  with  the  elbow  at  right  angles,  but  should  be 
more  acutely  flexed  as  the  fracture  approaches  the 
elbow.  The  cast  is  split  to  allow'  for  swelling. 


cation  is  easily  reduced  and  is  dressed  in  acute 
flexion. 

Fractures  of  the  shaft  of  the  ulna  are  produced 
by  direct  violence  and  often  associated  with  dis- 
location of  the  radius.  The  lower  fragment  is 
pulled  upward  and  tow'ard  the  radius  by  the  pro- 
nator quadratus,  and  the  upper  fragment  is  pulled 
forw-ard  by  the  brachialis  anticus. 

The  muscles  of  the  forearm  may  be  divided  into 
three  groups  (Davis) : 

1.  Those  which  flex  and  extend  the  fingers. 

2.  Those  which  flex  and  extend  the  wrist. 

3.  Those  which  pronate  and  supinate  the  radius 
and  hand. 


Fig.  5. — Shows  the  position  of  the  frame,  table,  and  patient  in  reducing  fractures  below  the  knee,  or  in 
the  middle  or  upper  third  of  the  femur,  or  neck  of  the  femur. 


Fractures  at  the  elbow,  of  course,  are  put  in  acute 
flexion,  and  passive  motion  must  be  started  within 
ten  days. 

Cases  with  fracture  of  the  humerus  may  be  ex- 
pected to  resume  work  in  two  or  three  months.  If 
the  joints  are  involved  it  may  take  much  longer. 
If  the  circumflex  or  musculospiral  nerve  is  injured 
one  or  two  years  may  lapse  before  w'ork  can  be 
done. 

Fractures  of  the  Ulna — Fracture  of  the  olecranon 
is  usually  produced  by  direct  injury  or  muscular  ac- 
tion. The  fragment  is  drawn  upward  and  back- 
ward by  the  triceps.  They  are  treated  in  the  ex- 
tended position  with  the  fragments  approximated. 
Open  operation  may  be  necessary. 

Fracture  of  the  coronoid  with  backward  dislo- 


Radius  is  pronated  by: 

(a)  M.  pronator  quadratus. 

(b)  M.  pronator  radii  teres. 

Radius  is  supinated  by: 

(a)  M.  supinator  brevis. 

(b)  M.  supinator  longus  (branchioradialis). 

(c)  M.  biceps. 

Muscle  action  plays  an  important  part  in  the  dis- 
placement of  fractures  of  the  radius  and  ulna. 

These  fragments,  if  dislocated,  must  be  anatomic- 
ally reduced  under  anaesthesia,  and  fixation  ap- 
plied. Traction  splints  may  be  used,  but  most 
authorities  prefer  open  operation.  A circular  cast 
is  applied  while  in  reduction,  and  split  on  one 
side  to  allow  for  swelling. 

If  a cast  is  used  and  alignment  is  not  good  but 
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the  fragments  are  on  end,  the  cast  can  be  cut  on 
one  side  at  the  point  of  fracture  and  straightened 
without  anaesthesia,  and  re-enforced  by  a few  turns 
of  plaster.  If  an  overlapping,  or  too  much  traction 
is  applied,  the  cast  is  cut  in  two,  around  the  cast  at 
the  fracture,  then  corrected  and  the  cast  re-enforced. 
If  one  desires,  a Kirschner  wire  may  be  passed 
through  the  bone  above  and  one  below  the  fracture 
to  prevent  slipping  of  the  fragments,  but  I have  not 
found  this  necessary  when  anatomical  reduction  is 
obtained,  except  in  oblique  fractures. 

Fracture  of  the  Radius:  Fracture  of  the  head  of 
radius  is  often  associated  with  a comminuted  frac- 
ture of  the  elbow,  and  may  require  excision. 

In  fractures  of  the  neck  of  the  radius  between 
the  head  and  the  bicipital  tuberosity,  the  lower  frag- 
ment is  pulled  upward  and  forward  by  the  biceps. 
Anaesthesia  is  required  for  reduction. 

In  fractures  of  the  shaft  of  the  radius  above  the 
insertion  of  the  pronator  radii  teres,  the  lower  frag- 
ment is  fully  pronated  by  both  pronators,  and  is 
drawn  inward.  The  upper  fragment  is  fully  supin- 
ated  and  pulled  forward  by  the  biceps  and  supinator 
brevis.  The  treatment  is  anatomical  reduction  and 
fixation  in  full  supination. 

Fractures  of  the  shaft  of  the  radius  below  the 
insertion  of  the  pronator  radii  teres  are  often  as- 
sociated with  dislocation  of  the  ulna  at  the  wrist. 
The  upper  fragment  of  the  radius  is  drawn  forward 
and  inward  by  the  biceps  and  pronator  radii  teres, 
in  a position  between  supination  (biceps)  and  pro- 
nation (pronator).  The  lower  fragment  is  pulled 
inward  by  the  pronator  quadratus.  These  should  be 
placed  in  anatomical  position  and  fixed  in  mid  su- 
pination-pronation for  three  or  four  weeks.  Kirsch- 
ner wires  may  be  used  to  a good  advantage  in 
these  cases.  If  good  position  is  not  obtained  im- 
mediately, open  operation  should  be  done  and  in- 
ternal fixation  accomplished  by  pegging,  wiring,  or 
plating  and  immobilized  by  external  fixation. 

Fractures  of  both  bones  of  the  forearm  may  re- 
sult from  either  direct  or  indirect  violence.  The 
broken  ends  tend  to  be  drawn  together  by  the  pro- 
nators and  supinators.  Anatomical  reduction  with 
anaesthesia  should  be  attempted  and  apply  fixation 
in  supination  or  mid  supination-pronation  for  four 
weeks.  Open  operation  may  be  necessary  but  the 
author  has  not  found  it  necessary  following  attempt 
at  reduction  with  his  fracture  frame.  Kirschner 
wires  are  valuable  to  maintain  length  in  these  cases. 


Work  may  be  resumed  in  three  to  six  months. 
Prognosis  is  good  in  fracture  of  one  bone  only,  if 
massage,  baking,  and  movements  have  been  prop- 
erly carried  out.  Prognosis  should  be  good  in  cases 
of  fracture  of  both  bones  provided  anatomical  reduc- 
tion is  obtained  and  fixation  continued  long  enough 
to  get  firm  union.  I recall  one  case  in  a child  in 
which  excellent  reduction  was  obtained,  but  the  re- 
maining half  of  the  cast  was  removed  too  soon  and 
the  flexor  muscles  produced  considerable  bowing 
which  caused  a bad  appearance  in  an  otherwise 
good  result. 

Fractures  of  the  lower  end  of  the  radius  (Colles’ 
fracture — backward  displacement;  Smith’s  fracture 
— forward  displacement;  chauffeur’s  fracture — 
spreading  or  impaction)  are  often  associated  i\dth 
fracture  of  styloid  process  of  the  ulna.  The  frag- 
ments are  displaced  in  several  directions  and  it  mat- 
ters not  how  slight  the  deformity,  the  best  results 
cannot  be  obtained  unless  sufficient  anaesthesia  is 
used  to  break  up  the  impaction  and  reduce  it,  so 
that  the  styloid  process  of  the  radius  is  at  a lower 
level  than  the  styloid  process  of  the  ulna  and  the 
articular  surface  of  the  radius  faces  forward.  This 
is  accomplished  by  placing  the  hand  in  extreme  pis- 
tol grip  position  (the  wrist  being  placed  in  e.xtreme 
flexion  and  sharply  rotated  to  the  ulna  side)  and 
fixed  in  this  position.  This  cannot  be  accomplished 
by  the  use  of  board  splints  or  molded  splints.  Manu- 
factured Colles’  splints  are  permissible,  but  best 
results  have  been  obtained  in  my  cases  by  the  ap- 
plication of  a circular  cast  down  to  the  metacarpo- 
phalangeal joint  while  an  assistant  holds  the  hand 
in  the  pistol  grip  position.  The  cast  is  then  split 
only  on  the  ulna  side.  The  radial  side  is  left  firm 
to  prevent  the  hand  from  cocking  up  in  “silver 
fork”  position.  After  one  week  the  cast  is  split  on 
the  other  side  and  the  top  half  removed  for  mas- 
sage and  motion,  and  then  replaced.  The  fingers 
are  moved  freely  from  the  first  day.  ^folded  splints 
do  not  prevent  the  hand  from  cocking  up — with  re- 
resulting “silver  fork”  deformity.  This  is  not  only 
my  experience  but  my  obsen’ation  at  excellent  post- 
graduate clinics  where  this  method  is  used.  Smith’s 
fractures  are  more  difficult  to  reduce  and,  according 
to  some  authors,  cannot  be  reduced  by  closed  meth- 
ods and  maintain  reduction,  but  that  has  not  been 
my  experience. 

Fractures  of  the  Femur;  In  all  complete  frac- 
tures of  the  hip  there  is  shortening.  The  leg  and 
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foot  is  rotated  outward  by  its  own  weight  and  the 
external  rotators. 

Fracture  of  the  neck  of  the  femur  (intracapsular) 
is  more  frequent  in  elderly  people,  especially  women, 
because  of  atrophy  of  the  bony  neck  and  more  hori- 
zontal position  of  the  neck  with  advancing  years. 
A slight  misstep  is  sufficient  to  cause  fracture  in 
these  elderly  patients.  Apply  splints  before  trans- 
porting to  a hospital ; do  not  manipulate,  but  X-ray. 
The  nutrient  blood  vessels  running  up  to  the  head 
along  the  neck  are  torn  and  this  delays  union. 

In  very  feeble  old  people  it  is  better  to  use  a 
back-rest  and  sand  bags  to  hold  the  leg  in  abduc- 
tion rather  than  to  attempt  more  expert  treatment  of 
the  hip,  as  the  patient  may  die  of  hypostatic  pneu- 
monia if  more  drastic  measures  are  attempted.  If 
the  fracture  is  impacted  the  impaction  should  not 
be  broken  up.  Good  results  may  be  expected. 


If  anatomical  reduction  cannot  be  obtained  by 
traction-abduction  in  an  otherwise  healthy  individ- 
ual, then  some  form  of  operative-fixation  should  be 
done.  (The  methods  are  too  numerous  to  be  dis- 
cussed here.) 

It  is  necessary  in  these  fractured  hij)  cases,  past 
middle  life,  to  turn  them  over  on  their  face  a least 
once  daily  to  prevent  pulmonary  congestion,  and 
hypostatic  pneumonia. 

Extracapsular  fractures  result  from  great  violence 
directly  applied  and  occur  more  often  in  young  men. 
The  line  of  fracture  is  chiefly  in  the  inter-trochan- 
teric line,  often  comminuted,  or  may  be  impacted. 
The  joint  is  always  involved  anteriorly,  though  ex- 
tracapsular posteriorly.  In  these  young  healthy  pa- 
tients, good  position  should  be  obtained  even  though 
it  is  necessary  to  disimpact  or  do  an  open  operation. 

Fractures  of  the  shaft  of  the  femur  may  be  caused 


Fig.  6. — Shows  the  position  of  the  patient,  table  and  frame,  used  with  the  Kirschner  wire  in  reduc- 
ing fractures  of  the  lower  third  of  the  femur. 


If  the  patient  has  sufficient  vitality,  a double 
plaster  spica  should  be  applied  under  anaesthesia. 
Traction,  abduction,  and  internal  rotation  are  essen- 
tial to  reduction.  Forcible  abduction  restores  the 
normal  angle  at  the  neck.  A reduced  fracture  of  the 
neck  of  the  femur  requires  four  to  six  months’  im- 
mobilization, and  in  early  weight  bearing,  the  hip 
should  be  protected  by  caliper  splints.  The  time  to 
begin  mobilization  and  weight  bearing  should  be 
governed  by  the  healing  progress  in  the  bone,  as 
shown  by  X-ray. 

Boehler  continues  fixation  of  fractures  of  the  neck 
of  the  femur  for  a period  of  six  months  and  does  not 
expect  bony  union  if  fixation  is  for  a shorter  period, 
but  often  applies  a walking  cast  after  two  or  three 
weeks  and  lets  them  up,  if  improving  satisfactorily. 


by  direct  or  indirect  violence  in  the  upper,  middle, 
or  lower  thirds.  The  lower  fragment  is  always 
drawn  up  by  the  muscles  of  the  thigh  and  everted 
by  the  weight  of  the  limb. 

1.  In  fractures  of  the  upper  third,  the  upper 
fragment  is  flexed  by  the  psoas  muscle;  and  the 
lower  fragment  is  pulled  inward  by  the  abductors. 

2.  In  fractures  of  the  middle  third,  there  is  a 
tendency  to  backward  sagging. 

3.  In  fractures  of  the  lower  third,  the  lower  frag- 
ment is  flexed  backward  at  the  knee  by  the  gas- 
trocnemius. The  upper  fragment  has  a tendency 
to  penetrate  the  knee  joint  or  the  quadriceps  muscle 
and  skin. 

Prognosis:  Results  may  be  expected  to  be  good 
if  the  replacement  is  anatomical.  If  there  is  rota- 
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tion,  angular  deformity,  or  over-lapping,  results  will 
be  doubtful,  and  it  is  usually  bad  if  it  involves  the 
knee  joint. 

In  treating  fractures  of  the  femur  the  leg  must 
be  restored  to  full  length,  and  in  order  to  do  this  it 
usually  has  to  be  over-extended  until  reduction  is 
obtained.  Internal  or  external  rotation  must  be 
prevented  and  alignment  and  length  secured.  Va- 
rious forms  of  extension  apparatus  and  skeletal  trac- 
tion have  been  used,  but,  due  to  uncertain  results, 
the  modern  tendency  is  toward  immediate  reduction 
by  some  mechanical  frame,  producing  extension  and 
counter-extension  under  anaesthesia  sufficient  to  ob- 
tain anatomical  reduction,  which  is  confirmed  by 
lluoroscope.  A Kirschner  wire  may  be  passed  through 
the  greater  trochanter  and  another  through  the  lower 
end  of  the  femur,  or  tibial  tuberosity  whereby  ex- 
tension and  counter-extension  is  made  and  these 
wires  embedded  in  a cast,  applied  after  the  frag- 
ments have  been  replaced  in  anatomical  position. 
After  the  cast  hardens  the  fracture  frame  may  then 
be  removed.  Care  must  always  be  taken  to  pre- 
serve the  mobility  of  the  knee.  If  the  unpadded  cast 
is  applied  and  the  walking  iron  inserted  the  patient 
is  permitted  to  walk  with  a cane  or  crutches  at  the 
end  of  a week,  if  otherwise  doing  well. 

Fractures  'Of  the  Tibia  and  Fibula:  Fractures 
of  the  tibia  and  fibula  usually  result  from  direct 
violence,  though  the  lower  end  of  the  fibula  is  fre- 
quently fractured  by  forced  displacement  of  the  foot. 
The  tuberosity  of  the  tibia  may  be  detached  by 
muscular  action  of  the  quadriceps. 

Spiral  fractures  are  produced  by  torsion.  The 
lower  fragment  is  drawn  up  and  rotated  outward. 
The  upper  fragment  often  pierces  the  skin. 
Anatomical  reduction  is  often  difficult,  but  can 
usually  be  obtained  by  controlled  extension  and 
counter-extension  under  anaesthesia.  Rotation  should 
be  restored  so  that  the  inner  margin  of  the  patella, 
inner  margin  of  the  great  toe,  and  inner  malleolus 
are  in  the  same  plane,  and  the  foot  at  right  angle 
to  the  leg;  or  a line  should  pass  through  the  anterior 
superior  spine  of  the  ilium,  mid-patella,  and 
through  the  axis  of  the  second  toe,  and  the  center 
of  heel.  This  is  the  weight  bearing  Hue. 

Reduction  may  be  secured  if  deemed  advisable  by 
passing  a Kirschner  wire  through  the  head  of  the 
tibia  and  one  through  the  lower  end  of  the  tibia, 
or  os  calcis,  and,  after  reduction,  embedded  in  an 


unpadded  cast  in  which  a walking  iron  is  inserted 
so  the  patient  may  w'alk  about  with  a cane. 

Fractures  of  both  bones  of  the  leg  showing  a dis- 
placement of  the  fragments  can  be  healed  only 
when  the  position  is  corrected  and  continuous  trac- 
tion maintained.  This  perhaps  is  best  accomplished 
by  the  use  of  the  Kirschner  wires  as  just  described. 

All  fractures  should  be  checked  by  both  antero- 
posterior and  lateral  roentgenograms  twenty-four 
hours  after  reduction  to  determine  if  the  fragments 
are  properly  replaced. 

This  same  principle  and  position  applies  to  frac- 
tures and  fracture-dislocations  about  the  ankle  and 
ankle  joints. 

Patients  with  simple  fracture  of  the  leg  properly 
reduced  should  return  to  work  within  three  months, 
though  if  both  bones  are  fractured,  or  Pott’s  frac- 
ture exists,  they  may  not  regain  full  function  before 
six  to  twelve  months  have  elapsed.  If  both  bones 
are  fractured  and  not  properly  reduced,  or  if  a Pott’s 
fracture  is  immobilized  too  long,  one  may  expect  a 
permanent  disability. 
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Discussion 

Dr.  Robert  V.  Funsten,  University  of  Virginia:  I wish 
to  express  my  appreciation  of  the  privilege  of  opening  the 
discussion  of  Dr.  Putne5’’s  paper.  He  has  brought  out  many 
interesting  points  in  the  treatment  of  fractures  of  the  long 
bones  and  introduced  a very  ingenious  piece  of  equipment 
in  his  fracture  reducing  frame.  He  has  also  given  food 
for  thought  in  his  specific  advices  as  to  the  treatment  of 
certain  difficult  fracture  problems. 

Although  fixed  traction  is  a very  important  and  neces- 
sary part  of  the  reduction  of  fractures,  I feel  that  the 
accompanying  manipulation  after  stretching  of  the  tissues 
should  be  emphasized.  Often  I have  dealt  with  fractures 
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where  reduction  could  not  be  accomplished  until  the  fixed 
traction  was  released  and  fragments  brought  almost  to 
right  angle  with  each  other.  This  is  true  of  most  Colles’ 
fractures  and  many  shaft  fractures. 

I was  particularly  impressed  with  Dr.  Putney’s  recom- 
mendation that  both  anterior-posterior  and  lateral  X-ray 
views  be  made  before  and  after  reduction.  This  has  been 
a more  or  less  general  custom  in  shaft  fractures,  but  has 
too  frequently  been  omitted  in  fractures  about  the  upper 
ends  of  the  femur  and  the  humerus.  Post-operative  plates 
should  be  taken  after  the  reduction  of  dislocations  as 
well  as  fractures,  even  though  it  seems  obvious  that  the 
reduction  has  been  accomplished. 

There  are  very  few  points  in  Dr.  Putney’s  paper  with 
which  I disagree. 

In  regard  to  fractures  about  the  elbow,  I have  never 
liked  acute  flexion  but  have  preferred  to  put  the  arm  in 
only  sufficient  flexion  to  maintain  reduction. 

In  fractures  about  the  shoulder  joint  I prefer  a weighed 
cast  over  the  elbow  with  very  early  motion  in  preference 
to  the  abduction  shoulder  cast  or  aeroplane  splint. 

The  authors  of  textbooks  on  fractures  must  be  more 


or  less  dogmatic  about  such  things  as  the  time  for  be- 
ginning motion  in  various  fractures  about  the  joints, 
but  I am  sure  that  Dr.  Putney  agrees  that  no  matter  how 
we  classify  them,  each  fracture  is  an  entirely  separate 
mechanical  problem  involving  many  variable  factors. 

I am  glad  that  Dr.  Putney  does  not  advocate  the  use 
of  well-leg  traction  in  fractures  of  the  neck  of  the  femur, 
since  the  method  seems  to  me  mechanically  unsound.  It 
is  very  satisfactory,  however,  in  intertrochanteric  frac- 
tures and  fractures  about  the  acetabulum  and  pelvis. 

The  treatment  of  fractures  of  the  olecranon  process  of 
the  ulna  with  the  elbow  in  the  extended  position  has 
never  seemed  satisfactory  to  me,  provided  that  there  is  a 
separation  of  the  fragments.  Open  reduction  and  suture 
of  the  fragments  with  strips  of  fascia  lata  allows  the 
early  institution  of  motion  and  prevents  the  very  tedious 
and  often  unsuccessful  job  of  restoring  flexion  after  con- 
tracture and  shortening  of  the  triceps  has  taken  place. 

I would  like  to  commend  Dr.  Putney  for  the  splendid 
way  in  which  he  has  described  the  effect  of  muscle  pull 
on  the  reduction  of  fractures. 


MULTIPLE  MYELOMA— A REPORT  OF  FIVE  CASES. 


H.AJtRY  Walker,  M.  D., 
and 

N.  Bloom,  M.  D., 

Department  of  Medicine,  Medical  College  of  A^irginia, 
Richmond,  Va. 


Since  1845  when  McIntyre^  first  described  the 
findings  in  a case  of  “mollites  ossium”  many  ob- 
servers have  reported  individual  studies  of  this  un- 
usual malady.  The  first  histologic  interpretation 
of  the  disease  was  published  by  Dalyrymple,^  in 
1848,  and  further  emphasized  by  Rustizky,^  in 
1873.  During  this  latent  period,  i.  e.,  1848  to  1873, 
only  a few  cases  were  published,  and  not  until 
Bozzolo,^  in  1897,  and  Kahler,^  in  1889,  was  in- 
terest again  awakened  in  the  myelomas.  The  most 
comprehensive  of  the  recent  reviews  was  that  of 
Geschickter  and  Copeland,®  in  1928. 

Multiple  myeloma  is  primarily  a malignant  bone 
marrow  tumor,  osteolytic  in  character,  in  which 
there  is  displacement  of  the  normal  bone  marrow. 
It  is  a highly  cellular  tumor,  the  structure  of  which 
is  sometimes  composed  of  plasma-like  cells,  again 
of  erythoblastic-like  cells,  or  of  highly  undifferen- 
tiated cells  which  is  the  usual  type  of  myeloma.  The 
latter  is  regarded  by  many  as  myelocytic  in  origin. 
The  disease  is  confined  usually  to  the  sites  of  the 


red  marrow.  It  rarely  metastasizes  to  other  organs, 
but  plugging  of  the  tubules  in  the  kidney  by  Bence- 
Jones  protein  is  a common  finding;  pathological 
fractures  are  frequent. 

The  etiology  of  multiple  myeloma  is  unknown. 
It  is  a disease  of  middle  and  later  life  and  very  few 
proved  cases  in  people  less  than  thirty-five  years 
of  age  have  been  reported.  In  fact,  about  80  per  cent 
of  all  cases  occur  between  the  ages  of  forty  years 
and  seventy  years.  In  other  words,  the  age  inci- 
dence of  this  disease  coincides  almost  exactly  with 
the  age  incidence  of  many  other  malignant  diseases. 
The  incidence  is  much  higher  in  men  than  women, 
the  proportion  being  roughly  two  to  one.  Family 
history  seems  to  be  an  unimportant  etiological  factor, 
and  evidence  to  show  that  trauma  plays  a part  is 
unconvincing.  Infections  have  been  suspected  as  a 
causative  agent  but  there  is  no  proof  of  any  rela- 
tionship. Fever,  which  sometimes  accompanies  this 
disease,  can  usually  be  explained  by  the  presence 
of  a concurrent  infection. 
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Clinically,  myeloma  cases  present  a varied  picture. 
They  are  often  diagnosed  as  neuritis,  lumbago, 
arthritis,  anemia,  chronic  nephritis,  and  spinal  cord 
tumors.  Yet,  when  we  recall  the  widespread  patho- 
logical changes  and  the  rarity  of  this  disease,  these 
errors  in  diagnosis  are  explained  and  are  to  be  ex- 
pected. In  practically  all  cases  pain  is  an  outstand- 
ing symptom.  The  pain  may  be  intermittent,  severe, 
wandering,  or  recurrent.  Pathological  fractures  are 
frequent,  and  thoracic  deformity  is  common. 
Chronic  bronchitis  and  emphysema  are  often  pres- 
ent. Due  to  the  fact  that  the  tumor  most  frequently 
attacks  the  vertebrae,  ribs,  and  skull,  neurological 
symptoms  and  signs  are  common.  The  mental  facul- 
ties, as  a rule,  remain  clear,  although  as  a terminal 
event  mental  confusion  and  coma  do  occur.  The 
renal  changes  are  variable.  Clinically,  the  patient 
may  present  a picture  of  chronic  nephritis  with 
urinary  changes  in  keeping  with  this  diagnosis. 
There  are  no  gastro-intestinal  symptoms  that  are 
peculiar  to  this  disease,  nausea,  vomiting,  and  col- 
icky pains  being  the  most  common  complaints. 

Therefore,  it  is  obvious  that  there  is  no  symptom 
complex  that  is  characteristic  of  myeloma.  Only 
by  the  presence  of  some  unusual  physical  phenom- 
enon is  the  correct  diagnosis  suspected,  this  usually 
being  confirmed  by  X-ray  and  pathologic  studies. 
Many  examinations  have  been  suggested  which  are 
considered  aids  in  diagnosis,  but  these,  like  the 
physical  signs  and  symptoms,  are  not  pathognomonic. 
The  presence  of  Bence-Jones  bodies  in  the  urine  was 
at  one  time  looked  upon  as  diagnostic.  These  bodies, 
however,  have  been  found  in  the  leukemias  both 
lymphatic  and  myelogenous,  chloroma,  metastatic 
tumors  of  the  bone,  senile  osteomalacia,  caries  of 
the  spine,  polyfibrocystic  bone  disease,  comminuted 
fractures,  tumors  of  the  jaw,  abscesses  of  a rib,  and 
recently  in  tuberculosis  of  the  bone.  While  the 
names  of  the  above  diseases  suggest  a marked  di- 
versity of  pathology,  yet  in  all  there  is  a common 
feature,  that  is,  all  involve  the  bone  or  bone  mar- 
row. Bence-Jones  bodies  are  precipitated  at  tem- 
peratures between  50  and  60  degrees  centigrade, 
and  at  temperatures  between  90  and  100  degrees 
centigrade  redissolving  to  reappear  on  cooling. 
They  can  be  precipitated  with  25  per  cent  nitric 
acid  and  will  redissolve  when  heated  to  90  to  100 
degrees  centigrade.  While  previously  stated  that 
these  bodies  are  found  in  diseases  other  than  my- 


eloma, it  is  also  true  that  they  cannot  be  demon- 
strated in  all  cases  of  this  disease.  They  may  be 
found  at  one  examination  and  be  absent  at  an- 
other.’^* ^ 

Since  multiple  myeloma  is  primarily  a bone  mar- 
row tumor,  one  would  expect  many  changes  in  the 
blood.  These  changes,  like  the  symptoms,  vary. 
The  tumors  by  displacing  hemopoietic  tissue  fre- 
quently cause  an  anemia,  simulating  the  primary 
type.  In  chronic,  long  drawn  out  cases  the  anemia 
may  be  secondar}'  in  character,  or  there  may  be 
blood  findings  peculiar  both  to  primary  and  sec- 
ondary types.  The  white  count  as  a rule  in  uncom- 
plicated cases  is  not  elevated.  In  addition  to  the 
changes  in  the  cellular  elements  of  the  blood,  chem- 
ical changes  also  occur.  One  of  the  most  important 
of  these  is  a change  in  the  serum  proteins  which 
are  often  elevated,  particularly  the  globulin  fraction. 
These  changes  are  said  to  be  more  likely  to  occur  in 
those  cases  in  which  no  Bence-Jones  bodies  can  be 
demonstrated  in  the  urine.  Because  of  extensive 
bone  destruction  increased  blood  calcium  is  a com- 
mon finding,  and,  as  one  would  expect,  there  is  a 
negative  calcium  balance.  In  this  respect  the  dis- 
ease is  similar  to  osteitis  fibrosa  cystica.  Further- 
more, a high  blood  phosphorous  is  occasionally 
found.  Increased  clotting  and  bleeding  time  and 
marked  rouleau  formation  are  said  to  be  frequent 
in  the  presence  of  hyperproteinemia. 

With  these  facts  in  mind,  it  is  obvious  that  the 
diagnosis  is  not  always  easy.  All  osteolytic  bone 
lesions  have  to  be  excluded.  IMetastatic  carcinoma 
and  metastatic  hypernephroma  particularly  have  to 
be  ruled  out.  Chloroma  and  bone  cysts  are  some- 
times confusing.  There  are  no  physical  or  labora- 
tory findings  that  can  be  absolutely  depended  upon 
to  make  a differential  diagnosis,  and  for  absolute 
proof  of  the  existence  of  this  disease  a biopsy  is  nec- 
essary. 

The  prognosis  is  uniformly  unfavorable.  X-ray 
therapy  brings  about  remissions  although  these  may 
occur  spontaneously,  but  no  proved  case  has  ever 
been  reported  as  cured.  The  average  duration  of 
life  is  about  three  years. 

The  present  report  deals  with  five  cases  of  mul- 
tiple myeloma. 

Case  I. — The  patient  was  a fifty-two-year-old 
white  male  who  entered  the  hospital  June  12,  1934, 
complaining  of  pain  and  soreness  involving  the  left 
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hip.  He  had  been  a perfectly  well  man  up  to' 
1924,  when  he  began  having  intermittent  attacks 
of  pain  about  the  different  joints  of  his  body  with 
a predilection  for  the  left  hip  joint.  At  times  he 
would  be  completely  relieved  of  symptoms.  In  1933 
the  left  hip  became  definitely  worse  with  swelling 
and  increase  in  pain.  The  pain  radiated  toward 
the  spine  and  occasionally  down  the  left  thigh.  Al- 
though the  pain  was  increasingly  more  severe,  the 
swelling  was  stationary.  The  patient  had  lost  fif- 
teen pounds  during  the  past  six  months.  Finally 
becoming  incapacitated  due  to  pain  caused  by  move- 
ment of  the  left  lower  extremity,  he  was  referred  to 
the  hospital. 

Physical  Examination:  This  revealed  a w'ell- 
nourished  white  male  lying  flat  in  bed.  The  pupils 
reacted  normally;  the  fundi  were  unremarkable.  A 
few  small  non-tender  raised  nodules  were  noted  in 
the  roof  of  the  mouth.  There  was  no  tenderness 
about  the  head  or  neck.  The  chest  was  symmetrical, 
e.xpansion  was  normal,  and  the  lungs  w’ere  nega- 
tive. The  heart  was  not  enlarged;  there  were  no 
murmurs;  and  the  blood  pressure  was  136/80.  The 
abdomen  was  held  rigidly  with  a moderate  amount 
of  tenderness  in  the  left  upper  quadrant.  The 
genitalia  were  normal.  There  was  induration  and 
swelling  about  the  left  hip  with  a tender  area  5 cm. 
in  diameter  at  the  level  of  the  left  iliac  crest  just 
to  the  left  of  the  spine.  The  reflexes  were  normal. 

Clinical  Course:  Roentgen-ray  examination  of 
the  left  hip  revealed  a large  area  of  bone  destruction 
involving  most  of  the  left  ilium,  the  left  sacro-iliac 
joint,  and  part  of  the  sacrum.  The  body  and  both 
rami  of  the  right  pubic  bone  also  revealed  bone  de- 
struction. None  of  the  other  bones  about  the  body 
revealed  any  change.  Urinalysis  was  negative  on 
several  occasions  for  Bence-Jones  protein.  Blood 
count  was  4,000,000  red  cells,  80  per  cent  hemo- 
globin, 9,000  white  cells  with  69  per  cent  PISIN 
and  31  per  cent  lymphs.  The  blood  Wassermann 
was  anticomplementan.’  on  two  occasions.  The  sedi- 
mentation rate  was  30  mm.  in  sixty  minutes.  Aspi- 
ration biopsy  revealed  small  masses  of  coagulated 
blood  with  a few  fragments  of  tissue.  These  were 
densely  cellular,  composed  of  small  cells,  relatively 
uniform  with  round  deeply  chromatic,  almost  homo- 
genous, nuclei  and  little  cytoplasm.  The  structure 
was  considered  compatible  with  plasma  cell  type 
myeloma. 


The  patient  was  given  several  X-ray  treatments 
but  soon  left  the  hospital. 

Case  II. — The  patient  was  a forty-five-year-old 
white  male  who  entered  the  hospital  .\ugust  18, 
1935,  complaining  of  pain  about  his  left  shoulder 
and  left  lumbar  area.  He  had  enjoyed  good  health 
until  the  Spring  of  1928  when  he  was  incapaci- 
tated with  an  attack  of  “renal  colic.”  Following  this 
he  had  frequently  experienced  intermittent  sharp 
shooting  pains  in  the  left  flank.  In  .A.pril,  1935, 
the  patient  began  complaining  of  pain  with  limita- 
tion of  motion  about  his  left  shoulder  joint  and  the 
following  month  the  pain  about  his  left  lumbar 
region  returned.  They  gradually  became  more  fre- 
quent and  painful,  finally  requiring  hospitalization. 

Physical  Examination:  Revealed  a poorly  de- 
veloped, fairly  well  nourished  white  male  lying  flat 
in  bed.  The  pupils  reacted  normally;  there  was 
slight  diminution  of  hearing  in  the  right  ear.  There 
was  no  cervical  lymph  adenopathy.  The  chest  was 
s}Tnmetrical  and  the  lungs  were  clear.  The  heart 
was  not  enlarged  and  no  murmurs  were  heard ; blood 
pressure  was  118/70.  The  liver  edge  was  palpable 
at  the  right  costal  margin.  Tenderness  was  noted 
over  the  crest  of  the  left  ilium  and  along  the  lower 
left  dorsal  vertebral  border.  The  genitals  were 
essentially  normal.  The  extremities  were  freely 
movable  and  non-tender.  The  deep  reflexes  were 
h}’peractive. 

Clinical  Course:  The  patient  continued  to  have 
excruciating  pain  about  the  left  back.  The  urine 
was  amber,  cloudy,  specific  gravity  1.020,  slight 
trace  of  albumen,  negative  sugar,  frequent  mucous 
threads,  rare  white  blood  cell  and  red  blood  cell, 
and  a slight  trace  of  Bence-Jones  protein.  Blood 
counts  revealed  3,550,000  red  cells,  70  per  cent 
hemoglobin,  16,100  white  cells,  with  80  per  cent 
PMN,  19  per  cent  lymphs,  and  1 per  cent  myelo- 
cytes; 3 plus  Wassermann.  Blood  chemistry:  NPN 
33,  calcium  14.  Roentgen-ray  studies  showed  a 
pathologic  compression  fracture  of  the  twelfth  dor- 
sal vertebral  body  with  bone  destructive  change  in 
the  anterior  position.  A left  lateral  view  of  the 
skull  revealed  numerous  well-circumscribed  oval 
areas  of  bone  destruction  in  the  parietal  and  occi- 
pital regions  typical  of  multiple  myeloma.  The 
other  bones  about  the  body  were  essentially  normal. 

A biopsy  was  not  permitted  and  the  patient  was 
discharged  to  his  home  unimproved. 
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Case  III. — The  patient  was  a thirty-eight-year- 
old  colored  female  who  entered  the  hospital  March 
25,  1935,  complaining  of  inability  to  move  the 
lower  extremities  and  an  encircling  pain  about  her 
upper  abdomen.  Several  years  ago  she  began  com- 
plaining of  aching  in  different  parts  of  her  body  and 
in  the  past  year  had  taken  nineteen  antiluetic  treat- 
ments which  included  eleven  of  neo-salvarsan  and 
eight  of  bismuth  in  oil.  Five  days  before  admission 
she  suddenly  noticed  a stinging  sensation  in  her 
left  lower  extremity  followed  by  numbness  and  in- 
ability to  move  the  left  leg.  The  right  leg  became 
involved.  The  patient  could  not  feel  stimuli  to  the 
lower  limbs.  At  the  lower  portion  of  her  chest 
there  developed  a contracting,  painful,  hyperesthetic 
area,  and  below  this  point  sensation  was  markedly 
diminished.  The  day  before  admission  she  be- 
came incontinent,  voiding  and  defecating  in  bed. 

Physical  Examination:  This  revealed  a well- 
developed  and  nourished  colored  female  flat  in  bed 
complaining  of  pain  about  her  lower  rib  margins 
and  inability  to  move  the  lower  extremities.  The 
head  and  neck  were  essentially  negative.  The  chest 
and  lungs  were  normal.  The  heart  was  not  enlarged, 
and  there  were  no  murmurs;  the  blood  pressure  was 
135/80.  The  abdomen  revealed  a distended  blad- 
der. A definite  zone  of  hyperesthesia  was  noted  19 
cm.  from  the  left  iliac  crest  and  18  cm.  from  the 
right  iliac  crest.  This-zone  encircled  the  lower  costal 
margin.  Below  it  there  was  almost  complete  anes- 
thesia. The  patient  was  unable  to  move  the  lower 
extremites  below  the  hips.  The  deep  reflexes  were 
hyperactive  in  the  upper  extremities.  The  abdom- 
inal reflexes  were  sluggish.  Deep  reflexes  in  the 
lower  extremities  were  markedly  diminished.  A 
bilateral  Babimski  was  elicited. 

Clinical  Course:  The  patient  had  a remittent 
fever  and  was  incontinent.  Lumbar  puncture  re- 
vealed an  initial  pressure  of  85  mm.  of  water.  After 
removal  of  3 c.c.  of  fluid,  pressure  on  the  jugular 
veins  did  not  cause  a rise  of  pressure.  Roentgen- 
ray  studies  revealed  a compression  fracture  of  the 
sixth  dorsal  vertebral  body  which  was  markedly  rare- 
fied. Rarefied  areas  of  bone  were  noted  in  the 
lower  right  and  left  ninth,  tenth,  and  eleventh  ribs. 
The  skull  revealed  many  well-circumscribed  areas 
of  bone  destruction  of  various  sizes  scattered  through- 
out the  vault.  The  other  bony  structures  were  con- 
sidered normal.  Urinalysis  was  essentially  nega- 


tive. The  Bence-Jones  protein  was  not  found.  The 
red  blood  count  was  4,250,000;  80  per  cent  hemo- 
globin; white  blood  count  was  15,600  with  63  per 
cent  PMN,  3 per  cent  PME  and  34  per  cent  lymphs. 
The  Wassermann  was  four  plus.  The  spinal  fluid 
revealed  eleven  lymphocytes,  a heavy  trace  of  globu- 
lin, and  a 4 plus  Wassermann.  The  bleeding  time 
was  two  minutes,  clotting  time  two  minutes,  ten  sec- 
onds. The  blood  chemistry  was;  sugar  106  mgms., 
NPN  29  mgm.,  total  protein  6.9,  albumen  4.2, 
globulin  2.7,  cholesterol  216,  calcium  11.5,  phos- 
phorus 4.7.  The  patient  was  very  uncomfortable 
and  an  attempt  was  made  to  relieve  the  compres- 
sion of  the  sixth  dorsal  vertebra  by  operation. 
Biopsy  from  operation  revealed  a diffuse  and  com- 
pact growth  of  cells  resembling  plasma  cells  with 
intracellular  stroma,  characteristic  of  plasma  cell 
myeloma. 

The  course  of  the  disease  was  progressively  down- 
ward. X-ray  treatment  was  inaugurated  but  the 
patient’s  family  decided  to  take  her  home.  By  com- 
munication it  was  determined  that  she  succumbed 
one  month  after  leaving  the  hospital. 

Case  IV. — The  patient  was  a sixty-year-old  col- 
ored male  who  entered  the  hospital  February  3, 
1936,  complaining  of  a fracture  of  his  right  arm. 
He  had  been  a fairly  healthy  man  up  to  several 
years  ago  when  at  infrequent  intervals  he  would 
have  severe  lancinating  pains  radiating  down  his 
arms  and  legs.  On  June  13,  1935,  the  patient  was 
brought  to  the  hospital  on  account  of  injury  to  his 
right  leg  in  a fall.  The  accident  appeared  trivial 
but  he  could  not  walk  afterwards.  Examination  at 
that  time  revealed  a pathological  fracture  of  the 
mid-portion  of  the  right  femur.  Unfortunately,  at 
this  time  the  patient’s  limb  was  placed  in  a cast 
and  he  was  allowed  to  return  home  undiagnosed. 
The  cast  remained  on  the  extremity  for  eleven 
months.  On  February  12,  1936,  the  patient’s  home 
was  destroyed  by  fire  and  in  attempting  to  save  his 
wife,  he  twisted  his  right  arm  and  entered  the  hos- 
pital the  following  day  on  account  of  inability  to 
use  his  arm. 

Physical  Examination:  A poorly  developed  and 
undernourished  elderly  colored  male,  lying  flat  in 
bed,  markedly  anemic.  The  pupils  reacted  nor- 
mally. The  optic  fundi  revealed  a moderate  arterio- 
sclerosis. The  mouth  was  foul  and  the  pharynx 
was  moderately  injected.  There  was  no  tenderness 
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about  the  head  or  neck.  The  chest  expanded  freely" 
and  the  lungs  were  clear.  The  heart  was  moderately 
enlarged;  the  blood  pressure  was  170/90;  and  there 
were  no  murmurs  or  arrhythmias.  The  abdomen 
was  soft  and  no  masses  were  palpable.  The  geni- 
talia revealed  a right  hydrocele.  The  prostate  was 
normal.  The  extremities  revealed  a fracture  of  the 
right  humerus  at  the  junction  of  the  upper  and  mid- 
dle thirds.  The  right  femur  was  markedly  deformed 
due  to  old  callous  formation  at  the  site  of  the  old 
fracture.  There  was  marked  peripheral  arterio- 
sclerosis. 

Clinical  Course:  Roentgen-ray  examination  re- 
vealed a pathological  fracture  of  the  right  humerus 
with  many  areas  of  rarefaction  about  the  fracture 
and  along  the  medullary  shaft  below.  The  skull 
and  pelvis  also  revealed  many  punched  out  areas. 
All  of  these  changes  were  considered  pathognomonic 
of  multiple  myeloma.  Urinalysis  revealed  specific 
gravity  1.006,  albumen  3 plus,  infrequent  casts; 
Bence-Jones  bodies  were  found  on  two  occasions. 
The  blood  count  was:  2,300,000  red  cells,  34  per 
cent  hemoglobin,  6,250  white  cells  with  67  per  cent 
Pi\IX  and  33  per  cent  h-mphs.  The  blood  ^^'asser- 
mann  was  negative.  Blood  chemistry:  sugar  107, 
non-protein  nitrogen  49,  phosphorous  4.1,  calcium 
10.4,  total  ftrotein  6.4,  albumen  4.9,  globulin  1.5. 
The  patient  gradually  became  weaker  and  began  to 
have  frequent  attacks  of  nausea  and  vomiting. 

Patient  died  in  terminal  uremia  and  broncho- 
pneumonia March  15,  1936;  no  autopsy  was  per- 
mitted. 

Case  V. — The  patient  was  a sixty-one-year-old 
white  female  who  entered  the  hospital  December  3, 
1935,  complaining  of  pain  between  the  shoulder 
blades,  numbness  of  the  legs,  and  constipation. 
She  had  been  well  up  to  three  years  ago  when  sud- 
denly she  began  having  attacks  of  pain  between  the 
shoulders  radiating  down  the  arms.  Six  weeks  be- 
fore admission  the  patient  noticed  numbness  of  the 
right  hand  and  both  legs,  gradually  losing  the  use 
of  her  lower  extremities.  She  became  bedridden 
and  also  complained  of  inability  to  void. 

Physical  Examination:  A well-nourished  elderly 
white  female  with  no  tenderness  about  the  head  or 
neck.  The  pupils  reacted  normally.  The  optic 
fundi  were  essentially  normal.  The  chest  and  lungs 
appeared  normal.  The  heart  was  not  enlarged; 
there  was  an  occasional  extrasystole;  and  the  blood 


pressure  was  130/60.  The  abdomen  was  mod- 
erately distended  but  no  masses  were  noted.  There 
was  weakness  of  the  right  upper  extremity  and  the 
lower  extremities  could  be  moved  very  little.  The 
deep  reflexes  were  preserved  in  the  arms  but  def- 
initely diminished  in  the  legs.  There  was  bilateral 
ankle  clonus  and  a positive  Babinski  on  the  right. 
There  was  diminishment  of  pain  sensation  from  the 
second  thoracic  vertebra  downward  and  loss  of  vibra- 
tory sense  in  both  feet. 

Clinical  Course:  A lumbar  puncture  revealed 
clear  spinal  fluid  under  100  mm.  of  water  pressure, 
gradually  rising  to  250  with  jugular  vein  compres- 
sion, and  falling  slowly  to  200,  evidencing  an  almost 
complete  subarachnoid  block.  Roentgen-ray  exami- 
nations demonstrated  compression  fractures  of  the 
fifth  cervical  and  ninth  and  tenth  dorsal  vertebrae. 
Urinalysis  was  essentially  negative;  Bence-Jones 
bodies  were  not  demonstrated.  The  blood  count 
was:  4,200,000  red  cells,  82  per  cent  hemoglobin, 
4,300  white  cells  with  80  per  cent  P^IX  and  20 
per  cent  lymphs.  The  blood  Wassermann  was  nega- 
tive. Blood  chemistry  revealed  sugar  128,  non- 
protein nitrogen  25.6,  cholesterol  180,  chlorides  480. 
The  spinal  fluid  contained  .98  gms.  of  protein  per 
liter  but  contained  no  cells.  The  patient  complained 
of  an  upper  respirator}’  infection  and  a continual 
pain  in  her  shoulders.  One  morning  she  suddenly 
became  breathless  and  cyanotic,  and  died  very  short- 
ly afterwards. 

Xecropsy  findings  revealed  a myeloma  of  the 
plasma  type  involving  the  fifth  cervical  and  ninth 
and  tenth  dorsal  vertebrae.  The  cause  of  death  was 
bilateral  pulmonary  embolism  arising  from  pelvic 
vein  thromboses. 

Conclusions 

1.  Five  cases  of  multiple  myeloma  are  reported 
and  the  protean  manifestations  of  this  disease  are 
stressed. 

2.  Spontaneous  fractures  should  always  suggest 
the  diagnosis  of  multiple  myeloma. 

3.  The  diagnosis  of  multiple  myeloma  can  only 
be  made  with  certainty  by  biopsy  and  X-ray. 
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THE  CONTROL  OF  SYPHILIS  IN  THE  STATES  OF  THE 
TENNESSEE  RIVER  VALLEY.* 

R.  A.  VONDERLEHR, 

Assistant  Surgeon  General,  United  States  Public  Health  Service, 
Washington,  D.  C. 


The  health  problems  of  the  Tennessee  Valley 
are  in  general  those  of  the  southern  portion  of  the 
United  States.  This  is  likewise  true  of  the  syphilis 
problem,  although  the  predominantly  white  popula- 
tion in  eastern  Tennessee,  western  North  Carolina, 
and  southwestern  Virginia  should  simplify  the  task 
of  syphilis  control.  Syphilis  presents  two  peculiar- 
ities with  regard  to  its  prevalence.  First  of  all,  it 
is  a disease  which  occurs  most  frequently  in  urban 
areas,  although  no  community  is  fortunate  enough 
to  be  entirely  free  of  it.  Secondly,  the  racial  factor 
is  an  important  one  in  the  prevalence  of  syphilis, 
a high  percentage  of  Negroes  in  the  population 
ordinarily  increasing  prevalence.  In  general,  there- 
fore, syphilis  should  occur  more  frequently  in  the 
lower  part  of  the  Tennessee  River  Valley,  where 
the  proportion  of  Negroes  in  the  population  is  in- 
creased, and  in  the  cities  which  are  located  along 
the  course  of  the  Tennessee  River. 

Prevalence  and  Incidence 
One-day  surveys  of  sources  of  treatment  have 
been  conducted  by  the  United  States  Public  Health 
Service  in  five  of  the  seven  states  through  which 
the  Tennessee  River  and  its  tributaries 

*Read  at  the  second  annual  meeting  of  the  Tennessee 
Valley  Medical  Association  and  Post-Graduate  Assembly, 
Knoxville,  Tenn.,  June  10,  1936. 
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These  surveys  were  conducted  in  two  counties,  one 
city  and  one  small  town  in  Kentucky,  in  Jefferson 
County  and  Birmingham,  Alabama,  in  thirty-four 
counties  in  Tennessee,  sixteen  counties  in  Missis- 
sippi, and  eighteen  counties  in  Virginia.  There  is 
some  difference  in  the  prevalence  rates  in  the  sev- 
eral communities.  The  rates  per  thousand  popu- 
lation are  shown  in  Table  1. 

Table  I. 

Prevalence  Rates  for  Syphilis  per  1,000  Population  in 
Certain  Areas  of  Alabama,  Kentucky,  Mississippi, 
Tennessee,  and  Virginia. 


T otal 

White  Colored 

Lexington,  Kentucky 

21.4 

14.8 

38.6 

Paducah,  Kentucky 

4.2 

3.8 

5.9 

Pike  County,  Kentucky 

2.3 

2.3 

3.0 

Scott  County,  Kentucky 

3.3 

2.9 

4.8 

Jefferson  County  (including  Bir- 

mingham),  Alabama 

7.6 

5.0 

11.7 

Tennessee  (34  counties) 

4.4 

3.1 

8.0 

Virginia  (18  counties)  . 

4.0 

3.0 

6.0 

Mississippi  (16  counties) 

4.0 

3.0 

4.7 

The  difference  in  the  prevalence 

rates  per 

thou- 

sand  population  on  the  basis  of  surveys  of  sources 
of  treatment  in  urban  and  rural  areas  emphasizes 
the  relative  importance  of  siphilis  in  the  cities  of 
the  South.  In  Birmingham,  Alabama,  including 
Jefferson  County,  the  total  rate  for  syphilis  was  7.6 
per  1,000  population,  and  for  Lexington,  Ken- 
tucky, the  total  rate  was  21.4.  On  the  other  hand, 
the  rate  in  predominantly  rural  areas  ranged  from 
2.3  in  Pike  County,  Kentucky,  to  4.4  per  1,000 
population  in  the  thirty-four  counties  of  Tennessee. 

These  rates  indicate  that  the  prevalence  of  syphi- 
lis in  the  states  of  the  Tennessee  Valley  is  common 
in  urban  districts  just  as  it  is  in  other  parts  of  the 
country.  A direct  relationship  appears  to  exist  be- 
tween the  prevalence  of  syphilis  in  a city  and  the 
liability  of  residents  in  surrounding  rural  districts 
to  exposure.  The  converse  relationship  is  also  true. 
Even  in  predominantly  rural  states  the  increased 
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prevalence  of  sj^philis  in  the  relatively  small  per- 
centage of  urban  population  makes  special  control 
measures  necessary  in  the  more  thickly  populated 
areas.  The  tendency  at  present  is  for  health  organ- 
izations in  the  territory  surrounding  cities  to  neglect 
the  syphilis  problem  and  to  refer  infected  individ- 
uals to  the  cities,  where  the  program  is  all  too 
frequently  poorly  organized  and  inadequate  treat- 
ment can  be  provided  only  for  residents  of  the  city. 
The  need  for  closer  coordination  of  syphilis  control 
work  in  such  areas  is  great  at  the  present  time. 

One  of  the  reasons  for  the  increased  prevalence 
of  s}’philis  in  the  Xegro  is  that  provision  is  not 
made  for  adequate  treatment  of  many  of  them.  The 
fact  that  large  numbers  never  seek  treatment,  or 
receive  inadequate  treatment  if  they  do,  makes  the 
one-day  survey  prevalence  rates  for  sjqjhilis  in 
this  race  relatively  incomplete.  A clearer  concep- 
tion of  the  prevalence  of  this  disease  may  be  gained 
by  a study  of  the  serologic  surv’eys  to  determine 
prevalence  which  were  performed  in  six  of  the 
states  of  the  South  some  years  ago.®  While  the 
areas  serologically  surveyed  were  in  six  of  the  seven 
states  included  in  the  Tennessee  Valley,  they  were 
limited  to  six  counties  which  were  not  within  this 
A’alley  and  are  therefore  only  comparable  in  a gen- 
eral way  to  counties  throughout  the  South  in  which 
the  Xegro  population  is  relatively  high.  The  rates 
based  upon  such  surveys  in  these  six  counties  were 
as  follows:  Alabama,  350  per  thousand  Xegro  pop- 
ulation; Georgia,  269;  Mississippi,  236;  Xorth 
Carolina,  118;  Tennessee,  259;  and  Virginia,  71 
per  thousand  X^egro  population.  Compare  these 
rates  with  those  obtained  by  one-day  surveys  of 
sources  of  treatment  as  shown  in  Table  1.  The 
average  rate  per  thousand  Xegro  population  for  the 
six  counties  was  195  compared  to  7 in  the  surveys 
of  the  sources  of  treatment.  It  will  be  noted  there- 
fore that  the  proportion  of  infected  Xegroes  under 
treatment  is  less  than  one  in  twenty-five.  The 
truth  of  this  statement  is  likewise  attested  by  the 
fact  than  in  one  of  the  counties  in  which  the  sero- 
logic surveys  were  conducted  only  from  three  to 
five  per  cent  of  the  Xegroes  with  syphilis  gave  a 
history  of  ever  having  received  modern  treatment 
for  their  infection. 

Control  Activities 

In  considering  the  number  of  health  departments 
and  similar  organizations  in  the  Tennessee  Valley, 

6.  Clark,  T.:  The  Control  of  Syphilis  in  Southern  Rural 
Areas.  Julius  Rosenwald  Fund,  Chicago,  1932. 


one  should  not  be  satisfied  with  present  conditions. 
In  many  districts  the  Tennessee  Valley  is  fortunate 
in  having  excellent  health  departments.  On  the 
other  hand,  some  of  the  counties  in  this  area  do  not 
as  yet  have  properly  organized  local  health  units. 
Under  the  leadership  of  the  Health  Commissioners 
in  the  several  State  health  departments  and  the 
Director  of  Health  of  the  Tennessee  Valley  Au- 
thority much  should  be  accomplished  in  the  near 
future  in  realizing  a more  complete  organization 
of  health  work  in  all  areas. 

The  services  which  should  be  provided  by  health 
departments  for  the  control  of  syphilis  in  this 
locality  differ  ver}’  little  from  the  provisions  which 
should  be  made  for  other  representative  portions 
of  the  country'.  These  provisions  should  include 
diagnostic  service  for  private  physicians,  hospitals 
and  clinics,  epidemiologic  investigations  of  all 
sources  of  infection  and  contacts,  provision  of  ade- 
quate treatment  facilities  in  both  urban  and  rural 
communities,  and  an  effective  educational  program. 

Early  diagnosis  is  the  first  of  the  fundamental 
principles  of  syphilis  control.  For  this  reason 
diagnostic  service  should  include  provision  of  the 
dark  field  method  in  all  early  cases  of  sj'philis  and 
of  tw'O  or  more  efficient  serologic  tests  for  routine 
use.  The  best  dark  field  method  for  the  detection 
of  Spirochaeta  pallida  is  the  direct  one  in  which 
the  patient  is  examined  by  the  attending  physician 
or  in  the  laboratory  of  the  clinic  to  which  he  goes 
for  treatment.  In  rural  areas  where  an  experienced 
technician  is  not  always  available  the  indirect  dark 
field  method  is  the  only  reliable  one.  In  the  health 
departments  of  one  or  two  of  the  states  in  the  Ten- 
nessee Valley  some  provision  has  already  been  made 
for  the  extension  of  the  indirect  dark  field  service 
to  physicians. 

The  recent  experience  of  the  Committee  on  Evalu- 
ation of  Serodiagnostic  Tests  for  Sj'philis  indicates 
the  need  for  periodic  clinical  and  serologic  com- 
parative examinations  of  the  performance  of  such 
tests  in  all  laboratories.  As  will  be  reported  in  the 
near  future,  representative  laboratories  throughout 
the  countrj'^  may  perform  serologic  tests  for  syphilis 
in  either  a most  efficient  or  in  an  inefficient  man- 
ner." Physicians  should  demand  that  laboratories, 
which  render  them  serodiagnostic  service,  be  cer- 
tain of  the  reliability  of  their  reports. 

7.  Parran,  T.,  and  others:  The  Efficiency  of  State  and 
Local  Laboratories  in  the  Performance  of  Serodiag- 
nostic Tests  for  Syphilis.  To  be  published. 
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The  provision  of  adequate  treatment  in  early 
syphilis  constitutes,  after  early  diagnosis,  the  sec- 
ond of  the  two  most  important  principles  of  control. 
The  effectiveness  of  treatment  in  early  syphilis  is 
clearly  demonstrated  in  the  studies  of  the  Cooper- 
ative Clinical  Group,  which  indicate  the  percent- 
age of  satisfactory  results  attained  when  adequate 
treatment  by  the  continuous-alternating  method  is 
begun  in  the  seronegative  or  seropositive  primary 
stage  or  in  the  early  secondary  stage.*  The  term 
“satisfactor}-  result”  as  used  in  these  studies  implies 
that  the  patient  has  been  followed  for  two  or  more 
years  and  that  during  one  probationary  year  he 
has  had  no  manifestations  of  syphilis,  his  blood 
has  been  consistently  negative,  he  has  had  a nega- 
tive physicial  examination,  and  in  almost  all  in- 
stances a negative  spinal  fluid  examination,  or 
without  a record  of  these  negative  findings  he  has 
had  a reinfection.  According  to  these  studies  the 
best  outcome  is  achieved  in  seronegative  primary 
cases,  when  86  per  cent  of  the  patients  attain  a 
result  practically  tantamount  to  cure.  Treatment 
has  the  same  effect  in  early  secondan--  sjqihilis. 
The  results  in  seropositive  primary  syphilis  are 
somewhat  less  favorable,  probably  because  the  ad- 
ministration of  continuous  treatment  during  this 
period  prevents  the  full  development  of  the  patient’s 
immunologic  response.  While  this  h>'pothesis  may 
be  true,  all  experts  in  the  clinical  management  and 
in  the  public  health  control  of  syphilis  are  agreed 
that  treatment  should  be  begun  in  the  seropositive 
primary  stage  despite  the  slightly  less  favorable 
outcome.  To  permit  the  patient  with  syphilis  in 
this  stage  to  develop  the  early  secondary  manifesta- 
tions would  allow  a potential  source  of  infection 
in  a highly  communicable  condition  to  remain  a 
hazard  to  the  public  health  for  many  weeks. 

The  statement  is  often  made  without  suffcient 
confirmatory  evidence  that  inadequate  treatment 
predisposes  to  the  development  of  central  nervous 
system  and  cardiovascular  involvement.  Recently 
a study  of  untreated  syphilis  in  the  male  Negro, 
based  upon  clinical  findings,  was  completed  in  a 
southern  rural  area.®  The  findings  have  made  a 
comparison  possible  with  infected  Negroes  who  re- 

8.  Stokes,  J.  H.,  and  others:  Cooperative  Clinical  Studies 

in  the  Treatment  of  Early  Syphilis.  Ven.  Dis.  Inform., 

Washington,  1932,  13:135,  165,  207,  253. 

9.  Vonderlehr,  R.  A.,  and  others:  Untreated  Syphilis  in 

the  Male  Negro:  A Comparative  Study  of  Treated 

and  Untreated  Syphilis.  J.  A.  M.  A.,  Chicago,  Sep- 
tember 12,  1936,  107:856. 


ceived  inadequate  treatment  during  the  first  two 
years  of  the  syphilitic  process.  Unfortunately  the 
observation  period  in  the  inadequately  treated  group 
is  limited  at  present  to  a maximum  of  nine  years. 
The  findings  in  both  the  untreated  and  inadequate- 
ly treated  Negroes  are  portrayed  in  Table  II. 


Table  II 

Comparison  of  Findings  Made  on  Examination  of  Un- 
treated Syphilitic  Male  Negroes  25  or  More  Years  of 
Age  with  a Similar  Treated  Group. 


T reatment 


Type  of 


Duration  of  Infection  in 
Years 


manijesiaiion 

T hree 

Six 

Nine 

Cardiovascular 

7.7 

12.0 

41.9 

None 

Neurosyphilis 

30.8 

36.0 

29.0 

Asymptomatic 

15.4 

20.0 

12.9 

Symptomatic 

15.4 

16.0 

16.1 

Total  Cases 

Number 

26 

25 

31 

Inadequately 

Cardiovascular 

1.2 

6.1 

6.9 

treated  dur- 

Neurosyphilis 

9.3 

18.4 

13.8 

ing  first  two 

Asymptomatic 

2.3 

6.1 

3.5 

years  of  in- 

Symptomatic 

7.0 

12.3 

10.3 

fection 

Total  Cases 

Number 

86 

49 

29 

It  will  be  noted  in  the  untreated  patients  that  the 
frequency  of  cardiovascular  involvement  and  neuro- 
syphilis is  from  two  to  seven  times  that  in  the  in- 
adequately treated  group  during  the  three,  six,  and 
nine-year  intervals  after  the  infection  was  acquired. 
A group  of  sixty-eight  Negro  males  adequately 
treated  during  the  first  two  years  of  the  disease  and 
observed  for  a period  of  fifteen  years  was  available 
for  further  comparison.  In  not  a single  adequately 
treated  patient  did  central  nervous  system  or  car- 
diovascular involvement  occur. 

Studies  of  the  Cooperative  Clinical  Group  also 
indicate  the  effectiveness  of  the  prevention  of  the 
transmission  of  syphilis  by  treatment  of  the  expect- 
ant mother.^®  Among  1,467  pregnant  women  who 
were  infected  with  syphilis  but  who  had  never  been 
treated  either  before  or  during  pregnancy  an  appar- 
ently healthy  child  was  bom  in  only  17  per  cent 
of  the  cases.  On  the  other  hand,  in  a group  of 
forty-three  syphilitic  pregnant  women,  who  were 
given  adequate  treatment,  apparently  normal  chil- 
dren were  born  in  91  per  cent  of  the  cases.  Ade- 
quate treatment  for  syphilis  in  pregnancy  is  defined 
as  consisting  of  at  least  ten  doses  each  of  one  of 
the  arsphenamines  and  one  of  the  heavy  metals, 
preferably  bismuth,  the  administration  of  which  is 


10.  Cole,  H.  N.,  and  others:  Cooperative  Clinical  Studies 
in  the  Treatment  of  Syphilis:  Syphilis  in  Pregnancy. 
Fen.  Dis.  Inform.,  Washington,  1934,  15:83. 
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started  before  the  fifth  month  and  continued  until 
the  end  of  term. 

The  possibility  for  the  prevention  of  the  pre- 
natal transmission  of  syphilis  through  treatment  of 
the  pregnant  woman  is  truly  remarkable.  Unfor- 
tunately, the  effectiveness  of  this  method  of  pre- 
venting syphilis  is  seriously  handicapped  by  the 
failure  of  the  expectant  mother  to  present  herself 
early  in  pregnancy  for  examination  and  the  insti- 
tution of  treatment,  if  necessary.  Mclvor^^  has 
recently  shown  in  the  Brunswick-Greensville  Health 
.\dministration  Studies  the  promptness  with  which 
pregnant  women  seek  maternal  care.  modified 
analysis  of  her  results  indicates  that  only  16.9  per 
cent  of  189  pregnant  women  in  rural  areas  visited 
a midwife  or  physician  or  otherwise  made  known 
her  pregnancy  before  the  end  of  the  fifth  month 
so  that  routine  measures  connected  with  maternal 
care  might  be  instituted,  including  the  prevention 
of  the  prenatal  transmission  of  syphilis. 

Table  III 

Distribution  of  Antepartum  Cases  Visited  by  the  Nurses 
According  to  the  Month  of  Pregnancy  When  the  Case 
Wast  First  Visited. 

(Modified  from  Brunswick-Greensville  Health 
Administration  studies.) 


1st  to  4th  months  | Sth  to  9th  months 

T otal 

Total 

Number  {Percent  Number 
32  r 16.9  1 157 

Percent 

83.1 

Number 

189 

Percent 

100.0 

The  Brunswick-Greensville  Health  Unit  in  Vir- 
ginia is  generally  considered  to  be  an  efficient  organ- 
ization. It  is  quite  obvious,  therefore,  that  if  siphilis 
in  pregnancy  is  to  be  prevented,  more  concerted  and 
more  aggressive  action  will  be  necessar}-  in  discover- 
ing expectant  mothers  early  in  pregnancy  and  in 
bringing  them  in  for  early  routine  maternal  care. 

From  an  administrative  standpoint  the  most 
efficient  organization  of  treatment  facilities  in  urban 
areas  is  the  polyclinic.  Subventionarj-  assistance 
should  be  extended  to  such  clinics  for  the  treatment 
of  persons  infected  with  syphilis  who  cannot  afford 
to  provide  such  treatment  for  themselves.  In  rural 
districts  adequate  treatment  facilities  may  be  de- 
veloped for  these  persons  by  reimbursing  properly 
qualified  local  physicians  for  the  service,  by  the 
administration  of  treatment  by  well  qualified  county 
health  officers  themselves,  or  by  furnishing  free 
transportation  for  infected  persons  to  the  nearest 
center  at  which  approved  treatment  may  be  obtained. 

11.  Mclvor,  P. : Maternity  Nursing  Service  of  a Bi-county 
Health  Department.  Pub.  Health  Rep.,  Washing- 
ton, 1935,  50:1293. 


In  rural  areas  with  a large  Negro  population  spe- 
cial treatment  centers  should  be  set  up  to  supple- 
ment the  more  conventional  provisions. 

The  epidemiologic  investigation  of  all  cases  of 
syphilis  is  a matter  of  paramount  importance.  Too 
frequently  in  the  past  have  health  officers  labori- 
ously established  routine  measures  for  discovering 
cases  through  serologic  surveys  and  given  no  atten- 
tion whatever  to  the  relative  communicability  of 
the  patient  before  establishing  treatment.  Practi- 
cally all  accumulated  evidence  indicates  that 
acquired  syphilis  is  a problem  of  greatest  signifi- 
cance during  the  first  two  years  of  the  disease.  In- 
deed, the  vast  majority  of  acquired  cases  of  s)’philis 
appear  to  have  become  infected  as  the  result  of  ex- 
posure to  a source  of  infection  with  syphilis  of 
less  than  one  year’s  duration.  The  only  other 
important  source  of  infection  appears  to  be  the 
pregnant  syphilitic  woman  for  her  unborn  child. 

In  the  more  progressive  health  departments  of 
the  country  comprehensive  epidemiologic  programs 
have  been  or  are  now  being  instituted.  These 
measures  offer  a short  cut  to  the  attainment  of  the 
ultimate  goal  of  the  control  of  syphilis.  The  work 
first  of  ^lunson^-  and  later  of  Brumfield  and 
Smith^*  has  demonstrated  this  point.  When  such 
procedures  are  not  followed,  only  the  original-  pa- 
tient and  no  sources  and  contacts  with  such  patient 
if  infected  are  brought  immediately  to  treatment. 
But  by  means  of  modern  epidemiologic  procedure 
practically  all  infected  patients  are  brought  in  when 
they  are  a source  of  greatest  danger  to  the  public. 
Syphilis  is  as  serious  and  disabling  as  other  less 
common  communicable  diseases  and  there  is  as 
much  reason  why  intelligent  epidemiologic  methods 
should  be  used  in  its  control  as  in  outbreaks  of 
typhoid  fever,  smallpox,  and  other  similar  diseases. 

Many  practicing  physicians  as  well  as  health 
officers  have  lacked  interest  in  the  syphilis  problem 
and  have  shown  little  or  no  initiative  in  supporting 
measures  for  its  control.  This  is  one  explanation 
for  the  failure  of  the  s}’philis  control  program.  It 
is  believed  that  intelligent  citizens  will  not  indefi- 
nitely permit  infected  individuals  to  be  given  inade- 
quate treatment  or  not  to  be  treated  at  all.  An 
effective  educational  program  will  teach  the  people 

12.  Munson,  W.  L.:  Practicability  of  Epidemiological 

Methods  in  the  Control  of  Syphilis.  Am.  J.  Pub. 

Health.  New  York,  1932,  22:134. 

13.  Brumfield,  W.  A.,  Smith,  D.  C.:  Transmission  Se- 

quence of  Syphilis.  Am.  J.  Pub.  Health,  New  York, 

24:576. 
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many  things.  It  is  even  conceivable  that  in  the 
future  the  backward  physician  will  awake  to  find 
himself  confronted  by  an  infected  person  who  de- 
mands not  only  treatment  but  adequate  treatment, 
including  a thorough  epidemiologic  investigation  of 
his  case.  The  increased  interest  of  all  educational 
and  informative  agencies  in  the  syphilis  problem 
during  recent  months  is  a significant  indication  that 
the  public  may  become  aroused.  Realizing  this, 
the  progressive  physician  will  support  the  syphilis 
control  program  of  the  health  department. 

The  Tennessee  Valley  Authority  as  a 
Health  Asset 

The  Tennessee  Valley  Authority  offers  through 
its  public  health  and  medical  section  a large  num- 
ber of  advantages  which  would  not  otherwise  be 
available  in  that  area.  In  circumscribed  areas  the 
Authority  makes  provision  for  the  prevention  of 
disease  and  the  care  of  injured  employees.  Through- 
out the  entire  valley  the  influence  of  the  Authority 
is  felt  by  health  departments  which  are  encour- 
aged toward  increased  endeavor  in  the  field  of 
public  health.  E.xperienced  health  officers  know 
well  the  beneficial  effect  of  such  a stimulating  or- 
ganization not  only  in  their  own  immediate  depart- 
ments but  in  all  local  units  under  their  jurisdiction. 
This  favorable  influence  applies  to  syphilis  as  it 
does  to  other  communicable  diseases. 

The  promotion  of  health  work  throughout  the 
South  requires  a considerably  larger  outlay  of  funds 
than  is  needed  in  many  other  parts  of  the  country. 
The  high  prevalence  of  diseases,  such  as  malaria 
and  hookworm,  which  are  more  or  less  indigenous 
to  this  area,  the  decreased  per  capita  income,  and 
the  sparsely  populated  condition  of  many  counties 


often  makes  an  effective  organization  of  health  ser- 
vice difficult.  The  Tennessee  Valley  Authority  has 
brought  such  beneficial  service  to  a number  of  rel- 
atively poor  and  sparsely  populated  areas.  It  is 
conceivable  that  it  may  extend  this  work  through 
indirect  assistance  to  many  other  parts  of  the  sev- 
eral states.  With  respect  to  the  control  of  syphilis, 
much  can  be  accomplished,  as  has  already  been 
mentioned,  through  the  proper  coordination  and 
extension  of  existing  facilities  for  the  diagnosis, 
treatment,  and  follow-up  of  patients.  The  Author- 
ity will  do  well,  with  the  assistance  of  State  de- 
partments of  health,  the  United  States  Public  Health 
Service,  and  voluntary  organizations,  to  continue 
to  use  its  abetting  influence  in  order  to  provide 
a considerable  increase  in  the  intensity  of  present- 
day  control  measures  directed  against  syphilis. 

In  conclusion,  the  basic  principles  of  syphilis 
control  in  the  Tennessee  Valley  may  be  enumerated 
as  follows: 

1.  A thorough  development  of  treatment  facili- 
ties, particularly  in  urban  areas  and  where  the  per- 
centage of  Negro  population  is  increased. 

2.  The  adoption  of  epidemiologic  principles  of 
control  in  every  patient  with  early  syphilis. 

3.  General  provision  by  the  health  department 
of  properly  performed  microscopic  and  serologic 
tests  to  assist  the  physician,  who  should  use  them 
routinely,  to  make  a diagnosis  of  early  syphilis 
at  the  earliest  possible  time. 

4.  A more  concerted  effort  to  provide  general 
maternal  care,  beginning  early  in  pregnancy,  in- 
cluding the  institution  of  adequate  antisyphilitic 
treatment  when  indicated  before  the  fifth  month  of 
gestation. 


THE  DYSTROPHIA  DYSTOCIA  SYNDROME.* 


Walter  McMann,  B.  S.,  M.  D., 
Danville,  Va. 


Perhaps,  more  than  in  any  other  province  in  the 
realm  of  medicine,  the  old  adage,  “To  be  forewarned 
is  to  be  forearmed”,  is  the  watchword  of  obstetrics. 
It  is  because  of  the  necessity  of  continual  suspicion 
and  the  need  of  prompt  interpretation  and  correc- 
tion of  untoward  events  that  prenatal  care  has  had 

•From  the  Obstetric  Service,  Lincoln  Hospital,  New 
York  City. 


such  a tremendous  impetus,  especially  in  this  coun- 
try. Prenatal  care  should  mean  more  than  the  relief 
of  subjective  and  objective  symptoms  during  the 
pregnancy;  it  should  prepare  the  accoucheur  and 
give  him  an  insight  as  to  the  type  of  labor  the  pa- 
tient is  to  expect.  The  endocrinologic  factor,  be- 
cause of  recent  research,  is  playing  more  of  a part 
in  the  complete  summation  of  the  possibilities  of  a 
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“normal”  successful  termination  of  the  pregnancy' 
and  a non-morbid  puerperium.  In  estimating  the 
morbidity  of  puerperae  it  is  not  enough  to  take  into 
consideration  temperature  and  pulse  but  we  must 
view  the  delivered  woman  in  relation  to  her  non- 
pregnant state.  It  should  be  the  aim  of  obstetrics 
to  restore  the  mothers  as  near  to  the  non-pregnant 
state  as  possible.  Often,  after  a long  protracted 
labor,  at  the  end  of  which  the  baby  may  have  been 
lost  and  the  mother  suffered  extensive  lacerations, 
the  accoucheur  will  wonder  just  what  was  the  factor 
causing  the  dystocia.  The  pelvis  had  been  checked 
as  “ample”*  and  the  patient  seemed  to  have  strong 
contractions.  Yet,  after  many  hours  with  very  lit- 
tle progress,  operative  intervention  has  been  neces- 
sary. 

To  a certain  class  of  patients,  presenting  definite 
characteristics  and  having  difficult  labors,  DeLee 
has  applied  the  term  “dystrophia  dystocia  s}ti- 
drome.”  These  women  have  signs  of  endocrinologic 
dysfunction,  most  likely  hypopituitarism.  Ver}'  lit- 
tle has  been  written  about  this  syndrome;  DeLee 
devotes  less  than  a quarter  of  a page  to  it  in  his 
textbook,  though  the  short  description  is  a model 
of  succinctness  in  description.  Cornell  made  a most 
excellent  review  of  the  subject  in  1931.  We  wish 
to  call  attention  to  the  dystrophia  dystocia  s}ti- 
drome,  believing  that  by  proper  evaluation  of  the 
s}Tnptoms  and  signs  presented  by  the  patient  some 
needless  suffering  and  puerperal  pathology  may  be 
avoided. 

The  majority  of  the  women  having  this  syn- 
drome are  in  the  elderly  primipara  class.  Quite 
frequently  they  become  pregnant  only  one  time  and 
usually  the  pregnancy  is  after  having  been  married 
for  some  time.  The  past  history,  as  a rule,  is  one 
of  irregular  menstruation  accompanied  by  dys- 
menorrhea. 

In  contrast  to  the  phlegmatic  appearance  and 
lethargy  that  seems  manifest,  the  patient  has  a very 
hypersensitive  nature.  At  the  very  onset  of  preg- 
nancy she  becomes  a problem  because  she  is  beset 
by  all  the  petty  annoyances  that  worry  the  obste- 
trician to  distraction,  because  nothing  seems  to  be 

*The  widespread  use  of  the  word  “ample”  in  referring 
to  pelves  classed  as  normal  is  to  be  deprecated.  A nor- 
mal plevis  can  sometimes  be  far  from  ample.  The  term 
should  be  used  only  when  vaginal  examination  is  made 
while  the  patient  is  in  labor  and  when  the  size  of  the 
pelvis  is  estimated  to  be  large  enough  to  accommodate 
the  fetus  to  be  delivered.  In  this  article  that  is  the  mean- 
ing of  the  term. 


able  to  wholly  correct  them.  Vomiting  in  the  early 
months  is  aggravated  and  later  on  the  patient  seems 
more  prone  to  develop  toxemia  of  pregnancy  than 
the  average  pregnant  female. 

\\’hen  examining  the  woman  having  this  syndrome 
one  is  impressed  by  the  apron  of  fat  hanging  down- 
ward from  the  lower  abdomen.  Of  course  it  is  more 
pronounced  in  some  cases  than  in  others,  but  it  is 
quite  easy  to  differentiate  the  simple  obese  woman 
from  the  one  presenting  the  syndrome.  There  are 
pads  of  fat  distributed  over  the  body,  particularly 
the  hips  and  thighs.  The  patient  is  often  shorter 
than  the  average  female,  with  a squatty  appearance. 
The  arms  are  usually  longer  than  the  legs.  There 
is  a tendency  to  male  distribution  of  hair,  which  is 
thicker  than  the  average.  The  hands  are  spade-like 
and  the  bones  are  thickened.  The  skin  is  rather 
coarse  to  the  touch.  Although  the  external  genitals 
seem  normal,  the  vagina,  as  a rule,  is  found  to  be 
hypoplastic  and  inelastic. 

From  the  pelvic  measurements  and  vaginal  ex- 
ploration one  would  judge  the  pelvis  to  be  “ample.” 
The  bones,  however,  are  thick;  the  symphysis  is  deep, 
and  in  many  cases  there  is  slight  narrowing  of  the 
pubic  arch.  One  of  the  distinguishing  features  of 
the  measurements  is  the  wide  intertrochanteric  diam- 
eter. Using  the  classification  of  pelves  proposed  by 
Caldwell  and  Maloy,  we  would  say  that  those  women 
with  the  dystrophia  dystocia  syndrome  have  an  an- 
thropoid pelvis  with  some  android  characteristics  su- 
p>erimposed.  We  have  not  made  a study  of  the  pelvic 
inclination  which  has  been  emphasized  by  Jacoby, 
nor  have  X-ray  studies  been  made. 

■The  whole  make-up  of  the  patient  suggests  a more 
or  less  endocrinologic  dystrophy  which  is  probably 
because  of  pituitary  dysfunction-hypopituitarism. 

Invariably  the  fetus  is  in  the  posterior  position 
with  a floating  or  ver}'  high  head,  and  just  as  in- 
v'ariably  the  length  of  gestation  is  prolonged,  which 
adds  to  the  difficulties.  Most  of  the  babies  are  large, 
but,  judging  from  the  pelvis  alone,  spontaneous  nor- 
mal delivery  would  be  expected. 

As  soon  as  labor  begins,  or  certainly  in  the  early 
part  of  the  first  stage,  it  is  recognized  that  something 
is  wrong.  The  laboring  woman  will  have  strong  har- 
rowing pains,  causing  her  much  discomfort,  but  the 
contractions  will  be  weak  and  ineffectual.  Ox)iocics, 
if  given,  will  increase  those  pains  but  \vill  have  very 
little  effect  on  the  force  or  strength  of  them.  Prob- 
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ably  because  of  the  posterior  position,  the  mem- 
branes rupture  early.  One  of  the  main  character- 
istics of  the  labor  is  the  exceedingly  slow  dilatation 
of  the  cervdx;  often  after  24  hours  of  labor  we  will 
find  it  to  have  dilated  only  a finger’s  breadth  or  so. 
The  cervix  feels  resistant-rubbery.  Manual  dila- 
tation or  operative  procedures  through  the  incom- 
pletely dilated  non-yielding  cervix  leave  horrible 
stringy  lacerations  of  the  cervix.  The  cervix  may  be 
incompletely  dilated  after  two,  three  or  four  days  of 
agonizing  pain  (one  is  afraid  to  give  these  women 
much  analgesia  as  it  tends  to  stop  labor).  And, 
even  if  the  cervix  is  completely  dilated,  interference 
from  below,  because  of  the  relatively  small  vagina 
and  inelasticity  of  the  perineal  floor,  will  often  cause 
extensive  perineal  and  vaginal  lacerations. 

From  the  long  agonizing  labor  the  parturient  is 
exhausted.  There  is  a possibility  of  post-partum 
hemorrhage  from  the  atonic  uterus.  Because  of  the 
long  period  in  which  the  membranes  are  ruptured, 
the  patient  is  liable  to  be  infected  or  potentially  so. 

The  labor  pictured  above  is  not  a pretty  one. 
When  it  is  over  the  accoucheur  will  wonder  why  the 
difficulties  were  not  foreseen. 

What  brought  the  difficulties  and  dangers  of  the 
dystrophia  dystocia  syndrome  forcibly  to  our  atten- 
tion was  having  three  such  patients  in  labor  at  the 
same  time. 

Case  Reports 

1.  — B.  H.,  age  twenty-eight,  height  sixty-five 
inches,  weight  179  pounds;  primipara;  menses  always 
irregular.  During  the  prenatal  care  was  complain- 
ing all  the  time.  On  admission  to  hospital  vaginal 
examination  showed  pelvis  to  be  “ample”  for  the 
large  fetus.  After  thirty-five  hours  of  labor  head 
unengaged  and  cervix  two  fingers  dilated.  Caesarean 
section  (low  flap;  transverse  incision  in  lower  uterine 
segment).  Baby  weighed  nine  pounds.  Normal  re- 
covery for  mother  and  child. 

2.  — S.  K.,  age  twenty-nine,  height  sixty-three 
inches,  obese;  primipara;  menses  always  irregular. 
At  vaginal  examination  on  admission  pelvis  esti- 
mated as  “ample.”  After  twelve  hours  of  active  labor 
head  unengaged,  cervix  two  fingers  dilated;  it  had  a 
distinct  rubbery  feel.  Caesarean  section  (low  flap; 
transverse  incision  in  lower  uterine  segment).  Baby 
weighed  nine  pounds.  Normal  recovery  for  mother 
and  child. 

3.  — S.  L.,  age  twenty-three,  height  sixty-two 


inches,  weight  202  pounds.  Pelvis  examined  on 
admission  and  estimated  as  “ample.”  During  labor 
the  membranes  were  ruptured  artificially,  hoping 
to  facilitate  the  progress.  After  seventy-two  hours 
of  labor  the  cervix  was  incompletely  dilated  and 
the  head  remained  high.  A high  forceps  operation 
was  done.  Even  after  the  wide  episiotomy  which  was 
done  there  were  deep  vaginal  lacerations.  Happily 
we  secured  a live  baby,  but  the  recovery  of  the 
mother  was  very  slow. 

All  three  of  these  cases  presented  the  same  char- 
acteristics outlined  above.  All  the  pelves  were 
checked  as  being  “ample”  for  delivery  of  the  baby, 
which  was  estimated  as  being  large  in  all  cases.  If 
these  women  had  not  been  sufferers  of  the  dystrophia 
dystocia  syndrome  we  feel  that  they  would  have  had 
a spontaneous  normal  termination  of  their  labor. 
Previous  to  these  three  cases  we  had  others  which, 
in  restrospect,  we  believed  belonged  to  this  class. 
Not  having  recognized  them  as  such,  they  were  al- 
lowed to  have  long  labors  and  the  reason  for  the 
long  duration  and  non-dilatation  of  the  cervix  was 
not  clear  to  us.  In  two  instances  we  feel  sure  that 
fetal  fatality  and  maternal  morbidity  were  due  to  not 
recognizing  the  syndrome.  Since  the  three  cases  re- 
ported we  perform  Caesarean  section  on  patients  hav- 
ing the  dystrophia  dystocia  syndrome  if  there  has 
been  no  progress  after  a short  trial  labor. 

As  a factor  in  the  causation  of  dystocia  the  cervix 
must  always  be  considered.  A non-dilating,  non- 
yielding cervix  can  prevent  the  progress  of  labor  as 
surely  as  a bony  obstruction.  In  the  case  having  the 
dystrophia  dystocia  syndrome  the  cervix  is  tough 
and  inelastic.  When  felt  between  the  fingers  it  has 
a distinct  rubbery  consistency. 

New  so-called  indications  for  Caesarean  section 
are  being  advanced  every  day  and  it  is  not  seldom 
that  poor  obstetrics  and  faulty  art  are  hidden  be- 
hind the  abdominal  route  of  delivery.  The  dys- 
trophia dystocia  syndrome,  it  seems  to  us,  presents 
a legitimate  indication  for  section.  However,  a prop- 
er evaluation  of  each  case  must  be  made  and  the 
accoucheur  must  decide  early  as  to  how  long  a trial 
labor  shall  be  allowed. 

The  dystrophia  dystocia  syndrome  is  fairly  easy 
to  recognize,  certainly  after  labor  has  started.  iSIost 
of  those  women  belong  to  the  one  or  two  pregnancy 
class  because  of  the  endocrine  dysfunction;  there- 
fore, it  behooves  us  to  take  more  than  usual  precau- 
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tions  and  to  be  more  wary  for  the  baby’s  sake.  Pre- 
natal examination  should  give  the  accoucheur  an  in- 
sight into  the  type  of  labor  his  patient  will  have.  If 
the  syndrome  which  we  have  attempted  to  describe  is 
present,  he  should  lie  ready  to  perform  Caesarean 
section.  If  the  patient  is  delivered  from  below,  ex- 
tensive and  crippling  lacerations  of  the  cervix, 
vagina  and  perineum  are  often  unav'oidable.  It  is 
our  opinion  that  upon  diagnosing  the  dystrophia 


dystocia  syndrome,  if  the  labor  does  not  progress  sat- 
isfactorily, Caesarean  section  is  the  conservative  way 
of  terminating  the  labor. 

Summary 

1.  The  dystrophia  dystocia  syndrome  is  de- 
scribed. 

2.  Caesarean  section  is  advised  after  proper 
evaluation  of  the  patient. 

Masonic  Temple. 


FEVER  THERAPY  IN  THE  TREATMENT  OF  CERTAIN 
INFLAMMATORY  EYE  DISEASES. 


G.  H.  F.aget,  M.  D., 

Surgeon,  U.  S.  Marine  Hospital, 
Norfolk,  Va. 


Many  ophthalmologists  recommend  the  employ- 
ment of  foreign  protein  in  the  treatment  of  iritis, 
uveitis,  keratitis,  conjunctivitis  and  corneal  ulcers. 
Boiled  milk  and  tjphoid  vaccines  have  been  ex- 
tensively used  in  these  conditions  with  some  good 
effect.  IMay^  believes  that  boiled  milk,  typhoid 
vaccine  and  diphtheria  antitoxin  frequently  act  fa- 
vorably in  uveitis  and  virulent  forms  of  corneal 
ulcer.  According  to  Miller,^  Scarlett*  and  others, 
protein  therapy  seems  to  be  especially  successful 
in  acute  iritis.  Probably  the  favorable  results 
obtained  with  these  non-specific  proteins  depend 
to  some  extent  upon  the  production  of  fever.  It 
is  for  this  reason  that  artificial  pyretotherapy  has 
been  tried,  with  success,  in  comeal  ulcer  and  acute 
iritis  by  Vhitney^  and  others. 

In  August,  1934,  a Kettering  hypertherm  cabinet 
was  installed  at  the  U.  S.  IMarine  Hospital,  Nor- 
folk, for  experimental  purposes.  Since  then  it  has 
been  in  daily  use  in  the  treatment  of  gonorrhea 
and  its  complications,  syphilis,  especially  cerebro- 
spinal syphilis,  arthritis,  asthma  and  other  condi- 
tions. .\mong  the  latter  are  the  cases  discussed 
in  this  article. 

The  Kettering  hypertherm  has  been  found  lo 
be  a very  efficient  machine  for  the  administration 
of  controlled  artificial  fever.  This  apj^aratus  con- 
sists of  an  air-conditioned  cabinet  in  which  the 
patient  lies  with  only  his  head  protruding  on  the 
outside.  The  body  is  in  contact  with  the  super- 
heated humidified  air  of  the  cabinet,  which  is  kept 
in  constant  motion  by  a set  of  fans.  The  body 


temperature  quickly  rises  to  the  desired  point.  The 
three  controlled  factors,  heat,  humidity  and  air 
motion,  add  a certain  degree  of  comfort  and  safety 
for  the  patient  not  present  in  other  fever  therapy 
machines. 

A body  temperature  of  105°,  106°  or  107°  F. 
can  be  easily  attained  within  an  hour  and  main- 
tained at  a constant  level  for  a prolonged  period 
by  the  Kettering  hypertherm. 

On  April  23,  1935,  some  time  before  reading 
the  publication  of  Dr.  Whitney’s  work,  we  treated 
our  first  case  of  iritis  with  fever  therapy  with  very 
gratifying  results.  This  patient.  Case  1,  was  not 
doing  well  under  vigorous  treatment  and  hyper- 
pyrexia was  suggested  as  a sort  of  last  resort.  Since 
then  such  patients  are  usually  referred  to  the  Fever 
Therapy  Department  whenever  they  are  not  pro- 
gressing satisfactorily  under  the  usual  form  of 
treatment.  In  this  way  seven  cases  have  thus  far 
been  given  this  treatment  and  they  form  the  basis 
of  this  report. 

Case  1.  M.  Z.,  a seaman,  white,  age  37,  was 
admitted  to  the  hospital  on  February  2,  1935. 
Diagnosis  was  iritis,  bilateral,  with  ulcer  forma- 
tion and  tonsillitis,  chronic. 

History:  He  stated  that  while  chipping  paint 
on  a ship  a piece  flew  into  his  left  eye.  The  next 
morning  there  was  considerable  swelling.  He  was 
treated  by  a doctor  for  several  days  and  then  had 
to  go  to  sea.  The  eye  has  gotten  progressively 
worse  since  then. 

Examination:  The  left  eye  is  markedly  in- 
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flamed.  There  is  marked  deep  injection  and  the 
iris  is  discolored.  There  is  some  e.xudation  and 
an  ulcer  of  the  cornea  is  present. 

Course:  The  eye  was  treated  with  atropine, 
hot  boric  acid  compresses  and  argyrol.  Internally 
he  was  given  large  doses  of  sodium  salicylate. 
Since  very  little  improvement  was  noted,  after  the 
middle  of  February,  potassium  iodide  and  injec- 
tions of  mercury  were  substituted.  By  March  2 
very  little  improvement  had  occurred.  Milk  in- 
jections were  instituted.  By  IVIarch  22  the  left 
eye  was  beginning  to  improve  but  the  right  eye 
became  involved  with  a similar  iritis.  On  March 
26,  the  tonsils  were  considered  as  possible  active 
foci  of  infection  and  were  removed.  At  about  this 
time  salvarsan  was  started  as  the  Kahn  test  was 
1 plus  on  two  occasions  although  the  Wassermann 
remained  negative.  There  was  no  history  of  syphi- 
lis. The  iritis  of  right  eye  resisted  treatment  dur- 
ing the  next  month  while  the  left  eye  slowly  im- 
proved. At  this  time  a corneal  ulcer  developed  in 
the  right  eye.  This  eye  was  extremely  painful  and 
fever  therapy  was  decided  upon  as  more  or  less 
a last  resort. 

The  first  treatment  took  place  on  April  25,  1935, 
and  was  of  five  hours’  duration  with  a fever  of 
106°  F.  Almost  immediate  relief  of  pain  was  e.x- 
perienced  by  the  patient.  The  next  day  there  was 
an  evident  lessening  of  the  acute  inflammatory  re- 
action. A second  fever  therapy  of  like  duration 
and  height  w’as  administered  on  April  30th  with 
very  gratifying  results.  The  corneal  ulcer  became 
inactive  and  healing  progressed  rapidly. 

The  patient  was  discharged  on  May  11,  1935. 
The  final  ward  surgeon’s  note  reads;  “Patient 
came  to  the  hospital  with  an  ulcer  of  the  cornea 
of  left  eye  and  secondary  iritis.  This  responded 
poorly  to  treatment.  When  the  left  eye  began  to 
show  improvement  he  developed  the  same  condition 
in  the  right  eye.  Intensive  treatment  of  both  eyes 
resulted  in  little  improvement.  Fie  was  then  given 
fever  therapy  and  in  two  treatments  a remarkable 
cure  was  effected.  There  is  still  a slight  scar  at 
the  site  of  the  ulcer  but  the  inflammation  has  en- 
tirely subsided  and  there  is  no  impairment  of  vision. 
He  is  being  discharged  as  recovered  with  no  dis- 
ability and  a favorable  prognosis.” 

Case  2.  C.  O.,  Master,  white,  age  35,  was  ad- 
mitted on  April  29,  1935.  Diagnosis  was  iritis, 
right  eye  and  tonsillitis,  chronic. 


History:  Patient  stated  that  on  Ajmil  3,  1935, 
he  first  noticed  pain  and  sw'elling  of  his  right  eye 
and  that  the  light  hurt  it.  This  gradually  grew 
worse  in  spite  of  being  under  a doctor’s  care  con- 
stantly. At  present  he  does  not  open  eye  for  fear 
of  the  light.  Upon  questioning  he  states  that  he 
had  an  attack  of  tonsillitis  during  the  last  winter 
and  on  several  previous  occasions. 

Examination:  The  right  eye  show'ed  much  cir- 
cumcorneal  injection  and  a marked  conjunctivitis. 
The  pupil  had  been  dilated  and  the  iris  was  cloudy. 
The  left  eye  w’as  normal.  The  tonsils  w^re  hyper- 
trophic and  infected.  Urinalysis  showed  no  ab- 
normalities and  the  Wassermann  was  negative. 

Course:  The  eye  was  treated  locally  by  the 
usual  hot  boric  compresses  and  argyrol  drops,  the 
pupil  being  kept  dilated.  Sodium  salicylate  grs. 
XV  was  given  three  times  a day.  Wry  little  change 
was  noted  at  the  end  of  a w'eek’s  treatment.  The 
first  fever  therapy  was  tried  on  May  6,  1935,  at 
106°  F.  for  five  hours.  The  ne.xt  day  the  patient 
reported  that  the  pain  and  discomfort  of  his  eye 
had  disappeared.  Examination  showed  subsidence 
of  inflammatory  signs.  During  the  following  w'eek 
improvement  continued  and  the  pain  did  not  return. 
A second  Kettering  hyperthermia  on  May  13 
duplicating  the  previous  one  established  the  cure. 
The  following  day  the  tonsils  were  removed  as  a 
possible  source  of  infection. 

The  ward  surgeon’s  discharge  note  on  May  20, 
1935,  read:  “Patient  discharged,  not  in  need  of 
further  treatment.  Iritis  which  was  believed  to  be 
secondary  to  tonsillitis  has  healed.  The  eye  in- 
flammation responded  well  to  pyretotherapy,  two 
treatments  completely  relieving  his  symptoms. 
Condition  on  discharge  is  recovery  without  dis- 
ability, prognosis  good.” 

Case  2.  M.  F.,  fireman,  colored,  age  40,  was 
admitted  on  July  14,  1935.  Diagnosis,  conjunc- 
tivitis acute  bilateral;  syphilis,  tertiary  general. 

Elistory:  On  June  13,  1935,  the  patient  awoke 
with  badly  inflamed  eyes  which  pained  him  and 
ran  a thin  pus.  He  washed  them  frequently,  but 
today  they  are  much  worse. 

Examination:  Both  eyes  show  a marked  muco- 
purulent discharge  with  much  lacrymation  and 
blepharospasm.  The  bulbar  and  palpebral  con- 
junctivae  are  swollen  and  injected.  The  cornea  is 
hazy.  There  was  also  a urethral  discharge  of  a 
subsiding  urethritis.  Smears  of  the  exudate  from 
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the  eyes  showed  many  pus  cells  but  no  gonococci. 
The  urine  showed  pus  and  albumin,  The  Kahn 
and  Wassermann  were  both  strongly  positive. 

Course:  The  eyes  were  treated  with  hot  boric 
acid  compresses  and  argATol  and  a mild  mercurial 
ointment  was  applied  locally.  Satisfacton,'  im- 
provement did  not  develop  and  to  save  time  and 
suffering  the  patient  was  placed  in  the  fever  cab- 
inet on  June  18,  1935,  and  his  body  temperature 
was  elevated  to  105°  F.  and  maintained  between 
105°  and  106°  for  five  hours.  The  patient  re- 
ported marked  simptomatic  relief  and  the  con- 
junctivitis began  to  subside.  Local  treatment  was 
continued  and  on  June  20,  1935,  he  was  trans- 
ferred to  the  venereal  ward  for  the  treatment  of 
syphilis  with  the  eye  condition  under  control.  After 
a full  course  of  chemotherapy  he  was  discharged  on 
.•\ugust  21,  1935.  The  conjunctivitis  had  been 
cured  and  further  treatment  was  advised  for  the 
si’philis,  the  prognosis  depending  upon  this  treat- 
ment. 

Case  4.  J.  D.,  an  Employees’  Compensation 
Commission  beneficiar}’,  colored,  laborer,  age  34, 
was  admitted  September  3,  1935.  Diagnosis,  cor- 
neal ulcer  right  eye;  iritis  traumatic  right  eye. 

History:  .\t  the  Portsmouth  Xa\w  Yard  on 
August  30,  1935,  while  chipping  paint  from  a ceil- 
ing a particle  fell  in  his  right  eye.  He  reported 
to  the  dispensar}-  and  was  treated.  The  eye  be- 
came gradually  worse,  more  painful  and  swollen 
in  spite  of  this  treatment  and  he  was  sent  to  the 
[Marine  Hospital,  Norfolk,  Virginia. 

Examinatioji : The  right  eye  shows  an  acute 
iritis  and  an  opaque  spot  in  the  cornea  over  the 
pupil.  There  is  a whitish  exudate  around  the  mar- 
gin of  the  lids.  The  left  eye  appears  normal. 
Vision,  right  eye  light  and  gross  objects  only,  left 
20/20. 

Course:  The  eye  was  treated  with  hot  boric 
acid  compresses  and  the  pupil  was  dilated  with 
atropine.  The  patient  was  to  be  seen  by  the  con- 
sultant as  soon  as  possible.  The  ophthalmologist 
saw  him  on  September  4,  1935,  and  reported: 

“Right  eye  vision,  fingers  counted  at  four  feet. 
Pupils  moderately  dilated  with  atropine.  There  is 
extensive  corneal  ulceration  which  is  centrally  lo- 
cated. The  fundus  is  seen  with  difficulty,  although 
apparently  negative.  There  is  a moderate  conges- 
tion of  the  conjunctiva.  Left  eye  vision  20/15. 
No  abnormal  findings.  Prognosis:  There  will  be 


marked  impairment  of  vision  from  this  ulcer. 
There  is  a possibility  of  perforation  of  the  cornea. 
.Advise  continuation  of  atropine,  hot  compresses, 
cauterization  of  ulcer  with  phenol;  patch;  also 
general  treatment  such  as  foreign  protein,  bismuth 
and  mercury.  If  healing  is  delayed  actual  cautery 
to  the  ulcer  is  advised.” 

These  recommendations  were  carried  out  and  the 
ulcer  was  cauterized  with  phenol  on  September  5, 
1935.  On  September  6,  the  eye  consultant  saw  him 
again  and  thought  it  was  best  to  cauterize  with 
the  actual  cauter}’.  On  the  ne.xt  day  he  did  so. 
On  September  9,  the  eye  appeared  to  show  no  fur- 
ther extension  of  the  ulceration.  By  September 
14,  there  was  still  much  inflammation  and  the  ulcer 
was  unhealed.  fever  therapy  approximating 

106°  F.  was  maintained  for  five  hours  on  that  day 
in  the  Kettering  hypertherm.  Following  this  ihe 
patient  was  more  comfortable,  although  he  devel- 
oped an  extensive  labial  herpes.  The  corneal  ulcer 
soon  exhibited  signs  of  satisf actor}’  healing.  He 
was  discharged  on  October  12,  1935,  as  he  was 
sufficiently  well  to  go  home  and  return  for  out- 
patient treatment.  The  comeal  ulcer  was  almost 
completely  healed  but  a central  opacity  practically 
obliterated  the  pupillar}’  opening.  Vision  was  O 
D 10/200,  O S 10/10.  There  was  no  injection  of 
the  conjunctiva.  It  was  thought  that  the  vision 
might  improve  a little  but  the  right  eye  will  prob- 
ably be  rated  as  industrially  blind.  One  fever 
therapy  was  of  considerable  assistance  in  this  case. 
.\fter  two  weeks  of  out-patient  visits  the  ulcer  was 
completely  healed. 

Case  5.  L.  D.,  a coast  guard  seaman,  46  years 
old,  white,  was  admitted  on  September  9.  1935. 
Diagnosis:  Keratitis,  ulcerative,  left,  cause  un- 
determined. 

History:  The  patient  states  that  in  July.  1935, 
while  on  ice  patrol  he  felt  as  though  he  had  grit 
in  his  left  eye.  He  used  boric  acid  washes  without 
relief.  There  was  much  pain  in  the  eyeball  itself. 
On  landing  he  reported  to  the  out-patient  clinic 
for  treatment.  .\n  ulcer  had  developed  which  per- 
sisted in  spite  of  various  forms  of  treatment,  and 
he  was  advised  to  enter  the  hospital  for  fever 
therapy. 

Examination  showed  the  left  pupil  to  be  dilated 
with  atropine.  There  was  marked  congestion  and 
the  iris  was  cloudy,  the  cornea  swollen  and  there 
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was  a small  corneal  ulcer  centrally  located.  This 
ulcer  had  been  present  for  two  months. 

Course:  The  local  treatment  of  boric  acid  and 
argyrol  was  continued.  Quinine  grs.  X t.  i.  d. 
was  given  for  three  days  and  he  was  given  three 
hyperpyretotherapies,  each  of  five  hours’  duration 
at  a temperature  approaching  106°  F.  These  were 
staged  at  weekly  intervals.  Each  fever  therapy 
was  well  received  and  resulted  in  relief  of  pain 
and  inflammation.  The  ulcer  became  progressively 
smaller. 

The  patient  was  discharged  improved  on  Octo- 
ber 3,  1935,  to  an  out-patient  status.  The  ulcer 
was  well  under  control  at  that  time  although  not 
completely  healed.  Good  progress  was  made  in 
the  out-patient  clinic  and  the  ulcer  soon  healed. 
It  was  felt  that  fever  therapy  was  of  some  assis- 
tance in  the  cure  of  this  stubborn  corneal  ulcer. 

Case  6.  W.  O.,  seaman,  colored,  age  29,  ad- 
mitted on  November  25,  1935,  with  diagnosis  of 
iritis,  bilateral  and  syphilis,  tertiary. 

History:  Five  days  before  admission  his  left 
e3’e  became  sore  and  red.  Soon  he  could  not  see 
to  read.  The  pain  was  severe  and  light  hurt  his 
eye.  It  seems  to  be  getting  worse. 

Examination:  The  left  eye  is  markedly  injected 
and  the  iris  is  swollen  and  smoky.  There  is 
increased  lacrjanation  and  the  vision  is  blurred. 
Photophobia  is  present.  The  urine  was  negative, 
the  ^^’assermann  strongly  positive  and  the  Kahn 
four-plus.  There  was  a moderate  leucocytosis. 

Course:  The  eye  w'as  treated  by  the  routine  hot 
compresses  and  argyrol  locally.  The  pupil  was 
kept  dilated  with  atropine;  systemically  sodium 
salicvlate  gr.  XX  t.  i.  d.  w’as  used.  For  relief  of 
pain  codeine  had  to  be  given.  During  more  than 
a week  of  this  treatment  little  change  w'as  observed. 
Fever  therapy  was  then  instituted  on  December  7, 
1935.  A fever  of  106°  F.  for  five  hours  was  pro- 
duced. Prompt  relief  of  the  iritis  followed.  By 
December  13,  the  inflammation  had  completely  sub- 
sided. The  next  day  the  right  eye  became  involved 
with  a t\’pical  acute  iritis.  This  did  not  improve 
with  the  usual  local  treatment.  On  December  17, 
the  patient  was  again  treated  in  the  fever  machine. 
The  same  type  of  temperature  curve  was  admin- 
istered. He  again  reacted  favorably  with  prompt 
symptomatic  relief.  The  iritis  completely  cleared 
up  in  a few  days. 

Thereafter,  on  December  18,  1935,  potassium 


iodide  and  salvarsan  treatment  was  started  for  his 
syphilis.  He  was  discharged  on  January  2,  1936, 
with  the  advice  to  continue  the  treatment  of  his 
syphilis  as  an  out-patient.  Both  eyes  were  well 
and  his  vision  was  normal. 

Case  7 . E.  I.,  seaman,  white,  age  24,  was  ad- 
mitted on  December  12,  1935.  Diagnosis:  iritis 
of  right  eye;  arthritis,  right  ankle  and  right 
sterno-clavicular  joint;  tonsillitis,  chronic,  and 
prostatitis  chronic. 

History:  In  August,  1935,  he  had  gonorrheal 
urethritis  which  was  treated  in  a hospital  for  two 
months  when  the  discharge  stopped.  He  returned 
to  work  and  in  about  a month  he  began  having 
pains  in  his  right  shoulder.  \\'hen  he  had  to  do 
much  walking  his  right  ankle  hurt  him.  This 
ankle  then  became  swollen  and  painful.  About  a 
week  ago  his  right  eye  started  to  pain  him  and 
became  red.  His  eye  is  worse  now;  it  runs  tears 
and  the  light  hurts  it. 

Examination:  Right  eye  shows  blepharospasm, 
lacr)Tnation  and  marked  ciliary  injection.  The 
iris  is  swollen  and  discolored.  The  tonsils  are 
somewhat  enlarged  and  pus  can  be  expressed  from 
them.  The  right  ankle  is  swollen  and  tender. 
There  is  tenderness  over  the  right  sternoclavicular 
joint  with  local  redness  and  swelling.  No  urethral 
discharge  is  present.  The  prostate  is  moderately 
large  but  not  very  tender.  Smears  show  some  pus 
cells  but  no  gonococci. 

Course:  The  right  eye  was  treated  locally  with 
hot  boric  acid  compresses  and  argyrol.  Atropine 
was  used  to  dilate  the  pupil.  Large  doses  of 
salicylates  and  soda  were  given  by  mouth  and 
physiotherapy  was  employed  to  involved  joints. 
The  eye  showed  little  improvement  in  a week.  On 
December  19,  1935,  hj^perpiTexia  was  tried  in  the 
Kettering  machine  at  106°  for  five  hours.  All 
pains  were  relieved  and  the  following  day  the  iritis 
was  better.  It  entirely  receded  in  less  than  a week. 
Tonsillectomy  was  performed  on  January  2,  1936. 
Subsequently  fever  therapy  was  continued  twice  a 
week  for  the  arthritis.  Fourteen  short  fever  bouts 
in  the  pyrexia  zone  at  about  104°  F.  were  admin- 
istered with  the  Kettering  machine  with  satisfactory 
effect.  The  patient  was  discharged  on  February 
15,  1936  with  the  following  comment  from  the 
ward  surgeon;  “Discharged  as  fit  for  duty.  Iritis 
was  completely  cleared  up  by  one  fever  therapy  in 
the  hyperpyrexia  zone.  All  signs  and  S}Tnptoms 
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of  arthritis  have  been  relieved.  Fourteen  short 
artificial  pyrexies  were  helpful  in  bringing  this 
about,  although  the  removal  of  the  tonsils  must 
also  be  considered.  Prognosis  seems  favorable.” 

Conclusions 

Fever  therapy  seems  to  be  definitely  useful  in 
the  treatment  of  certain  eye  inflammations.  When- 
ever foreign  protein  therapy  seems  indicated,  bet- 
ter and  quicker  results  can  be  obtained  by  artificial 
hi'perpyrexia.  The  Kettering  hypertherm  is  an 
efficient  machine  for  administering  this  fever.  It 
has  succeeded  in  hastening  the  cure  of  resistant 
corneal  ulcers  and  severe  iritis.  A striking  feature 
in  most  cases  is  the  prompt  relief  of  pain  for  which 
the  patient  is  always  very  grateful. 
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PREGNANCY  AND  LABOR  IN  400  UNMARRIED  PRIMIPARAE. 


William  Bickers,  M.  D., 

Richmond,  Va. 


The  Evangeline  Booth  Hospital  located  in  High- 
land Park  admits  unmarried  primiparae  in  the  si.xth 
month  of  gestation.  Patients  are  discharged  six  to 
eight  weeks  post-partum.  During  the  last  decade 
four  hundred  cases  have  been  delivered  by  the  staff. 
These  cases  are  here  reviewed. 

-Attempt  has  not  been  made  in  this  study  to  prove 
that  any  preconceived  obstetrical  opinions  have  or 
have  not  been  confirmed.  Rather,  it  is  an  effort  to 
recite  the  facts  in  a series  of  primiparae  whose  aver- 
age age  is  seventeen,  a factor  which  the  Phila- 
delphia Survey  and  others  have  shown  to  increase 
maternal  and  fetal  mortality. 

The  general  maternal  mortality  for  the  Fmited 
States  is  seven  per  thousand  live-births.  In  this 
series  it  is  zero.  The  general  fetal  mortality  is  seven 
per  cent.  In  this  series  it  is  1.5  per  cent.  Puerperal 
deaths  rank  third  only  to  tuberculosis  and  heart 
disease  as  a cause  of  death  in  middle  aged  women. 
These  obstetrical  deaths  are  due  in  order  of  their 
importance  (1)  to  sepsis;  (2)  to  to.xemia;  (3)  to 
hemorrhage.  The  Federal  Survey  showed  that  these 
deatlis  occurred  in  women,  ninety-nine  per  cent  of 
whom  had  inadequate  prenatal  care. 

The  most  important  cause  of  death,  then,  is  in- 
fection with  the  streptococcus.  Those  conditions 
which  experience  has  taught  contribute  to  it  are 
worthy  of  consideration.  Puerperal  sepsis  follows 


most  frequently  in  the  wake  of  trauma  to  the  birth 
canal,  prolonged  labor  with  consequent  exhaustion 
and  dehydration,  and  in  the  presence  of  low  hemo- 
globin due  either  to  anemia  of  pregnancy  or  acute 
blood  loss.  The  fact  that  no  case  in  this  group  ran 
a temperature  over  100  degrees  for  any  six  days  in 
the  puerperium  and,  in  fact,  only  si.xteen  per  cent 
ever  went  to  100  degrees  at  any  time,  must  make  one 
pause  to  consider  the  reason  for  this  conspicuous 
absence  of  infection.  We  believe  that  the  short  dura- 
tion of  labor  nine  and  three-quarter  hours,  as  con- 
trasted with  the  eighteen  hour  average  primiparous 
labor,  as  described  by  Williams,  contributed  some- 
thing to  this  low  incidence  of  febrile  reaction. 

That  eighty-eight  per  cent  of  this  group  were  nor- 
mal deliveries  also  probably  played  its  part  in  the 
low  puerperal  morbidity.  When  one  considers  that 
forty  per  cent  of  the  private  cases  in  Philadelphia 
are  delivered  by  operative  means,  while  in  this  series 
of  very  youthful  primiparae,  the  forceps  operation 
was  resorted  to  in  only  nine  per  cent,  then  one  must 
consider  the  reason  for  this  discrepanc)’.  This  low 
operative  incidence  occurred  despite  the  large  num- 
ber of  contracted  pelves — sixty-eight  of  the  four 
hundred, — a condition  which  would  be  expected  in 
this  group  to  increase  the  number  of  operative  pro- 
cedures. Version  was  done  only  four  times.  Labor 
was  induced  surgically  only  twice.  Caesarean  sec- 
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tion  was  resorted  to  not  at  all  during  a period  when 
two  per  cent  of  all  obstetrical  cases  in  Richmond 
hospitals  were  being  delivered  by  the  abdominal 
route,  and  at  the  time  when  Caesarean  section 
reached  six  per  cent  of  all  deliveries  in  one  of  our 
large  clinics.  Despite  these  wide  differences  for  the 
apparent  necessity  for  obstetrical  surgery,  we  find 
that  our  posterior  positions,  breech  and  transverse 
presentations,  and  other  pathological  mechanical 
factors  were  the  same  or  greater  in  proportion  than 
those  figures  published  in  the  current  textbooks. 
This  predominating  note  of  conservatism  in  opera- 
tive interference  was  probably  carried  too  far  in  our 
cases  when  the  vertex  appeared  on  the  perineum, 
for  here  episiotomy  w'as  done  in  only  one-fifth  of 
the  cases,  while  another  tw'o-fifths  lacerated  them- 
selves. Although  all  w'ere  repaired  with  catgut,  the 
post-partum  check-up  prior  to  discharge  revealed  a 
discouragingly  large  number  of  relaxations  in  the 
lacerated  group.  All  of  these  consers’ative  measures 
probably  played  an  important  part  in  making  puer- 
peral sepsis  an  unseen  entity  in  this  hospital.  But, 
more  important  than  all  is  the  fact  that  the  strep- 
tococcus probably  never  found  entrance  because  of 
the  specialized  type  of  admission  to  the  institution. 
There  were  no  deaths  from  infection. 

Now  we  come  to  the  toxemias.  Hypertension  ap- 
peared as  a blood  pressure  of  140  systolic  at  some 
time  in  the  history  of  eight  per  cent  of  the  cases. 
These  cases  had  a concomitant  albuminuria  with 
the  usual  symptom  complex.  Rest,  fluids,  catharsis, 
diet,  brought  all  of  the  cases  to  a happy  termination 
with  the  exception  of  two  in  whom  induction  was 
performed  by  artificial  rupture  of  the  membrane. 
These  two  prematures  survived.  There  were  no  cases 
of  eclampsia  or  other  severe  toxemia,  most  of  the 
cases  falling  under  the  classification  of  low’  reserve 
kidney  or  pre-eclampsia.  In  the  toxic  group  there 
occurred  one  case  of  ablatio  placenta  w’ho  promptly 
went  into  labor  and  solved  her  own  problem.  There 
were  no  toxic  deaths. 

Post-partum  hemorrhage  sufficient  to  be  recorded 
appeared  in  thirteen  per  cent  of  the  cases.  Williams 
states  that  sixteen  per  cent  of  his  cases  lose  more 
than  600  c.c.  of  blood.  Pituitrin,  1 c.c.  subcuta- 
neously, was  administered  routinely  after  the  pla- 
centa. Crude  fluid  extract  of  ergot  w’as  given  for 
the  next  forty-eight  hours  in  one  dram  doses.  Trans- 


fusion was  not  used  in  any  case.  There  were  no 
deaths  from  hemorrhage. 

The  third  stage  of  labor  gave  little  cause  for  con- 
cern, the  placenta  separating  itself  as  a rule  in  about 
fifteen  minutes.  Manual  removal  was  done  but  once. 

Three  sets  of  twins  were  delivered  without  resort- 
ing to  forceps  or  version. 

Syphilis  complicating  the  pregnancy  was  diag- 
nosed in  three  per  cent  of  the  cases.  All  were  treated 
with  arsphenamine  and  bismuth.  There  were  no 
still-births  in  this  group. 

Four  cardiacs  were  among  the  four  hundred — 
three  of  them  with  rheumatic  mitral  stenosis,  one 
with  a potent  ductus  arteriosus.  Two  had  a history 
of  decompensation  and  were  put  to  bed.  All  four 
were  digitalized  and  allowed  to  go  into  labor.  They 
were  delivered  at  full  dilatation  of  the  cervix. 

Now,  before  concluding,  we  will  briefly  review 
the  five  still-births.  One  appeared  as  a macerated 
member  of  identical  twins.  The  cause  of  death  is 
not  determined.  Another  was  a congenital  defect  in 
the  occiput  with  herniation  of  the  meninges.  Three 
were  diagnosed  as  cerebral  hemorrhage.  All  of  these 
hemorrhage  cases  were  delivered  by  forceps  and  it 
is  interesting  to  note  that  all  were  originally  ROP 
positions. 

Now,  as  we  review  these  unmarried  girls  and 
compare  their  fate  with  that  of  their  married  sisters 
in  private  and  metropolitan  clinics,  what  conclusions 
may  be  draw  ? Shall  we  dispute  the  philosophers  of 
old  and  say  only  that  the  wages  of  sin  is  not  death  ? 
Or  shall  we  ask — why  this  zero  mortality  and  un- 
usually low  puerperal  morbidity?  Is  the  whole 
answer  to  be  found  in  the  conservative  attitude  ? We 
think  not.  Rather,  it  is  to  be  found  in  the  almost 
ideal  prenatal  care  which  these  patients  received. 
Housed  in  one  building  under  the  daily  supervision 
of  two  nurses  seasoned  in  obstetrical  responsibility, 
these  girls  received  without  question  the  diet  pre- 
scribed, the  rest  period  ordered,  and  the  physical 
work  indicated  by  their  individual  requirements. 
Bowel  and  urinary  excretions  were  daily  checked. 
Blood  pressures  and  urine  examinations  were  done 
at  regular  intervals.  Proper  out-door  recreation  and 
careful  weight  control  were  prescribed  and  executed. 
In  other  words,  the  daily  routine  of  these  patients 
was  under  absolute  control.  There  was  no  chance 
to  cheat.  Their  first  abnormal  symptoms  were  de- 


634 


ViRGiNLA.  Medical  Monthly 


[January, 


tected  and  corrective  measures  instituted.  This  is 
prenatal  care  at  its  best. 

This  study,  then,  confirms  only  that  which  all  of 
us  know — that  healthy  mothers  and  healthy  babies 


depend  more  on  ante-natal  care  than  on  the  indi- 
vidual whims  or  fancies  of  the  obstetrician  at  the 
time  of  delivery. 

1601  Monument  Avenue. 


SOME  FURTHER  OBSERVATIONS  OF  SULPHUR  METABOLISM  AS  A FACTOR 
IN  ARTHRITIS— THE  INTRODUCTION  OF  THE  SUGGESTION  THAT 
THE  ADRENAL  FUNCTION  AFFECTS  SULPHUR  METABOLISM.* 


Thomas  Wheeldon,  M.  D., 

Richmond,  Va. 


The  romance  of  the  use  of  colloidal  sulphur  in 
the  treatment  of  arthritis  started  for  the  writer  over 
six  years  ago  and  has  served  him  in  the  treatment 
of  over  fifteen  hundred  cases  during  that  time, — 
these  cases  being  almost  equally  divided  between  the 
hypertrophic,  or  degenerative,  and  the  atrophic,  or 
proliferative,  types. 

The  writer  has  looked  upon  this  experimental 
study  as  a romance  because  of  the  unexpected  re- 
sults that  have  been  obtained  and  that  continue  to 
be  observ'ed. 

When  he  was  associated  with  Dr.  Robert  Soutter, 
of  Boston,  before  and  just  after  the  World  War,  the 
writer  got.  the  impression  that  Dr.  Soutter,  w'hile 
conscientiously  listening  to  the  patient’s  complaints 
and  examining  the  joints  most  carefully,  drew  his 
most  important  deductions  from  a sign  which  the 
patients  did  not  connect  with  arthritis  at  all,  namely, 
the  condition  of  the  skin. 

The  writer  has  continued  to  observe,  during  these 
nineteen  years,  that,  as  the  arthritic  patient  im- 
proves, there  is  likely  to  be  an  improvement  in  the 
condition  of  the  skin,  the  hair  and  the  finger  and 
toe  nails,  and  it  was  then  not  surprising  to  him 
when  a marked  change  took  place  in  these  tissues 
after  the  administration  of  colloidal  sulphur;  and 
when  Sullivan  published  his  first  work,  stating  that 
apparently  the  arthritic  patient’s  finger  nails  showed 
a deficiency  in  sulphur,  it  rather  crystallized  an  idea 
that  had  been  more  or  less  intangible  up  until  that 
time.  So,  it  cannot  fail  to  be  romantic  to  observe  in 
some  of  the  arthritic  patients  who  are  improving 
that  their  hair  regains  its  former  quality;  that  skin, 
unpleasant  to  touch,  becomes  soft  and  pliable  and 
loses  that  sticky,  unhealthy  sensation,  and  that 

*Read  by  title  before  the  sixty-seventh  annual  session  of 
the  Medical  Society  of  Virginia  at  Staunton,  Va.,  October 
13-15,  1936. 


finger  nails  lose  some  of  their  coarseness  and  irregu- 
larity. 

The  better  quality  of  these  tissues  is  a thing 
associated  with  youth,  and  so  resumption  of  an 
improved  condition  made  it  not  surprising  to  find 
other  evidence  of  a younger  state.  For  example,  a 
resumption  of  a sense  of  euphoria,  a better  control 
of  the  central  nervous  system  and  a better  outlook 
on  life,  a brighter  eye,  a more  youthful  step  and,  in 
some  cases,  even  a return  of  almost  lost  libido. 

While  there  has  been  a feeling  that  arthritic 
patients  could  be  improved  by  measures  to  better  the 
general  condition,  the  writer  does  not  remember 
having  read  an  article  in  which  a reference  was 
made  to  the  fact  that  the  general  condition  in 
arthritis  is  arthritis  itself,  just  as  much  as  the  affec- 
tion of  the  joints  themselves,  .^nd  so  the  writer  has 
a distinct  feeling  that  some  day  we  shall  not  speak 
of  arthritis  as  arthritis,  but  as  a syndrome  in  which 
all  tissues  are  equally  involved.  Just  what  name 
will  be  given  to  this  syndrome,  it  is  impossible  to 
state,  but  it  will  have  to  be  at  the  same  time  expres- 
sive and  inclusive  of  many  factors. 

Methods  of  Study 

When  the  writer,  in  conjunction  with  Dr.  Rolland 
Main,  started  his  investigations  in  1931  (reported 
in  his  monograph  in  1936)  in  addition  to  the  clin- 
ical findings,  studies  of  the  cystine  sulphur  as  de- 
termined from  the  finger  nails,  blood  calcium,  blood 
sugar,  metabolism,  sedimentation  rates,  indican  in 
the  urine,  complete  blood  analysi.s — including  the 
red  blood  count,  the  white  blood  count,  haemoglobin 
and  Wassermann, — blood  pressure,  weight  determi- 
nations and  X-rays  were  made,  and  it  was  upon 
the  findings  from  these  studies,  which  included  the 
treatment  of  892  cases,  that  that  paper  was  written. 
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Since  that  time,  however,  it  was  concluded  that  more 
biochemical  work  should  be  done,  and  as  a result  in 
the  arthritic  department  of  his  practice,  a biochem- 
ical department  was  established,  so  that  at  the 
present  time,  in  addition  to  the  above,  the  chemistry 
of  the  blood  includes  an  investigation  of  the  non- 
protein nitrogen,  urea,  uric  acid,  creatine,  phos- 
phorus, total  protein,  globulin,  glutathione,  inorganic 
sulphur  and  total  sulphates;  and  the  chemistry  of 
the  urine  includes  the  investigation  of  the  total  sul- 
phur, total  sulphates,  neutral  sulphur,  inorganic 
sulphates  and  the  ether  sulphates. 

Various  authors  differ  on  the  normal  value  of 
these  and  a bibliography  of  more  than  a thousand 
articles  reveals  few  papers  that  establish  a precedent 
to  go  on.  Out  of  the  hazy  mass  of  information, 
however,  there  seems  to  come  a definite  feeling  that 
the  arthritic  patient  is  one  who  has  a low  sulphur 
reserve,  that  with  the  administration  of  colloidal 
sulphur  the  arthritic  signs  and  symptoms  improve 
and,  in  addition,  that  the  administration  of  a certain 
adrenal  preparation  will  of  its  own  self  improve  the 
sulphur  reserve;  that  when  this  is  added  to  the  sul- 
phur therapy  the  sulphur  reserve  rises  faster  than 
when  colloidal  sulphur  alone  is  administered;  the 
administration  of  the  adrenal  material  makes  the 
fall  in  the  sulphur  reserve,  which  is  observed  in 
some  cases  when  the  colloidal  sulphur  is  discon- 
tinued, to  be  less  perceptible. 

Technique 

With  the  institution  of  the  latest  experiment,  a 
type  of  colloidal  sulphur  has  been  developed.  This 
was  done  that  the  writer  might  know  exactly 
the  amount  of  colloidal  sulphur  administered.  In 
the  colloidal  sulphur  preparations  used  in  the 
previous  experiment,  the  investigator  did  not  know 
exactly  whether  the  dosage  stated  contained  only 
colloidal  sulphur,  or  whether  it  contained  other 
materials  frequently  found  in  such  preparations.  In 
the  material  used  in  the  present  experiment  and 
which  the  experimenter  has  termed  for  his  own  con- 
venience, “new  sulphur,”  he  knows  the  exact  amount 
of  colloidal  sulphur  administered. 

The  actual  technique  of  administration  has  not 
been  changed,  except  that  at  the  present  time  only 
intravenous  administration  is  used  and  that  the 
material  is  administered  daily,  starting  with  a very 
small  dose,  which  is  very  gradually  worked  up  to 
a maximum  dosage  over  a period  of  twenty  days. 


Following  this,  the  maximum  dose  is  given  intra- 
venously three  times  a week. 

The  toxicity  of  this  preparation  has  been  worked 
out  in  animal  experimentation,  and  in  the  use  among 
humans  there  have  been  no  reactions  of  any  kind, 
either  locally  or  generally,  save  the  complaint  of 
slight  headache  following  the  administration,  in  a 
few  cases. 


Explanation 

From  this  experimentation,  the  writer  has  set  up 
in  his  own  mind  an  hypothesis  that  arthritis  or  joint 
changes  constitute  one  element  of  a syndrome  of 
conditions  which  are  the  result  of  a low  sulphur 
reserve;  that  changes  not  related  now  to  arthritis 
are  really  one  and  the  same  thing;  that  many  of 
these  other  factors  are  those  which  we  now  speak 
of  as  “old  age”  and  are  dependent  upon  the  life 
maintaining  principle.  The  latter  items  are  intang- 
ible: joint  changes  are  tangible.  It  is  for  this  reason 
that  we  have  in  the  past  allowed  the  more  obvious 
to  steer  our  minds  toward  the  articulations.  The 
writer  further  feels  that  there  is  evidence  that  the 
adrenal  function  controls  at  least  to  some  degree 
sulphur  metabolism;  that  under  normal  conditions 


Results 

The  clinical  findings,  fortified  by  the  laboratory 
results,  make  the  writer  feel  that  these  unfortunate 
patients  are  decidedly  benefited  by  the  administra- 
tion of  colloidal  sulphur,  intravenously,  and  adrenal 
cortex  orally.  The  clinical  findings  are  based  uopn 
the  subjective  feelings  of  the  patient,  the  changes  in 
the  deformity,  the  range  of  motion  of  joints,  changes 
in  contracted  muscles  and  tendons,  improvement  in 
deformity  and  changes  of  the  local  tissues  in  and 
about  the  joints.  Also  are  taken  into  consideration 
changes  in  the  tegmentum,  improvement  in  the 
patient’s  sense  of  well  being  and  improvement  in 
the  functions  of  other  organs  which  are  not  usually 
associated  in  the  disease  known  as  arthritis.  The 
laboratory  findings  show  improvement  in  the  sul- 
phur reserve,  a trend  toward  a reduction  in  blood 
sugar,  which  may  exlpain  better  healing  of  tissues 
in  some  cases,  stabilization  of  the  basal  metabolic 
rate,  a lower  sedimentation,  rate,  appearance  of  in- 
dican in  the  urine  and  improvement  in  the  haemo- 
globin, satbilization  of  the  blood  pressure,  facility 
for  obtaining  a more  normal  body  weight  for  the 
patient  and  a control  of  an  inordinate  loss  of  sul- 
phur from  the  patient’s  system. 
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we  assimilate  sulphur  from  the  intestinal  tract  in 
proper  amounts  and  its  use  is  carried  on  in  the 
normal  way.  Disturbance  of  the  adrenal  function 
may  set  up  a condition  where  assistance  is  needed, 
at  least  temporarily,  until  the  adrenal  function  can 
be  coped  with.  It  is  his  feeling  that  the  colloidal 
sulphur,  given  intravenously,  is  not  used  directly, 
but  is  excreted  into  the  intestinal  tract  in  an  assim- 
ilable form  which,  for  his  own  use,  he  has  termed 
Form  A;  that  the  presence  of  this  assimilable  form 
in  the  intestinal  tract  not  only  provides  sulphur  in 
a state  that  can  be  used,  but  through  its  catalytic 
action  may  also  cause  the  assimilation  of  sulphur 
already  present  in  other  forms  in  the  intestinal  tract. 
He  believes  that,  with  the  restoration  of  the  sulphur 
reserve,  the  joint  tissues  as  well  as  other  tissues  are 
put  in  a condition  to  resist  the  factors  at  the  present 
time  known  as  those  etiological  in  the  production  of 
arthritis,  and  that  with  the  building  up  of  the  sul- 
phur reserve  these  factors,  whether  infectious  or 
dietari-  or  otherwise,  will  be  brought  into  control 
and  the  joints  and  other  tissues  be  given  an  oppor- 
tunity to  repair  themselves. 


Summary 

The  sulphur  study  has  been  romantic  in  that  its 
use  in  arthritis  has  sprung  so  many  surprises  in  the 
way  of  improvement  in  other  tissues. 

The  new  research  of  the  writer  has  developed  not 
only  a type  of  sulphur  which  has  been,  to  him 
at  least,  more  accurate  in  its  dosage,  but  has  been 
accompanied  with  apparent  benefit  by  the  admin- 
istration orally  of  material  from  the  adrenal. 

For  the  study  of  arthritis  a complete  biochemical 
investigation  is  necessary. 

The  improvement  of  arthritic  patients,  clinically 
and  from  a laboratory  point  of  view,  encourages  the 
writer  in  the  further  use  and  study  of  intravenous 
colloidal  sulphur  and  oral  administration  of  adrenal 
material. 

The  study  of  this  problem  suggests  to  the  writer 
a new  theory  of  the  etiology  of  arthritis  and  other 
associated  conditions. 

The  material  used  in  this  investigation  is  a type 
of  colloidal  sulphur  developed  for  the  writer  by 
Schieffelin  & Company,  of  Xew  York,  who  also 
prepared  the  adrenal  extract  used. 

318  TTe^t  Franklin  Street. 


A CASE  OF  STOMATITIS  DUE  TO  SENSITIVITY  TO  DENTAL  PLATES. 


W.  L.  Weaver,  M.  D., 
Richmond,  Va. 


In  the  June  27,  1936,  Journal  of  the  American 
Medical  Association,  there  were  reported  three  cases 
of  stomatitis  due  to  sensitivity  to  dental  plates  made 
from  new  synthetic  materials  other  than  vulcanite. 
Stomatitis  can  be  caused  by  plates  from  vulcanite 
also,  the  following  case  being  an  example: 

Mrs.  J.  L.,  aged  sixty-six,  widowed,  was  seen  by 
me  on  March  3,  1936,  complaining  of  sore  mouth 
and  gums  for  the  duration  of  around  two  years.  She 
stated  that  the  mouth  had  been  sore,  that  she  had 
a slimy,  metallic  taste  in  it  and  at  times  she  noted 
a discharge  from  her  hard  palate  and  from  beneath 
the  tongue.  The  trouble  apparently  was  spreading 
in  spite  of  various  mouth  washes  and  various  medi- 
cal treatments  which  she  had  received. 

Her  past  history  was  essentially  negative  and  no 
histor}-  suggestive  of  any  allergic  manifestations 
could  be  obtained.  She  stated  that  she  had  had  a 
biopsy  done  from  the  inflamed  area  in  the  lower 


gum  about  one  year  previous  to  being  seen  and  that 
a diagnosis  of  chronic  inflammation  had  been  re- 
turned by  the  pathologist.  Physical  examination 
was  negative  except  for  various  senile  findings  that 
are  normally  present  in  a woman  of  sixty-six.  There 
was  an  area  of  chronic  stomatitis  under  the  tongue 
and  extending  foiAvard  anteriorly  to  the  gums. 
Another  area  was  present  from  the  upper  gums  ex- 
tending backwards  on  the  anterior  one-third  of  the 
hard  palate.  All  teeth  had  been  extracted  and  re- 
placed with  upper  and  lower  dental  plates. 

.At  this  time  the  false  teeth  were  not  suspected 
and  she  was  placed  upon  a high  vitamin  and  min- 
eral diet,  and  a mouth  wash  was  given.  She  did 
not  improve  under  this  treatment.  Therefore,  it 
was  decided  that  a patch  test  for  sensitixity  to  her 
teeth  plates  be  done.  The  teeth  were  moistened  and 
placed  on  the  anterior  aspect  of  the  forearm  and  a 
twelve  hour,  twenty-four  hour  and  forty-eight  hour 
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reading  made.  The  twelve  hour  reading  was  nega- 
tive; the  twenty-four  hour  reading  showed  a defi- 
nite area  of  erythema  under  the  plate,  and  on  the 
the  forty-eight  hour  reading  there  was  enlargement 
of  the  erythema  and  also  multiple  small  pin  point 
vesicles  in  the  skin. 

Her  dentist  was  called  and  the  information  ob- 
tained that  these  plates,  which  she  had  worn  for 
appro.ximately  five  years,  had  been  made  from  vul- 
canite. The  patient  was  told  to  discontinue  use  of 
the  plates  and  her  dentist  was  informed  that  patch 
tests  should  be  made  with  plate  materials  before 
making  her  a new  set  of  teeth. 

2422  Lamb  Avenue. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

Stale  Health  Commissioner  of  Virginia. 

The  report  of  the  State  Health  Department’s  bu- 
reau of  communicable  diseases,  as  compiled  for  the 
month  of  November,  shows  the  following  cases  com- 
pared with  the  same  month  in  1935. 


1936  1935 

Typhoid  and  Paratyphoid 3+  67 

Diphtheria  235  327 

Scarlet  Fever  235  296 

Measles  96  124 

Meningitis  19  8 

Poliomyelitis  6 8 

Rocky  Mountain  Spotted  Fever 0 1 

Typhus  Fever  0 2 

Undulant  Fever 0 4 

Tularaemia 6 15 

Smallpox  0 0 


Well-Baby  and  Prenatal  Clinics  Extended 

The  sum  of  $15,000  recently  was  allotted  by  the 
U.  S.  Children’s  Bureau  to  the  Department  to  be 
used  as  an  honorarium  partially  to  compensate  pri- 
vate physicians  for  conducting  well-baby  and  pre- 
natal clinics.  Cities  will  receive  one-third  of  this 
amount.  A limited  sum  is  available  for  antisj'phi- 
litic  drugs  to  be  used  in  the  treatment  of  indigent 
prenatals  and  infants. 

Inasmuch  as  the  money  available  is  insufficient 
to  cover  the  entire  Commonwealth,  the  decision  has 
been  reached  to  limit  its  use  to  municipalities  and 
counties  and  full-time  health  departments.  In  this 
way,  a maximum  return  will  be  obtained  by  taking 
advantage  of  existing  facilities. 

In  a recent  letter  addressed  by  the  Commissioner 
of  Health  to  all  city  health  officers,  the  following 


conditions  for  participation  in  this  fund  were  stated: 

1.  The  plan,  in  its  entirety,  must  have  the  ap- 
proval of  the  local  Medical  Society. 

2.  The  honorarium  must  go  only  to  private  phy- 
sicians. 

3.  The  honorarium  shall  not  be  over  $7.50  per 
clinic.  The  exact  amount  to  be  expended  for  each 
clinic  is  to  be  determined  by  the  local  city  health 
officer. 

4.  Each  clinic  must  be  worth  the  time  and  money 
spent  on  it. 

5.  This  money  has  been  secured  with  the  under- 
standing that  it  is  to  be  used  only  for  indigent  pa- 
tients. 

The  plan  was  explained  in  detail  to  the  House 
of  Delegates  of  the  Medical  Society  of  Virginia  and 
has  its  approval. 

Waterworks  Schools 

Through  its  bureau  of  sanitary  engineering,  the 
Department  has  been  conducting  schools  to  instruct 
waterworks  men  in  modern  methods  of  water  treat- 
ment and  the  protection  of  untreated  supplies.  To 
date,  eight  two-day  conferencs  have  been  held  in 
Salem,  Lexington,  Winchester,  Danville,  Farmville, 
Charlottesville,  Norfolk  and  Norton,  with  a total 
attendance  of  three  hundred  and  fifty.  Additional 
schools  have  been  planned  for  Richmond  and  Blue- 
field. 

This  activity  has  been  made  possible  through  the 
cooperation  of  the  League  of  Virginia  Municipal- 
ities, the  Virginia  Section  of  the  American  Water- 
works Association,  and  the  State  Division  of  Trade 
and  Industrial  Education  with  the  Department  of 
Health. 

WPA  Nursing  Project 

The  present  WPA  nursing  project  originated  in 
the  1933  CWA  program.  At  that  time,  the  State 
Health  Department’s  bureau  of  nursing  w’as  given 
direct  supervision  of  this  activity.  It  still  remains 
administratively  responsible. 

The  work  has  continued  on  a State-wide  basis, 
though  those  employed  on  the  project  now  number 
less  than  fifty.  At  its  peak,  130  nurses  were  in  the 
field.  Many  of  those  previously  active  have  received 
regular  employment. 

This  project  not  only  has  provided  work  for  those 
in  need  of  it,  but  has  been  responsible  for  much 
constructive  service.  ^loreover,  it  has  made  com- 
munities more  conscious  of  the  value  of  public  health 
work,  thereby  stimulating  them  to  permanent  efforts. 
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Correspondence 

A Correction. 

Richmond,  Va., 
December  2,  1936. 

To  THE  Editor: 

.\lthough  I feel  honored  in  being  mistaken  for 
Dr.  William  B.  Porter,  I would  like  for  you  to 
correct  the  following  error  in  the  December  number. 
The  paper  at  the  State  Society  meeting  by  Drs. 
Bloom  and  Porter  on  “Problems  in  the  Diagnosis 
and  Treatment  of  Peripheral  Vascular  Diseases” 
was  read  and  discussed  by  Dr.  Bloom  and  not  Dr. 
Porter,  the  latter  being  unable  to  attend  the  meeting. 

N.  Bloom. 


Note: — We  regret  the  error  reported  above,  which  oc- 
curred in  the  minutes  of  the  Medical  Section  on  Wednes- 
day Morning,  October  1+  (page  564  of  the  December 
issue  of  the  Monthly).  This  was  due  to  a misunder- 
standing on  the  part  of  the  reporter  of  that  Section. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Va. 

President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  Ja.mes  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  S.mith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 


President’s  Message, 

A Happy  New  Year  to  ever}’  member  of  the 
Woman’s  .A.uxiliar}’  to  the  Medical  Society  of  Vir- 
ginia and  a Happy  New  Year  to  ever}'  doctor’s  wife 
in  the  State  who  ought  to  be  a member! 

\\’e  begin  the  new  year  by  telling  you  how  much 
we  want  you  to  join  us  and  how  much  we  need  you. 
Yes,  of  course,  I know  that  you  belong  to  many 
other  organizations  carr}’ing  on  some  of  the  same 
work  done  by  the  Auxiliar}’,  and  you  feel  that 
there  is  duplication  of  effort  and  over  organization 


eveiY’where.  I agree  with  you,  but  did  you  ever 
stop  to  think  that  the  work  of  the  Auxiliary  is  more 
closely  affiliated  with  your  husband’s  profession 
than  that  done  by  any  other  organization?  Perhaps 
if  you  belonged  you  might  help  get  over  to  the  laity 
some  health  education  your  husband  has  wanted  for 
a long  time.  After  all,  one  of  the  main  aims  of  the 
Woman’s  Auxiliar}’  is  to  spread  the  gospel  of  keep- 
ing well.  As  doctors’  wives  we  are  very  complacent 
and  feel  that  we  know  pretty  much  all  we  need  to 
know  about  health  matters,  but  are  we  really  well 
enough  informed  to  speak  intelligently  and  answer 
questions  put  to  us  by  the  laity?  It  is  the  hope  of 
the  State  .\uxiliar}',  and  it  is  recommended  by  the 
National  organization,  that  each  county  auxiliary 
have,  for  itself,  some  program  of  study  in  health 
education.  Perhaps,  this,  year,  we  might  study  the 
prevention  of  syphilis,  for  we  want  especially  to 
strive  to  have  this  taught  in  the  high  schools.  Who 
could  better  arouse  an  interest  among  mothers  to 
request  this  of  their  School  Boards  than  a group  of 
doctors’  wives  armed  with  facts?  I hope  each  local 
auxiliar}’  with  the  consent  of  the  local  advisory 
council  will  make  an  honest  effort  to  have  the  School 
Board,  in  its  community,  include  in  its  curriculum 
for  high  school  students,  the  teaching  of  the  Preven- 
tion of  S}’philis. 

There  is  much  philanthropic  work  to  be  done.  It 
needs  to  be  done  and  we  will  help,  but  let  us  be 
know’n  in  our  communities  as  a group  of  women 
alert  to  ever}’  opportunity  to  promote  healthier  liv- 
ing—not  as  a means  to  increase  our  husbands’  in- 
come but  as  a means  to  sa%’ing  little  children  and 
grown-ups  too,  from  many  unfortunate  illnesses 
which  may  be  prevented  by  proper  information  and 
precaution. 

We  welcome  all  new  county  officers  elected  since 
the  State  meeting  in  October  and  wish  for  each 
Auxiliar}'  a happy  and  successful  year. 

I feel  sure  that  ever}’  doctor’s  wife,  whether  she 
is  an  auxiliary  member  or  not,  will  be  interested  in 
our  new  project,  proposed  and  fostered  by  our  out- 
going president,  Mrs.  Fletcher  J.  right.  This 
project,  the  maintenance  of  a bed  in  a State  Tuber- 
culosis Sanatorium  to  be  used  by  a physician  or  a 
physician’s  dependent,  will  appeal  to  all  of  us. 

I hope  with  this  definite  appeal  and  objective  we 
will  interest  many,  heretofore,  uninterested  women, 
who  will  feel  that  they  would  like  to  belong  and 
help  in  this  and  other  auxiliary  activities. 
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How  many  new  members  may  we  welcome  in 
1937?  We  hope  you  will  be  among  them. 

Sincerely  yours, 

Ruth  Pendleton  Harrison  Wilson,  President. 

(Mrs.  Franklin  D.  Wilson). 

Auxiliary  to  the  Medical  Society  of  Alex- 
andria. 

Our  auxiliary  has  presented  a health  education 
program.  Discussions  have  been  made  by  our  local 
doctors  on  the  functions  of  a health  department  and 
its  benefits  to  a city. 

Our  auxiliary  is  now  laying  emphasis  on  raising 
funds  for  the  local  Tuberculosis  Association  through 
receipts  from  various  entertainments,  one  of  which 
was  a musical  sponsored  by  the  Woman’s  Auxiliary. 

Sara  Fifer. 

The  Auxiliary  to  the  James  City-New  Kent 
Medical  Society 

Met  recently  at  the  home  of  Mrs.  L.  V.  Hender- 
son, of  Williamsburg,  with  Mrs.  A.  M.  Snead, 
President,  of  Toano,  presiding.  After  old  and  new 
business  was  discussed,  election  of  officers  for  the 
coming  year  took  place  and  resulted  as  follows: 
Mrs.  T.  B.  Henderson,  president;  Mrs.  J.  R. 
Tucker,  president-elect;  Mrs.  J.  M.  Henderson, 
vice-president;  Mrs.  B.  I.  Bell,  secretary-treasurer; 
Mrs.  L.  V.  Henderson,  publicity  chairman;  Mrs. 
W.  L.  L.  Smoot,  program  health  education  chair- 
man; Mrs.  E.  T.  Terrell,  Hygeia  chairman;  and 
Mrs.  J.  R.  Tucker,  exhibit  chairman. 

The  Auxiliary  feels  that  it  has  had  two  very  suc- 
cessful years  under  the  splendid  leadership  of  its 
retiring  president,  Mrs.  A.  M.  Snead,  of  Toano. 

(Mrs.  L.  V.)  Mabel  Henderson, 

Reporter. 

Auxiliary  to  the  Accomac  and  Northampton 
Medical  Societies. 

On  March  19,  1936,  the  physicians’  wives  of 
Accomac  and  Northampton  Counties  organized  their 
medical  Auxiliary.  The  officers  elected  were:  Presi- 
dent, Mrs.  H.  L.  Denoon,  Jr.;  vice-president,  Mrs. 
John  W.  Robertson;  secretary,  Mrs.  Holland 
Trower;  and  treasurer,  Mrs.  C.  E.  Critcher. 

The  Auxiliary  to  date  has  twenty-one  paid  up 
members.  Two  meetings  have  been  held  besides  the 
social  meeting  in  July  jointly  with  the  Medical 
Societies.  The  main  project  for  the  year  has  been 
a gift  of  pillows  and  linens  to  the  Northampton- 
Accomac  Memorial  Hospital. 


Mrs.  G.  W.  Holland,  Mrs.  J.  Walker  Jackson 
and  Mrs.  J.  R.  Hamilton  were  sent  as  delegates  to 
the  State  Medical  Meeting  held  in  Staunton  in 
October. 

Dr.  J.  Mortimer  Lynch  of  Northampton  and  Dr. 
John  W.  Robertson  of  Accomac  are  on  the  Advisory 
Council. 

Mrs.  E.  H.  Trower, 

Secretary. 

Auxiliary  to  the  Richmond  Academy  of 

Medicine. 

Our  two  main  objectives  for  the  year  are  first,  to 
increase  our  membership  and  second,  to  have  one 
main  philanthropic  project  instead  of  the  many 
which  we  have  had  in  the  past.  Of  course  we  ex- 
pect to  do  our  part  in  the  maintenance  of  a bed  in 
a State  Tuberculosis  Sanatorium  to  be  used  by  a 
physician  or  his  dependent.  Officers  for  the  new 
year  are:  President,  Mrs.  W.  Ambrose  McGee;  vice- 
president,  Mrs.  L.  E.  Jarrett;  secretary,  Mrs.  J.  K. 
Hall;  recording  secretary,  Mrs.  R.  Angus  Nichols, 
Jr.;  and  treasurer,  Mrs.  J.  O.  Fitzgerald. 


Truth  About  Medicine 

The  Nomenclature  of  Estrus-Producing  Compounds. — 
The  Council  on  Pharmacy  and  Chemistry  reports  that 
there  are  at  least  seven  naturally  occurring  estrogenic 
substances  that  have  been  isolated  in  a crystalline  condi- 
tion. As  the  result  of  investigations  by  Butenandt,  Cook, 
Doisy,  Marrian  and  their  respective  associates  the  struc- 
ture of  these  and  related  compounds  has  been  definitely 
established.  Two  systems  of  nomenclature  have  been  pro- 
posed; one  by  Girard  using  the  root  “folli-”  with  suf- 
fixes to  indicate  the  nature  of  the  compounds;  the  other 
by  Adam  and  his  collaborators  using  the  root  “oestr-” 
with  certain  modifications.  In  view  of  the  importance  of 
Edgar  Allen’s  investigations  in  opening  up  the  field  of  the 
follicular  hormone  and  of  Doisy’s  contributions  in  isolat- 
ing the  first  crystalline  estrus-producing  compound  and 
the  further  fact  that  the  Council  has  approved  theelin  as 
a common  name,  the  Advisory  Committee  on  the  Nomencla- 
ture of  Endocrine  Principles  considered  a proposal  to  re- 
tain “theel-”  as  the  root  for  the  names  of  the  estrus-pro- 
ducing compounds.  However,  in  view  of  the  fact  that  the 
system  of  nomenclature  devised  by  Adam  and  his  collabo- 
rators has  been  fairly  widely  adopted  among  investiga- 
tors, it  appeared  inadvisable  to  supplant  this  system  even 
though  the  new  system  based  on  “theel-”  was  simpler 
and  more  nearly  in  accord  with  the  nomenclature  for 
the  androgens.  Accordingly,  the  Council,  on  the  recom- 
mendation of  the  Advisory  Committee  on  the  Nomencla- 
ture of  Endocrine  Principles,  decided  (1)  to  adopt  the 
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system  of  nomenclature  based  on  the  root  estr-\  (2)  to 
retain  theelin,  theelol  and  dihydrotheelin  as  synonyms  for 
the  compounds  known  in  the  aforementioned  system  as 
estrone,  estriol  and  estradiol,  respectively;  and  (3)  to 
adopt  the  term  estrogenic  to  describe  those  compounds  or 
extracts  which  in  addition  to  their  other  physiologic  prop- 
erties produce  estrus,  and  to  adopt  the  noun  estrogen  as 
the  collective  term  for  all  the  substances  having  these 
properties.  (J.  A.  M.  A.,  October  10,  1936,  p.  1331.) 

The  Use  of  Trichloroethylene  for  General  Anesthesia. — 
Trichloroethylene  for  use  by  inhalation  in  the  treatment 
of  trigeminal  neuralgia  is  accepted  for  inclusion  in  New 
and  Nonofficial  Remedies.  Recently,  however,  trichloro- 
ethylene has  been  used  as  a general  anesthetic.  The  product 
used  for  this  purpose  differed  from  that  used  in  the 
treatment  of  trigeminal  neuralgia.  It  contained  no  added 
diluent  or  stablizing  agent  and  the  boiling  points  were 
more  closejy  defined.  The  evidence  for  the  usefulness  of 
this  agent  in  general  anesthesia  consists  of  one  experi- 
mental and  one  clinical  report,  both  by  the  same  group 
of  workers.  Jackson  and  his  associates  claim  these  ad- 
vantages for  trichloroethylene  (for  anesthesia)  : it  is  safe 
where  there  is  any  fire  hazard  (cautery),  because  it  is 
noninflammable,  nonexplosive;  the  fumes  do  not  spread; 
and  it  is  more  pleasant  than  ether.  Its  chief  danger 
lies  in  its  rapid  effect.  The  clinical  report  of  300  anes- 
thesias and  analgesias  included  twenty-five  dental  cases, 
twenty-five  cases  of  removal  of  venereal  warts  and  198 
cervical  cauterizations.  The  authors  state  that  as  yet 
they  have  not  used  trichloroethylene  in  laparotomies  or 
other  major  surgical  procedures  (except  in  experimental 
animals).*  The  Council  held  that  the  available  evidence 
does  not  justify  the  acceptance  of  trichloroethylene  for 
use  as  a general  anesthetic  and  postponed  consideration 
to  await  (a)  solution  of  the  question  of  potential  toxicity 
of  decomposition  products  of  the  drug  and  (b)  develop- 
ment of  the  evidence  to  substantiate  the  claims  for  its 
clinical  use  as  a general  anesthetic.  (J.  A.  M.  A.,  October 
17,  1936,  p.  1302.) 


Book  Announcements 


New  Books. 

The  following  are  recent  acquisitions  to  the 
Library  of  the  Medical  College  of  Virginia  and  are 
available  to  our  readers  upon  request; 

Aye,  J. — Humour  Among  the  Doctors. 

Bachem,  A. — Principles  of  X-ray  and  Radium  Dosage. 
Baumgartner  and  Fulton — A Bibliography  of  the  Poem 
Syphilis  Sive  Morbus  Gallicus  by  Girolamo  Fracastoro 
of  Verona. 

Bedford,  T. — The  Warmth  Factor  in  Comfort  at  Work. 
Christensen,  O. — Pathophysiology  of  Hunger  Pains. 

Cobb,  S. — A Preface  to  Nervous  Disease. 

Cramer,  W. — Fever,  Heat  Regulation,  Climate  and  the 
Thyroid-Adrenal  Apparatus. 

Eggleton,  G. — Muscular  Exercise. 


Fieser,  L.  F. — The  Chemistry  of  Natural  Products  Re- 
lated to  Phenanthrene. 

Gamier  and  DelaMare — Dictionnaire  des  Termes  Tech- 
nique de  Medecine. 

Glass,  D.  V. — The  Struggle  for  Population. 

Harrison,  B.  J.  M. — Textbook  of  Roentgenology. 

Johnson,  F.  E. — Economics  and  the  Good  Life. 

Laidler,  H.  W. — A Program  for  Modern  America. 
Langdon-Brown,  W. — The  Integration  of  the  Endocrine 
System. 

Linton,  R. — The  Proper  Study  of  Mankind. 

Malmberg,  C. — Diet  and  Die. 

M’Gouigle,  G.  C.  M. — Poverty  and  Public  Health. 
Meakins,  J.  C. — Practice  of  Medicine. 

Oliver,  J.  R. — The  Ordinary  Difficulties  of  Everyday  Peo- 
ple. 

Pryor,  H.  B. — Width-Weight  Tables. 

Rolleston,  H.  D. — The  Endocrine  Organs  in  Health  and 
Disease. 

Schumann,  E.  A. — Textbook  of  Obstetrics. 

Snyder,  T.  E. — Our  Enemy  the  Termite. 

Spaulding,  E.  G. — A World  of  Chance  or  Whence, 
Whither  or  Why? 

Speransky,  A.  D. — A Basis  for  the  Theory  of  Medicine. 
Thomas,  H. — The  Story  of  the  Human  Race. 
Weisenburg,  T.,  et  als. — Adult  Intelligence. 

Wollheim  and  Schauinsland — The  Hermannsdorfer-Sauer- 
bruch  Diet. 

Worker’s  Nutrition  and  Social  Policy — International 
Labor  Office. 

Yearbook  of  Agriculture.  1936. 

Principles  of  Chemistry.  An  Introductory  Textbook 
of  Inorganic,  Organic  and  Physiological  Chemistry 
for  Nurses  and  Students  of  Home  Economics  and 
Applied  Chemistry.  “With  Laboratory  Experiments. 
By  JOSEPH  H.  ROE,  Ph.  D.,  Professor  of  Biochem- 
istry, School  of  Medicine,  George  Washington  Uni- 
versity; etc.  Fourth  Edition.  St.  Louis.  The  C.  V. 
Mosby  Company.  1936.  Octavo  of  475  pages.  Illus- 
trated. Cloth.  Price,  $2.75. 

The  time  allotted  to  the  study  of  chemistry'  in 
the  nursing  curriculum  is  hardly  more  than  from 
10  per  cent  to  15  per  cent  of  that  required  in  this 
subject  for  medical,  dental  and  pharmacy  students. 
The  preparation  of  a satisfactory  text  to  cover  the 
essentials  of  inorganic,  organic  and  physiological 
chemistry  and  laboratory  exercises  in  the  forty-five 
to  fifty  hours  given  the  subject  in  the  nursing  cur- 
riculum is,  therefore,  an  extremely  difficult  task. 

In  the  fourth  edition  of  Roe’s  Principles  of 
Chemistry  for  nurses  and  home  economics  students, 
just  published  by  The  C.  V.  Mosby  Company,  St. 
Louis,  Missouri,  the  author  has  covered  the  field 
briefly  but  as  satisfactorily,  we  believe,  as  is  likely 
to  be  done. 

In  addition  to  the  chapters  that  we  ordinarily  find 
in  a text  of  this  kind,  milk,  blood,  digestion,  meta- 
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holism,  vitamins,  foods,  nutrition,  internal  secretions 
and  excretions,  are  all  discussed  in  separate  chap- 
ters. These  are  brief  but  are  clear,  and  present  the 
subjects  in  a way  that  may  be  readily  understood 
by  beginners.  The  style  is  easy  and  the  review 
questions  unusually  good.  A summary  of  each  chap- 
ter would  probably  add  to  the  book  as  a text. 

There  are  thirty-five  laboratory  exercises,  all  well 
chosen  and  the  instructions  are  good.  Altogether  the 
author  has  made  a creditable  contribution  to  the 
teaching  of  chemistry  to  the  groups  for  which  the 
book  has  been  written.  It  is  impossible,  however, 
to  complete  even  this  brief  presentation  of  the  sub- 
ject in  anything  like  the  time  allotted. 

What  the  solution  of  the  problem  of  chemistry  in 
the  nursing  course  is  to  be  is  a question  that  cur- 
riculum makers  have  failed  utterly  to  answer. 

W.  F.  Rudd,  Ph.  B. 

An  Introduction  to  Public  Health.  By  HARRY  S. 
MUSTARD,  M.  D.,  Associate  Professor,  Public 
Health  Administration,  the  Johns  Hopkins  Univer- 
sity; Director,  Eastern  Health  District,  Baltimore, 
Md.;  Lecturer  on  Public  Health  and  Sanitation, 
the  Johns  Hopkins  Hospital  School  of  Nursing. 
New  York.  The  Macmillan  Company.  1936.  Oc- 
tavo of  250-xi  pages.  Cloth.  Price,  $2.50. 

This  is  a new  book  and  one  designed  to  help, 
not  only  the  Health  Officer  and  Public  Health 
Nurse,  but  in  my  opinion,  it  should  be  read  by 
every  physician  who  comes  into  contact  with  any 
disease  of  a Public  Health  nature. 

In  the  first  chapter  is  taken  up  a very  important 
subject  and  one  which  is  often  neglected,  namely, 
the  background  of  Public  Health  work,  in  which  it 
discusses  the  biology  and  social  background  of 
hygiene,  medicine  and  the  scientific  methods,  con- 
tributors to  public  health  knowledge,  also  medical 
care  as  a function  of  Public  Health,  medical  service 
and  state  medicine. 

In  succeeding  chapters  are  such  subjects  as  vital 
statistics  in  which  a model  law  is  discussed  and  or- 
ganization of  a health  department.  The  chapter  on 
acute  communicable  diseases  deserves  special  men- 
tion for  its  completeness  and  accuracy  of  facts. 
Every  doctor  will  find  many  helpful  suggestions 
here. 

Special  chapters  are  given  over  to  tuberculosis 
and  venereal  diseases,  also  sanitation,  the  individ- 
ual and  his  personal  health,  childbearing,  and  its 
relation  to  Public  Health,  hygiene  of  infancy  and 
young  childhood,  school  health  service  with  the 
closing  chapter  taking  up  the  Public  Health  aspects 


of  certain  non-communicable  diseases,  such  as  can- 
cer and  mental  diseases. 

This  is  an  important  work  on  Public  Health  and 
it  cannot  be  too  highly  recommended. 

C.  L.  OUTL.A.ND,  M.  D. 

Keeping  Your  Child  Normal.  Suggestions  for  Par- 
ents, Teachers  and  Physicians:  with  a Critical 
Estimate  of  the  Influence  of  Psychoanalysis.  By 
BERNARD  SACHS,  M.  D.,  Former  President,  New 
York  Academy  of  Medicine;  President,  First  Inter- 
national Neurological  Congress,  Berne,  1931;  Direc- 
tor of  Child  Neurology  Research.  New  York.  Paul 
B.  Hoeber,  Inc.  1936.  12mo  of  vii-148  pages. 
Cloth.  Price,  $1.50. 

.Anything  written  by  Dr.  Bernard  Sachs  is  well 
written  and  backed  by  high  intelligence  and  wide 
experience.  Would  that  the  same  could  be  said  of 
the  majority  of  books  on  the  subject  of  childhood! 
In  no  time  in  the  history  of  the  world  has  there 
been  so  much  poor  and  even  harmful  advice  dished 
out  to  parents  and  teachers.  Syndicated  columns 
in  every  newspaper,  articles,  and  advertisements  in 
nearly  every  magazine,  the  radio,  innumerable  lec- 
tures, propagandists  of  various  schools,  and  cults, 
and  hundreds  of  books  both  cheap  and  e.xpensive 
attempt  to  tell  us  how  to  rear  our  children,  and  in 
spite  of  all  this  direction,  admonition,  and  uplift 
we  hear  that  we  have  the  worst  children  the  world 
has  ever  known.  One  who  attempts  to  keep  oneself 
informed  would  hardly  think  there  is  a normal 
child  left  in  our  population.  Still  Dr.  Sachs  rightly 
assumes  that  most  children  are  normal,  and  ad- 
dresses himself  to  those  in  charge  of  these  children 
in  an  endeavor  to  keep  them  normal.  Many  children 
are  only  abnormal  because  their  parents  and  in- 
structors have  read  and  heard  too  much  of  psychol- 
ogy, se.x  trauma,  sterilization,  birth  control,  mental 
tests,  child  guidance,  and  what  not.  In  Keeping 
Your  Child  Normal  Dr.  Sachs  has  applied  common 
sense,  a sense  of  decency,  and  a sense  of  proportions. 
And  who  could  do  this  better  than  this  wise  and 
matured  neurologist?  The  only  possible  disappoint- 
ment this  short  book  could  offer  is  the  wish  that  it 
were  longer.  In  making  it  short,  however.  Dr.  Sachs 
probably  has  again  shown  his  wisdom.  People  have 
been  kept  in  the  right  path  many  thousands  of  years 
by  another  much  shorter  document — The  Ten  Com- 
mandments— and  no  one  has  complained  of  the 
brevity.  If  more  people  responsible  for  children 
would  read  Dr.  Sachs’  little  book  on  normal  chil- 
dren, they  could  save  themselves  the  perusal  of  a 
vast  number  of  abnormally  written  printed  pages. 

Beverley  R.  Tucker,  M.  D. 
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Editorial 


Can  We  Reduce  the  Death  Rate  From  Pneu- 
monia in  Virginia? 

.\bout  six  years  ago  the  State  of  Massachusetts, 
recognizing  the  serious  annual  loss  of  life  from 
pneumonia,  inaugurated  a campaign  of  early  diag- 
nosis, improved  medical  and  nursing  care,  and  pro- 
fessional and  lay  education.  New  York  followed 
suit  and  during  the  past  year  has  been  actively  en- 
gaged in  a campaign  to  combat  a disease  which  ranks 
third  as  a cause  of  death  in  that  state.  ^Measures  to 
reduce  its  incidence, — such  as  the  prophylactic  use 
of  vaccine,  the  prevention  of  common  colds,  and  the 
better  care  of  the  human  body  during  the  pneumonia 
season, — were  canvassed.  The  greatest  effort  was 
expended  upon  popularizing  the  necessity  for  better 
treatment.  To  this  end  all  available  knowledge  con- 
cerning the  care  of  the  disease  was  disseminated,  em- 
phasis being  laid  upon  the  value  of  an  early  clinical 
diagnosis  and  an  accurate  bacterial  diagnosis.  To 
the  profession  especially  the  fact  was  emphasized 
that  although  it  is  generally  conceded  that  skilled 
nursing  is  one  of  the  most  important  factors  in  de- 
termining the  outcome  in  pneumonia  many  persons 
were  being  denied  it  because  of  its  expense.  The 
Metropolitan  Life  Insurance  Company  some  time 
ago  demonstrated  that  half  of  its  policyholders  who 
had  died  of  pneumonia  had  been  without  it  for  this 
reason.  Oxygen  is  a valuable  adjunct  in  the  mod- 
ern treatment  of  pneumonia.  In  cases  with  cyanosis 


it  is  essential.  Yet  statistics  show  that  ver}^  few  re- 
ceive the  benefit  of  this  extremely  valuable  ther- 
apeutic aid.  Serum  therapy  is  now  on  a pretty  firm 
foundation  of  proven  value.  In  Type  I its  use  has 
reduced  the  mortality  from  33.6  per  cent  to  15.7 
per  cent;  in  Type  II,  from  45.3  per  cent  to  33.1  per 
cent;  in  TA’pe  VII,  from  21.9  per  cent  to  6.1  per 
cent;  in  Type  VIII,  from  28  per  cent  to  14.3  per 
cent.  The  campaign  in  New  York  State,  which  still 
continues,  is  sponsored  by  the  INIedical  Society  of 
the  state,  the  New  York  Health  Department,  the 
Metropolitan  Life  Insurance  Company,  the  Associa- 
tion of  Public  Health  Laboratories,  and  the  Com- 
monwealth Fund.  Its  object  has  been  enormously 
furthered  by  grants  from  the  Metropolitan  Life  In- 
surance Company  and  by  funds  voted  it  by  the  New 
York  State  Legislature. 

In  Virginia  also  pneumonia  takes  a heavy  toll  of 
human  life,  with  a death  rate  of  between  110  and 
129  per  100,000,  the  same  death  rate  which  has 
alarmed  New  York  and  a higher  death  rate  than 
now’  obtains  in  Massachusetts.  The  President  of 
the  ^Medical  Society  of  Virginia,  realizing  these  facts 
and  being  conversant  wdth  the  success  of  other  states 
in  reducing  their  pneumonia  death  rate,  has  ap- 
pointed a committee  from  the  Medical  Society  of 
Virginia  to  study  our  own  pneumonia  situation  and 
to  make  a recommendation  at  the  next  meeting  of  the 
Society  as  to  what  steps  can  be  taken  to  reduce  our 
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own  high  mortality.  This  committee  will  need  the 
support  of  every  physician  in  the  State  of  Virginia, 
of  the  State  Health  Department  and  of  all  other 
agencies  interested  in  the  health  of  our  people.  Its 
first  work  will  necessarily  be  fact  finding,  but  it  is 
expected  that  it  will  bring  in  some  concrete  sugges- 
tions that  may  be  applied  immediately  to  the  solu- 
tion of  our  local  problem. 

Alcohol  in  the  Curriculum. 

A book  on  alcohol  by  a doctor  might  have  been 
popular  with  the  medical  profession  a generation 
ago,  for  our  forefathers  thought  a great  deal  of  al- 
cohol as  a medicine.  Robley  Dunglison  in  1846, 
for  example,  stated  that  it  acted  as  a powerful  stim- 
ulus and  as  such  was  useful  in  the  prevention  and 
cure  of  disease.  In  1873  Austin  Flint,  commenting 
upon  the  importance  of  alcohol  in  therapeutics  ad- 
vocated its  use  “whenever”  the  great  object  is  to 
keep  the  patient  alive  until  the  disease  has  reached 
the  end  of  its  career  and  advanced  into  the  stage  of 
resolution.”  Lauder  Brunton  in  1898,  classified  it 
as  one  of  the  vascular  stimulants  and  strongly  ad- 
vocated its  use  in  the  fevers,  especially  the  post- 
febrile  collapse  common  to  typhoid  and  typhus.  Its 
use  became  popular  in  the  treatment  of  pneumonia 
and  pneumonitis,  in  typhus  and  typhoid,  and  in  other 
continued  fevers.  It  was  employed  to  “ward  off  a 
cold”  or  to  “break  up  a cold.^’  It  was  used  after  ac- 
cidents and  injuries  and  exposure.  Within  our  own 
recollection  it  enjoyed  brief  but  loud  acclaim  in  the 
treatment  of  diabetes. 

Today  alcohol  has  been  stripped  of  nearly  all  of 
its  reputation  as  a therapeutic  agent  and  the  med- 
ical profession  makes  very  little  direct  application 
of  it  e.xcept  as  an  external  remedy  and  as  a vehicle 
for  other  drugs.  A book  on  alcohol  by  a modern 
physician  therefore  has  to  be  explained.  This  can 
be  done  easily  in  the  case  of  Alcohol  and  the  Habit 
Forming  Drugs,  by  Grant  M.  Donnelly,  M.  D., 
since  this  small  volume  is  not  intended  for  the  med- 
ical profession.  It  is  intended  for  boys  and  girls 
of  teen  age  and  was  written  for  use  in  the  schools 
of  North  Carolina  in  the  sixth  and  seventh  grades. 
In  language  clear  enough  to  be  understood  by  the 


early  adolescent,  the  facts  concerning  the  action  of 
alcohol,  the  alcoholic  beverages,  and  certain  drugs 
which  may  be  classed  as  habit-forming  substances, 
are  set  forth  in  a simple,  interesting  and  scientific 
way.  Beginning  with  the  story  of  alcohol,  its  his- 
tory from  early  Egyptian  times,  its  composition,  its 
method  of  manufacture  and  its  uses,  the  author  pro- 
ceeds to  tell  about  the  former  use  of  alcohol  in  the 
treatment  of  disease  and  to  e.xplain  why  that  method 
of  treatment  has  now  been  outmoded,  about  the  effect 
of  alcohol  on  living  cells,  particularly  those  con- 
cerned in  the  circulation  of  the  blood,  the  tempera- 
ture of  the  body,  the  gastro-intestinal,  the  nervous 
and  muscular  systems.  Without  any  of  the  vehem- 
ence of  the  crusader  the  author  offers  his  evidence 
to  show  that  “alcohol  does  weaken  the  race,”  and 
that  its  injurious  effects  may  be  passed  on  through 
many  generations,  that  alcohol  shortens  life,  and 
that  it  promotes  insanity,  crime  and  accidents.  Such 
an  honest  presentation  of  facts  should  make  its  im- 
pression upon  adolescents  and  serve  an  enormously 
useful  function  in  preventive  medicine.  The  ap- 
proval of  the  medical  profession  can  add  immeas- 
urably to  its  circulation.  The  Virginia  Medic.4l 
Monthly  would  like  to  see  it  introduced  into  the 
schools  of  Virginia. 

This  Decadent  Age. 

A woman  was  knocked  down  by  an  automobile 
the  other  day.  Nothing  unusual  about  that. 

The  woman  w'as  rushed  into  a nearby  private 
hospital  for  emergency  treatment.  Nothing  unusual 
about  that. 

The  woman  was  successfully  treated  and  aften  ten 
days  was  dismissed  from  the  hospital,  cured.  Noth- 
ing unusual  about  that. 

When  the  woman  was  presented  with  a bill  for 
$65.00  for  room,  board,  dressings,  and  general  hos- 
pital care,  she  showed  indignation  and  stalked  out 
of  the  front  door  declaring  that  she  had  been  taken 
to  the  hospital  without  her  knowledge  or  consent, 
and  whereas  she  admitted  that  she  had  been  well 
treated  and  was  now  well  again,  she  felt  no  re- 
sponsibility for  a bill  she  had  not  voluntarily  con- 
tracted. Nothing  unusual  about  that? 
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President's  Message 


Special  Committees. 

To  THE  Members  of  the  ^Medical  Society  of 

\'lRGINIA : 

In  surveying  the  varied  activities  of  your  Society 
during  the  past  year,  as  set  forth  in  the  reports  of 
your  committees,  you  have  doubtless  noted  a de- 
cided broadening  of  its  scope  as  compared  with  that 
of  only  a few  years  ago.  This  trend  is  both  proper 
and  necessary.  Xo  longer  is  the  function  of  a State 
Society  solely  that  of  a forum  for  the  exchange 
of  views  concerning  the  diagnosis  and  treatment  of 
disease;  many  other  matters  pertaining  to  health 
must  be  dealt  with. 

We  are  witnessing  profound  changes  in  our  social 
structure  and  it  is  difficult  to  predict  to  what  extent 
our  activities  as  physicians  will  ultimately  be  af- 
fected. Though  we  may,  as  individuals,  object  to 
what  we  consider  fanciful  innovations  or  unwar- 
ranted intrusions  upon  our  special  fields,  we  are  ob- 
liged to  admit  that  present-day  endeavors  to  im- 
prove man’s  social  status  spring,  in  the  main,  from 
humanitarian  motives.  It  behooves  us,  then,  to 
adopt  an  attitude  of  tolerance  and  cooperation,  in- 
sofar as  our  principles  will  permit,  rather  than  one 
of  unyielding  opposition.  Thus  we  may  expect  to 
achieve  a positive  role  in  shaping  mutations  that  ap- 
pear inevitable;  and  we  may  hope,  in  the  changing 
order  ahead,  to  establish  and  preserve  whatever  of 
good  exists  in  the  present  order. 

To  this  end  your  Society  is  exerting  ever}-  effort 
to  maintain  contact  and  harmony  between  the  grow- 
ing number  of  State,  Federal  and  lay  organiza- 
tions for  the  promotion  of  health  on  the  one  hand 
and  the  independent  practitioner  of  medicine  on 
the  other.  In  the  appointment  of  certain  special  com- 
mittees, this  broad  objective  has  been  kept  in  mind. 

For  several  years  committees  have  been  appointed 
on  child  welfare  and  maternal  welfare.  The  need 
for  these  committees  has  been  questioned,  even  by 
the  members  themselves.  To  my  own  mind  these 
subjects  require  special  attention  from  your  Society 
for  very  definite  reasons.  Under  the  provisions  of 
the  new  National  Security  .-^ct,  the  Federal  Govern- 
ment allots  to  the  States  a considerable  sum  of  money 


to  be  used  for  the  promotion  of  child  and  maternal 
welfare.  This  money  comes  through  the  State  Health 
Department,  to  be  applied  to  the  purpose  specified 
and  in  a manner  to  be  determined  by  the  Depart- 
ment and  the  practising  medical  profession.  It  is 
the  desire  of  all  concerned  that  these  funds  be  used 
in  the  best  possible  way.  To  this  end,  it  is  essential 
that  some  group  composed  of  those  in  touch  with 
the  problems  in  these  special  fields  be  designated  to 
serve  in  an  advisory  capacity,  both  as  to  the  general 
policy  to  be  followed  in  carrying  on  the  work  and 
also  as  to  the  results  secured. 

On  Child  Welfare  I have  appointed  the  fol- 
lowing Committee: 

Dr.  F.  D.  Wilson,  Norfolk,  Chairman. 

Dr.  J.  B.  Stone,  Richmond. 

Dr.  C.  E.  Conrad,  Harrisonburg. 

Dr.  W.  B.  Mcllwaine,  Petersburg. 

Dr.  J.  M.  Bishop,  Roanoke. 

Dr.  E.  A.  Harper,  Lynchburg. 

Dr.  R.  D.  Butterworth,  Richmond. 

Dr.  R.  D.  Bates,  Newtown. 

Dr.  L.  T.  Royster,  University. 

On  Maternal  Welfare  the  Committee  consists 
of : 

Dr.  F.  O.  Plunkett,  Lynchburg,  Chairman. 

Dr.  C.  J.  Andrews,  Norfolk. 

Dr.  M.  P.  Rucker,  Richmond. 

Dr.  T.  J.  Williams,  University. 

Dr.  A.  M.  Groseclose,  Roanoke. 

In  accordance  with  the  policy  already  adopted  by 
your  Society  at  its  meeting  in  1935,  a Committee 
TO  Arrange  a Program  for  the  Health  Divi- 
sion OF  the  Virginia  Conference  of  Social 
Work  is  appointed  as  follows: 

Dr.  Basil  B.  Jones,  Richmond,  Chairman. 

Dr.  P.  W.  Miles,  Danville. 

Dr.  D.  C.  Wilson,  University. 

Dr.  W.  P.  Jackson,  Roanoke. 

Dr.  Fred  P.  Fletcher,  Richmond. 

Included  in  the  report  of  this  Committee  was  a re- 
quest from  the  Virginia  Welfare  Council  that  a rep- 
resentative of  the  Medical  Society  of  Virginia  be 
designated  as  a member  of  the  Council.  This  report 
was  adopted  by  your  House  of  Delegates  and  I am 
appointing  Dr.  Fred  P.  Fletcher  of  Richmond  to 
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represent  this  Society  as  a member  of  the  Virginia 
Welfare  Council. 

It  has  been  suggested  that  a committee  be  chosen 
To  Study  the  Pneumonia  Situation  in  Virginia 
and  make  a report  at  the  next  meeting  of  the  Society. 
Such  data  as  we  have  concerning  this  important  dis- 
ease have  been  gathered  from  other  sections  of  the 
country  and  may  or  may  not  apply  to  our  section. 
While  therapeutic  endeavor  has  been  in  the  main 
fruitless  in  reducing  pneumonia  mortality,  there  is 
general  agreement  that  certain  measures  are  of  value, 
while  others  frequently  resorted  to  may  be  actually 
harmful.  I am  convinced  that  an  approach  to  our 
own  problem  in  Virginia  includes  a thorough  survey 
of  our  own  situation  as  regards  the  incidence  and 
types  of  the  disease  and  the  kind  of  management 
now  in  vogue.  The  ultimate  objective  of  this  en- 
deavor is,  of  course,  improvement  in  treatment  with 
reduction  in  the  annual  pneumonia  mortality.  To 
this  Commission  I have  appointed : 

Dr.  Wyndham  B.  Blanton,  Richmond,  Chairman. 

Dr.  Walter  B.  Martin,  Norfolk. 

Dr.  H.  B.  Mulholland,  University. 

Dr.  P.  S.  Smith,  Abingdon. 

Dr.  Harry  Walker,  Richmond. 

.\t  the  last  meeting  of  the  House  of  Delegates  a 
motion  was  adopted  that  a Committee  of  three  or 
five  be  appointed  by  the  President  To  Confer 
With  the  State  Board  of  Nurses’  Examiners 
pertaining  to  such  matters  as  might  be  of  mutual 
interest  to  the  physicians  and  nurses  and  to  report 
back  at  the  next  meeting  of  the  House  of  Delegates. 
This  Committee  has  been  appointed  accordingly 
and  is  as  follows: 

Dr.  W.  L.  Peple,  Richmond,  Chairman. 

Dr.  J.  C.  Flippin,  University. 

Dr.  F.  S.  Johns,  Richmond. 

Dr.  R.  L.  Payne,  Norfolk. 

Dr.  Hugh  H.  Trout,  Roanoke. 

The  personnel  of  the  Committee  to  Administer 
the  Trust  Fund  for  Post-Graduate  Clinical 
Education  is  automatically  provided  for  in  the  By- 
Laws,  Article  IX,  Section  1.  For  this  )'ear  the  Com- 
mittee is: 


Dr.  P.  St.  L.  Moncure,  Chairman. 

Dr.  F.  H.  Smith. 

Dr.  R.  D.  Bates. 

Dr.  J.  C.  Flippin. 

Dr.  I.  C.  Harrison. 

As  an  Advisory  Board  to  the  Woman’s  Auxil- 
iary I have  reappointed  Dr.  J.  Allison  Hodges,* 
Chairman,  and  Dr.  F.  J.  Wright  and  have  added 
Dr.  P.  St.  L.  Moncure. 

The  Walter  Reed  Commission  will  be  again 
headed  by  Dr.  C.  P.  Jones  of  Newport  News  as 
Chairman.  The  other  members  are  Dr.  J.  D.  Clem- 
ents, Ordinary,  Va.,  and  Dr.  M.  H.  Harris,  West 
Point. 

Pursuant  to  a request  from  the  Surgeon  General 
of  the  U.  S.  Public  Health  Service,  a committee 
from  your  Society  has  been  formed  to  deal  with  the 
problem  of  syphilis  control  in  the  State.  It  is  in- 
tended that  this  committee  “(a)  review  the  avail- 
able information  on  the  syphilis  problem  in  the 
State;  (b)  cooperate  in  assembling  necessary  addi- 
tional information  concerning  the  nature  and  ex- 
tent of  the  facilities  which  now  exist  for  the  diag- 
nosis, treatment  and  public  health  control  of  syphi- 
lis; and  (c)  recommend  such  supplemental  and  new 
State  and  local  facilities  and  measures  as  seem  de- 
sirable in  dealing  with  this  infection  which  is 
nation-wide  in  its  importance  and  distribution.” 

The  Committee  is  as  follows: 

Dr.  Ennion  S.  Williams,  Richmond,  Chairman. 

Dr.  R.  DeV.  Kimbrough,  Norfolk. 

Dr.  E.  E.  Barksdale,  Danville. 

Dr.  D.  C.  Smith,  University. 

While  your  committees  are  expected  to  devote  at- 
tention to  their  special  fields,  it  is  hoped  that  every 
member  of  the  Society  will  inform  himself  concern- 
ing what  is  being  done.  It  is  the  desire  of  the 
several  bodies  representing  you  that  your  view's  be 
interpreted  as  faithfully  as  is  possible  and  I am  sure 
that  any  committee  member  will  welcome  any  sug- 
gestion or  criticism  a member  may  make. 

J.  Morrison  Hutcheson, 
President  of  Medical  Society  of  Virginia. 


*We  regret  to  announce  the  death  of  Dr.  Hodges  since  this  appointment. 
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Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


New  Members. 

At  the  Staunton  meeting  of  the  Medical  Society 
of  Virginia,  the  new  president,  Dr.  J.  M.  Hutcheson, 
announced  the  appointment  of  the  following  mem- 
bers of  the  Department  of  Clinical  and  Medical  Edu- 
cation : 

Dr.  P.  St.  L.  Moncure,  Chairman, 

Dr.  I.  C.  Riggin, 

Dr.  J.  C.  Flippin, 

Dr.  Lee  E.  Sutton, 

Dr.  John  R.  Hamilton, 

Dr.  G.  M.  Naff. 

Dr.  Moncure,  the  new  chairman,  as  retiring  presi- 
dent of  the  Society  brings  to  the  Department  valu- 
able experience  gained  in  that  office  as  well  as 
through  his  extensive  practice.  Dr.  F.  H.  Smith  who 
so  ably  and  earnestly  served  as  chairman  of  the 
Department  during  the  past  year  is  thus  succeeded 
by  one  who  is  admirably  qualified  to  carrj'  on  this 
important  work.  Dr.  Hamilton  of  Nassawadox, 
and  Dr.  Naff  of  Emporia,  succeed  Dr.  G.  F.  Simp- 
son and  Dr.  H.  C.  Henry.  Drs.  Riggin,  Flippin 
and  Sutton  continue  to  serve  the  Department  as  rep- 
resentatives of  the  State  Department  of  Health,  Uni- 
verstiy  of  Virginia  Medical  School,  and  the  Med- 
ical College  of  Virginia,  respectively. 

The  Chairman  is  planning  a meeting  of  the  mem- 
bers early  in  the  New  Year. 

Pediatrics. 

The  first  post-graduate  course  in  pediatrics  con- 
ducted by  the  new  clinician.  Dr.  Jay  M.  Arena,  was 
completed  on  November  28th.  As  previously  an- 
nounced, the  meetings  for  this  course  were  held  at 
Lovingston  in  Nelson  County  and  at  Orange  in 
Orange  County.  The  attendance  in  Nelson  County 
w'as  especially  good.  Every  doctor  in  the  county  en- 
rolled for  the  course  except  one  who  is  retired.  In 
Orange  County,  the  total  enrollment  and  attendance 
was  larger  due  to  the  fact  that  the  physicians  of 
Louisa,  Madison  and  Greene  Counties  were  invited 
to  attend.  Questionnaires  received  from  the  doctors 
who  attended  the  course  in  these  two  centers  indicate 


that  the  lectures  and  consultations  have  been  highly 
beneficial.  One  of  the  most  pleasing  results  has 
been  the  increased  interest  among  the  doctors  in 
the  activities  of  the  local  IMedical  Societies.  In  ad- 
dition to  the  lectures,  clinics,  office  visits  and  con- 
sultations, a talk  was  made  before  a local  parent- 
teacher  organization. 

To  fill  in  the  short  period  between  November  28th 
and  Christmas  week,  a departure  from  the  usual 
practice  was  made  in  offering  a more  concentrated 
course  in  Suffolk  for  the  doctors  of  the  city  of  Suf- 
folk, Nansemond  County  and  Isle  of  Wight  County. 
In  this  center,  two  lectures  or  clinics  are  being  held 
during  each  of  three  weeks  on  Tuesdays  and  Thurs- 
days. A report  received  at  the  end  of  the  first  week 
indicated  that  the  interest  and  attendance  in  this 
center  is  growing  and  that  they  will  be  greater  than 
expected. 

Evidence  continues  to  be  shown  that  there  is  a 
very  great  demand  throughout  the  State  for  the  post- 
graduate course  in  pediatrics.  The  returns  from 
questionnaires  indicate  that  there  are  more  than  five 
times  as  many  requests  for  courses  in  this  subject 
as  in  all  others. 

The  Roanoke  Academy  of  Medicine  at  its  Decem- 
ber meeting  approved  the  offering  of  a course  within 
its  territor}-  beginning  the  first  week  in  January. 
Arrangements  are  now  being  made  for  this  course. 
No  definite  schedule  has  been  arranged  later  than 
February  6th.  Local  societies  wishing  a course  in 
pediatrics  after  that  date  should  communicate  with 
the  .Acting  Executive  Secretary. 

Obstetrics  and  Gynecology. 

As  reported  in  the  last  issue  of  the  Virginia  Med- 
ical Monthly,  a post-graduate  course  in  obstetrics 
and  gynecology  is  now  being  conducted  in  Buchanan, 
Dickenson,  Russell  and  Tazewell  Counties.  The 
meetings  which  were  held  for  the  first  two  weeks 
at  Grundy  have  been  changed  to  Haysi  in  order  to 
enable  doctors  in  Dickenson  County  to  attend  with 
less  inconvenience.  The  interest  in  this  center  has 
been  especially  pleasing. 
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Questionnaires  received  from  those  who  have  at- 
tended Dr.  Shamburger’s  course  indicate  that  his 
use  of  films  and  demonstrations  have  been  very  valu- 
able features  of  the  course.  While  lack  of  clinical 
material  continues  to  be  the  most  serious  handicap, 
considerable  success  in  overcoming  this  has  been  at- 
tained through  office  consultations  and  bedside  visits 
of  the  clinician  with  individual  doctors. 

Dr.  Shamburger  has  accepted  the  invitation  of  the 
Carroll-Grayson  County  Medical  Society  to  appear 
on  its  program  December  8th.  At  that  time  he  will 
present  a paper  on  “The  Complications  of  the  Sec- 
ond Stage  of  Labor”  and  show  films  on  the  same 
subject. 

With  the  approval  of  the  Northern  Neck  of  Vir- 
ginia Medical  Association,  a post-graduate  course 


is  being  arranged  to  begin  January  4th.  Lectures 
and  clinics  will  be  held  on  alternate  weeks  at  War- 
saw and  Wicomico  Church.  In  connection  with  this 
course,  plans  are  being  made  to  conduct  meetings 
also  in  the  adjoining  territory. 

Dr.  Shamburger  is  now  preparing  a handbook 
on  obstetrics  and  gynecology  which  we  hope  will  be 
available  for  those  attending  his  courses  shortly  after 
Christmas. 

Local  societies  wishing  to  arrange  for  either  of 
the  clinicians  to  appear  on  local  programs  or  to  con- 
duct post-graduate  courses  within  their  confines 
should  communicate  with: 

J.  A.  Rorer,  Acting  Executive  Secretary, 

P.  O.  Box  1487,  University  Station, 
Charlottesville,  Virginia. 


Proceedings  of  Societies 


The  Northern  Neck  Medical  Association 

Held  its  annual  meeting  at  Montross,  Va.,  on 
October  22nd  under  the  presidency  of  Dr.  Lee  S. 
Liggan  of  Irvington.  The  doctors  gathered  for 
luncheon  at  1 :30  p.m.  at  the  Log  House,  Wash- 
ington Birthplace,  and  the  meeting  was  followed  by 
dinner  at  the  same  place. 

ISIr.  J.  A.  Rorer,  acting  e.xecutive  secretary  of  the 
Department  of  Clinical  and  Medical  Education  of 
the  State  Society,  gave  information  concerning  the 
post-graduate  courses  now  being  given  in  the  State 
under  the  auspices  of  this  Department  and  it  was 
decided  to  have  a five  weeks’  course  in  the  Northern 
Neck  sometime  during  the  winter. 

The  following  doctors  presented  papers:  Drs. 
Harry  Walker,  H.  H.  Ware,  and  Nathan  Bloom, 
all  of  Richmond;  Dr.  Blight  Harrison,  Fredericks- 
burg; Dr.  E.  R.  Moorman,  Kilmarnock;  and  Dr. 
R.  E.  Booker,  Lottsburg.  There  was  a good  atten- 
dance including  a number  of  visitors  from  Rich- 
mond and  Fredericksburg. 

Officers  elected  for  the  coming  year  are:  Presi- 
dent, Dr.  E.  R.  Moorman,  Kilmarnock;  vice-presi- 
dents, Dr.  C,  Y.  Griffith,  Mt.  Holly,  and  Dr.  M.  C. 
Oldham,  Lancaster;  and  secretary-treasurer.  Dr.  E. 
T.  Ames,  Montross  (re-elected).  The  next  meeting 
will  be  held  at  Heathville  on  the  fourth  Thursday 
in  May,  1937. 


The  Medical  Society  of  Northern  Virginia, 
Composed  of  the  Counties  of  Clarke,  Frederick, 
Warren,  Page,  Rappahannock  and  Shenandoah, 
held  its  annual  meeting  in  Winchester  on  Decem- 
ber 4th.  At  this  time.  Dr.  George  H.  Smith  of 
Winchester,  was  elected  president  for  1937;  Dr. 
Harold  Miller  of  Woodstock,  vice-president;  and 
Dr.  J.  E.  Harris  of  Winchester  was  re-elected 
secretary-treasurer. 

The  Louisa  County  Medical  Society 

Is  now  holding  monthly  meetings  and  has  a mem- 
bership of  nine.  At  the  meeting  held  at  Mineral  on 
November  the  24th,  Dr.  W.  S.  Lloyd  of  Bumpass 
and  Dr.  T.  E.  Stanley  of  Beaver  Dam  were  ad- 
mitted to  membership.  At  this  time,  also.  Dr.  H.  S. 
Daniel  and  Dr.  H.  G.  Byrd,  both  of  Louisa,  were 
elected  president  and  secretary-treasurer,  respec- 
tively for  1937. 

The  Richmond  Academy  of  Medicine 

Held  its  annual  meeting  on  December  8th,  at 
which  time  the  following  officers  were  elected: 
President,  Dr.  M.  Pierce  Rucker;  vice-presidents. 
Dr.  Karl  S.  Blackwell  and  Dr.  M.  M.  Pinckney; 
and  secretary-treasurer,  Mrs.  John  L.  Burke  (re- 
appointed). The  reports  of  officers  and  committees 
were  given  for  the  year  and  the  meeting  was  fol- 
lowed by  a buffet  supper. 
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The  Halifax  County  Medical  Society 

Held  an  interesting  meeting  on  December  the 
11th  at  the  John  Randolph  Hotel  in  South  Boston. 
Immediately  after  the  dinner,  the  special  guest.  Dr. 
E.  C.  Hamblen,  of  Duke  University,  Durham, 
X.  C.,  spoke  on  the  subject  of  “The  Treatment  of 
Functional  Uterine  Bleeding.”  Following  this,  Dr. 
J.  D.  Hagood  of  Clover  and  Dr.  John  A.  Owen  of 
Turbeville  presented  case  reports. 

Dr.  D.  C.  Steelsmith  and  Dr.  Wm.  C.  Brann, 
both  of  South  Boston,  are  president  and  secretary, 
respectively,  of  this  society. 

Roanoke  Academy  of  Medicine. 

.\t  the  regular  meeting  of  the  Academy  held  on 
the  7th  of  December  a symposium  on  “Diseases 
Commonly  Encountered  in  Winter”  was  presented  as 
follows:  The  Common  Cold  by  Dr.  D.  B.  Stuart; 
Sinus  and  Magtoid  Infection  by  Dr.  Mortimer  Wil- 
liams; Influenza  and  Bronchitis  by  Dr.  Kenneth 
Graves;  Pneumonia  by  Dr.  Jerome  Natt;  Diseases 
of  Children  by  Dr.  Roger  DuBose;  and  Tubercu- 
losis by  Dr.  L.  R.  Broome. 

Drs.  E.  B.  Neal  and  Rupert  W.  Powell,  both  of 
Roanoke,  were  recently  elected  to  membership. 

Dr.  Fred  E.  Hamlin  is  president  of  the  .\cademy 
and  Dr.  J.  M.  Bishop  secretary-treasurer. 

The  South  Piedmont  Medical  Society 

IMet  in  Danville  on  November  24th,  with  the 
president.  Dr.  J.  W.  Devine,  Lynchburg,  presiding. 
The  program  included  a symposium  on  Diseases  of 
the  Kidney  by  Dr.  J.  J.  Neal  of  Danville,  Dr.  E. 
Harper  of  Lynchburg,  and  Dr.  Roy  W.  Up- 


church of  Danville.  Other  members  presenting 
papers  were:  Dr.  J.  M.  Shackelford,  Martinsville; 
Dr.  E.  S.  Groseclose,  L}Tichburg,  and  Dr.  R.  W. 
Garnett,  Danville.  The  invited  guests  who  also  read 
papers  were:  Dr.  H.  H.  Trout,  Roanoke;  Dr.  Edwin 
P.  Lehman,  University  of  Virginia;  and  Dr.  E.  C. 
Hamblen,  Durham,  N.  C. 

Dr.  J.  A.  Owen,  Turbeville,  is  secretary  of  this 
Society. 

The  Southside  Virginia  Medical  Association 
Held  its  regular  quarterly  meeting  in  Petersburg, 
December  8th,  w’ith  D.  G.  IM.  Naff  of  Emporia,  first 
vice-president,  presiding.  Those  taking  part  in  the 
program  were:  Drs.  A.  1.  Dodson,  H.  Page  Mauck 
and  W.  Ambrose  McGee  of  Richmond;  Drs.  H.  C. 
Jones,  J.  B.  Jones  and  Claiborne  Jones  of  Peters- 
burg; Drs.  IM.  H.  Todd  and  Eugene  L.  Lowenberg 
of  Norfolk;  and  Dr.  Wright  Clarkson  of  Peters- 
burg. 

The  following  officers  for  1937  were  elected: 
President,  Dr.  G.  M.  Naff,  Emporia;  vice-presidents. 
Dr.  W.  A.  Brumfield,  Farmville,  Dr.  Edward 
Joyner,  Suffolk,  Dr.  Fletcher  Wright,  Petersburg, 
and  Dr.  W.  J.  Ozlin,  South  Hill;  and  secretary- 
treasurer,  Dr.  R.  L.  Raiford  (re-elected),  Franklin. 
The  executive  committee  is  composed  of  Drs.  W.  D. 
Kendig,  Victoria,  J.  E.  Rawls,  Suffolk,  and  C.  S. 
Dodd,  Petersburg. 

There  ivas  a large  attendance  and  the  program 
w'as  excellent.  The  business  meeting  was  followed 
by  a dinner  given  by  the  Petersburg  doctors,  follow- 
ing which  they  adjourned  to  meet  again  on  the 
second  Tuesday  in  March. 


News  Notes 


Best  Wishes 
To  All  of  Our  Readers 
For  a Happy  and  Prosperous  Year 

The  Ceabcard  Medical  Association, 

Of  Virginia  and  N:;rth  Carolina,  h;ld  i;s  41st 
annual  meeting  in  Ta;‘l)orc,  N.  C,  Decan  cr  1-), 
under  the  presidency  oi  Dr.  Lpencer  P.  Ba-S,  of 
that  city.  The  attenuance  was  large,  and  the  pro- 
gram was  outstanding  in  the  elaborate  use  of  lan- 
tern slides  and  other  demonstrations  and  a free 


discussion  of  all  papers.  Invited  guests  were  Dr. 
R.  A.  Vonderlehr,  Assistant  Surgeon  General,  U.  S. 
Public  Health  Service;  Dr.  J.  M.  Ruffin,  Durham, 
N.  C. ; Dr.  J.  Shelton  Horsley,  Richmond,  Va.; 
Dr.  Howard  A.  Patterson,  New  York,  N.  Y. ; Dr. 
J.  Buren  Sidbury,  Wilmington,  N.  C.;  Dr.  A.  R. 
Shands,  Jr.,  Durham,  N.  C.;  Dr.  J.  P.  Hennessey, 
New  York,  N.  Y. ; and  Dr.  Charles  W.  Mayo, 
Rochester,  ^linn.  The  remainder  of  the  program, 
including  a symposium  on  diabetes,  was  conducted 
by  members  of  the  Association. 
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Officers  elected  for  the  coming  year  are:  Presi- 
dent, Dr.  P.  St.  L.  Moncure,  Norfolk,  Va. ; vice- 
presidents,  Dr.  R.  J.  Walker,  Jr.,  Tarboro,  N.  C., 
Dr.  Fred  C.  Rinker,  Norfolk,  Va.,  Dr.  Tom  Watson, 
Greenville,  N.  C.,  and  Dr.  Albert  A.  Creecy,  New- 
port News,  Va.;  and  secretary-treasurer.  Dr. 
Clarence  Porter  Jones,  Ne\vport  News,  Virginia. 
( re-elected ) . 

The  next  annual  meeting  will  be  held  at  the 
Cavalier  Hotel,  Virginia  Beach,  Va.,  December  7-9, 
1937. 

Changes  Among  Health  Officers. 

Dr.  J.  T.  Duncan  has  been  appointed  assistant 
health  officer  for  the  Alleghany-Rockbridge  Health 
District,  with  headquarters  at  Lexington,  Va.,  suc- 
ceeding Dr.  F.  N.  Thompson. 

Dr.  R.  Campbell  Manson  has  been  appointed 
assistant  to  Dr.  R.  G.  Beachley,  deputy  director  of 
Rural  Health,  in  the  State  Health  Department 
office  at  Abingdon,  Va. 

Dr.  B.  Randolph  Allen  has  been  appointed  assis- 
tant health  officer  in  the  Valley  Health  District  and 
will  continue  with  headquarters'  at  Luray,  Va. 

Dr.  J.  B.  Hopkins,  of  Pound,  Virginia,  was  ap- 
pointed December  21st  to  the  staff  of  the  Depart- 
ment’s bureau  of  communicable  diseases. 

Dr.  William  F.  Wild,  Health  Officer  of  the 
Nansemond-Suffolk-Isle  of  Wight  Health  Depart- 
ment, recently  tendered  his  resignation  to  accept  a 
position  in  another  jurisdiction. 

Dr.  J.  E.  Copeland, 

Round  Hill,  Va.,  celebrated  his  ninety-first  birth- 
day on  November  the  26th,  at  which  time  he  was 
the  recipient  of  many  good  wishes  from  his  friends. 

Dr.  Greer  Baughman, 

Richmond,  Va.,  has  been  appointed  surgeon  to 
the  Richmond  Fire  Department,  succeeding  Dr. 
W.  A.  Shepherd  who  recently  resigned. 

Dr.  C.  C.  Freed, 

Waynesboro,  Va.,  has  been  elected  as  one  of  the 
fifteen  directors  of  the  Chamber  of  Commerce  of 
that  city  for  1937. 

Married. 

Dr.  Robert  Leonard  King,  Seattle,  Wash.,  of  the 
class  of  ’28,^  University  of  Virginia  School  of  Med- 
icine, and  Miss  Phoebe  Easley  Edmunds  of  Hali- 
fax, Va.,  December  29. 


Dr.  Paul  K.  Candler  of  Emory,  Va.,  and  Miss 
Leah  Estelle  Haynie  of  Reedville,  Va.,  December 
22.  Dr.  Candler  is  a member  of  the  class  of  ’36, 
Medical  College  of  Virginia,  and  received  an  ap- 
pointment to  the  Norfolk  General  Hospital  at 
graduation. 

Dr.  George  Audney  Reynolds  and  Miss  Pearle 
Maupin  Young  of  Fredericksburg,  Va.,  December 
31.  Dr.  Reynolds,  who  is  a graduate  of  the  Emory 
University  School  of  Medicine  in  Atlanta,  Ga., 
later  completed  internships  at  the  Medical  College 
of  Virginia  Hospitals  and  the  Norfolk  General 
Hospital,  and  recently  located  at  Bowling  Green, 
Va.,  for  practice. 

Lectureship  Established 

A lectureship  in  honor  of  the  late  Dr.  C.  Jeff 
Miller  of  New  Orleans  has  been  established  by  the 
Southeastern  Surgical  Congress  and  it  is  arranged 
to  have  these  lectures  annually  during  the  meetings 
of  the  Congress.  Dr.  William  D.  Haggard,  professor 
of  clinical  surgery  at  Vanderbilt  University  at  Nash- 
ville has  been  selected  to  give  the  first  lecture  which 
will  be  in  Louisville  next  March. 

Dr.  James  A.  Fields, 

Surgeon  with  the  rank  of  Lieutenant  Commander 
in  the  U.  S.  Navy,  recently  stationed  at  IMare  Island, 
Calif.,  has  been  transferred  to  Indian  Head,  Md. 
Dr.  Fields  is  a member  of  the  class  of  ’17,  Medical 
College  of  Virginia. 

Dr.  J.  M.  Bishop, 

Roanoke,  Va.,  was  elected  to  fellowship  in  the 
American  Academy'  of  Pediatrics  on  November  the 
28th. 

Dr.  Douglas  F.  Love, 

Class  of  ’28,  Medical  College  of  Virginia,  after 
completing  a post-graduate  course,  has  located  in 
Bramwell,  W,  Va.,  for  the  practice  of  pediatrics. 

Medical  Service  Bureau  Formed  in  Rich- 
mond. 

The  Medical  Service  Bureau  sponsored  by  the 
Richmond  Academy  of  Medicine  is  now  prepared 
to  operate  upon  such  a scale  as  interested  physicians 
may  determine  for  themselves  by  their  patronage. 
It  will  be  governed  by  a board  elected  yearly  from 
the  Academy  membership;  Dr.  L.  T.  Stoneburner 
is  this  year’s  president,  and  Drs.  F.  P.  Fletcher, 
John  S.  Horsley,  Jr.,  H.  H.  Ware,  and  A.  C. 
Monroe  the  other  members.  The  purpose  of  the 
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Bureau  is  to  assure  to  the  patient  due  regard  for 
his  actual  economic  status  and  to  permit  him  to  ob- 
tain essential  medical  service  upon  budgeted  terms 
consistent  with  that  status;  and  to  protect  physicians 
from  becoming  the  victims  of  unscrupulous  indi- 
viduals who,  though  able  to  pay,  are  constantly 
adopting  various  subterfuges  to  avoid  doing  so.  The 
amount  of  fee  charged  by  the  physician  is  to  be  a 
direct  agreement  between  the  physician  and  the 
patient.  When  the  patient  appears  at  the  Bureau, 
with  a card  which  gives  the  physician’s  consent  and 
shows  the  amount  of  the  bill  and  the  ser\-ices  ren- 
dered, he  is  required  to  give  all  of  the  data  concern- 
ing his  financial  status,  viz.,  his  income,  regular  ex- 
penses and  unusual  e.xpenses.  From  this  the  Bureau 
helps  him  to  detennine  how  much  he  can  pay  each 
pay-day  on  his  bill  for  medical  ser\'ice.  No  interest 
is  charged  the  patient  and  the  physician  is  paid 
each  month  his  pro-rata  share  of  the  amount  col- 
lected, less  ten  per  cent  which  will  be  used  for  ex- 
penses and  to  establish  a sinking  fund.  The  Bureau 
will  be  operated  conjointly  with  the  group  hospital- 
ization office  established  sometime  ago  and  will  be 
under  the  immediate  general  direction  of  Mr.  Has- 
kins Coleman. 

Northern  Neck  Doctors  Attend  Baltimore 

Meeting. 

.\mong  the  large  number  of  Virginia  doctors  who 
recently  attended  the  meeting  of  the  Southern  !Med- 
ical  .Association  in  Baltimore  were  the  following 
from  the  Northern  Neck  section:  Drs.  Geo.  H. 
Steuart  of  Ottoman,  L.  E.  Cockrell  of  Reed^dlle, 
C.  T.  Peirce  of  Litwalton.  and  E.  T.  Ames  of 
Alontross. 

Dr.  and  Mrs.  E.  P.  White 

Of  Odd,  Va.,  were  injured  and  considerably 
shaken  up  in  an  automobile  collision  in  Farmville, 
Va.,  on  December  the  3rd.  .At  last  reports,  both 
were  getting  along  nicely. 

Dr.  Nelson  B.  Sackett, 

Of  the  V’oman’s  Hospital,  New  York  City,  was 
the  guest  speaker  before  the  Norfolk  County  Med- 
ical Society  on  President’s  Night,  November  the 
30th,  his  subject  being  “Carcinoma  of  the  Uterus.” 
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located  at  140  West  Main  Street,  Goshen,  N.  Y., 
where  he  is  engaged  in  general  practice. 

Dr.  D.  Hunter  Marrow, 

Boydton,  A'a.,  is  spending  the  winter  at  Daytona 
Beach,  Fla.,  as  has  been  his  custom  for  a number 
of  years. 

Dr.  Joseph  M.  Hitch, 

Class  of  ’33,  Universit}’  of  Yirginia,  recently  at 
Cit}’  Hospital,  Cleveland,  Ohio,  has  returned  to 
Yirginia.  and  is  now  resident  on  dermatolog}'  and 
SAphilology  at  the  University  of  Virginia  Hospital. 

Medical  College  of  Virginia  News 

The  Secretar}'  of  the  Interior,  Honorable  Harold 
L.  Ickes,  was  the  principal  speaker  at  Founders’ 
Day  of  the  ninety-ninth  session  of  the  Medical 
College  of  Virginia,  Richmond,  on  Tuesday,  Decem- 
ber 1.  .At  these  e.xercises  two  P.  W.  .A.  aided  proj- 
ects, a new  central  power  plant  and  tunnel  system 
connecting  the  various  units  of  the  Hospital  Di- 
vision, and  a laundix-  with  sewing  facilities  were 
dedicated,  and  the  corner  stone  of  the  new  clinic 
and  laborator)-  building,  also  P.  W.  .A.  aided,  was 
laid  with  Masonic  ceremonies.  .Another  P.  W.  -A. 
aided  project,  a dormitor}"  to  house  the  hospital 
house  staff  and  the  senior  medical  class,  will  short- 
ly go  under  construction. 

Others  who  spoke  briefly  on  Founders’  Day  were: 
Governor  George  C.  Peer}'  of  Virginia,  ^Mayor  J. 
Fulmer  Bright  of  Richmond,  Colonel  Robert  T. 
Barton,  Jr.,  A'ice-Chairman  of  the  Board  of  Visitors 
of  the  college,  Mr.  G.  .A.  Peple,  Jr.,  consulting  en- 
gineer, Mr.  Coleman  Baskervill,  architect,  and  Dr. 
W.  T.  Sanger,  president  of  the  college,  who  pre- 
sided. .A  considerable  number  of  distinguished 
guests  were  present  including  representatives  of  the 
Federal  and  State  Public  Works  .Administration, 
State  and  City  officials,  college  presidents,  and 
other  prominent  citizens.  The  program  was  broad- 
cast over  WRVA,  Richmond. 

The  present  building  program  of  the  college  of 
over  a million  dollars  is  being  financed  by  grants 
from  the  Federal  government  of  approximately 
$400,000.00,  a gift  to  the  institution  of  $300,000.00, 
and  the  sale  of  self-liquidating  bonds  of  approx- 
imately $300,000.00. 


VlRGIXLA.  MeDIC.^L  MOXTHLY 


Dr.  Nathaniel  T.  Keys,  Dr.  George  A.  Duncan, 

Class  of  ’34,  Medical  College  of  Virginia,  recent-  Recently  of  the  New  York  Orthopedic  Hospital 
ly  at  Cornwall  Hospital,  Cornwall,  N.  Y.,  has  and  Dispensar}',  has  located  in  Norfolk,  Va.,  with 
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offices  at  706-8  Wainwright  Building.  His  practice 
will  be  limited  to  orthopedic  surgery. 

Dr.  Mark  Thumim, 

Recently  located  at  Delaplane,  Va.,  announces 
his  removal  to  Parsons,  West  Virginia. 

Dr.  David  Pollack, 

Class  of  ’35,  Medical  College  of  Virginia,  who 
later  interned  at  Beth  El  Hospital,  Colorado 
Springs,  has  located  at  Hobgood,  N.  C.,  where  he 
is  engaged  in  general  practice. 

Dr.  Fay  A.  Sinclair, 

Newport  News,  Va.,  was  again  elected  president 
of  the  Tidewater  Virginia  Fox  Hunters’  Association 
at  its  annual  meeting  held  recently. 

Dr.  Nash  P.  Snead, 

Cartersville,  Va.,  was  elected  secretary  of  the 
newly  organized  Ruritan  Club  of  the  Cartersville 
community  at  a meeting  held  the  middle  of  De- 
cember. 

Dr.  Douglas  G.  Chapman, 

Of  Richmond,  Va.,  by  invitation  gave  a talk  on 
“Mechanical  Features  of  the  Human  Heart”  at  the 
dinner  meeting  of  the  Central  Virginia  Engineers 
Club  in  Hopewell,  Va.,  on  December  7th.  Motion 
pictures  were  shown  in  connection  with  his  talk. 

The  American  Association  for  the  Study  of 
Goiter 

Again  offers  the  Van  Meter  Prize  Award  of 
$300.00  and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  experimental  and  clin- 
ical investigations  relative  to  the  thyroid  gland. 
This  award  will  be  made  at  the  discretion  of  the 
Society  at  its  next  annual  meeting  to  be  held  in 
Detroit,  Michigan,  June  14,  15,  and  16. 

The  competing  manuscripts,  which  should  not 
exceed  3,000  words  in  length,  must  be  presented  in 
English  and  a typewritten  double  spaced  copy  sent 
to  the  Corresponding  Secretary,  Dr.  W.  Blair 
Mosser,  133  Biddle  Street,  Kane,  Pennsylvania,  not 
later  than  April  1,  1937.  Manuscripts  received  after 
this  date  will  be  held  for  competition  the  following 
year  or  returned  at  the  author’s  request. 

News  from  Jefferson  Medical  College. 

Robert  P.  Hooper  has  been  elected  President  of 
the  Board  of  Trustees  of  The  Jefferson  Medical 
College  of  Philadelphia.  New  members  of  the 


Board  are  Brandon  Barringer  and  Franklin  Spencer 
Edmonds. 

Dr.  W.  M.  Phipps, 

Hopewell,  Va.,  has  been  elected  as  one  of  the 
directors  of  the  Kiwanis  Club  of  that  place  for  the 
coming  year. 

Dr.  Lewis  M.  Allen, 

Winchester,  Va.,  has  been  named  as  chairman  of 
the  executive  committee  of  the  Shenandoah  Apple 
Blossom  Festival  to  be  held  in  Winchester  next 
Spring. 

Dr.  Mason  Romaine, 

Petersburg,  Va.,  has  been  elected  as  one  of  the 
vice-presidents  of  the  Petersburg  Cooperative  Con- 
cert Association,  the  purpose  of  the  committee  being 
to  bring  to  that  city  outstanding  artists  in  the  world 
of  music. 

The  New  York  Alumni  Association,  Medical 
College  of  Virginia, 

An  active  organization  in  New  York  City,  had 
Dr.  W.  T.  Sanger,  President  of  the  College,  as  their 
special  guest  at  the  meeting  on  December  the  10th. 
Dr.  Sanger  presented  motion  pictures,  showing  the 
buildings  and  telling  of  the  activities  of  the  College. 

Dr.  Lewis  J.  Friedman,  class  of  ’12  of  the  former 
University  College  of  Medicine,  and  Dr.  Garrett 
Dalton,  class  of  ’28  of  Medical  College  of  Virginia, 
are  president  and  secretary-treasurer,  respectively  of 
the  Association. 

Dr.  Beverley  R.  Tucker, 

Richmond,  Va.,  was  elected  president  of  the 
Association  of  Seaboard  Air  Line  Railway  Surgeons 
at  its  annual  meeting  held  in  Havana,  early  in  De- 
cember. 

Dr.  Charles  Oliver  Moody, 

Class  of  ’31,  Medical  College  of  Virginia,  recent- 
ly resident  physician  at  Sealy  Hospital,  Santa 
Anna,  Texas,  opened  offices  on  January  the  1st  in 
Coleman,  Texas,  for  the  practice  of  medicine  with 
special  reference  to  obstetrics. 

For  Sale — 

Sanatorium  ideally  located.  Suitable  for  mater- 
nity, nervous  and  mental,  or  convalescent  cases. 
Price  reasonable  and  terms  liberal.  (See  advertising 
page  2).  For  further  information,  communicate 
with  Douglas  E.  Taylor,  Real  Estate,  815  East 
Franklin  Street,  Richomnd,  Virginia.  (Adv.) 
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Obituary  Record 

Dr.  James  Allison  Hodges, 

A former  president  of  the  Medical  Society  of 
Virginia  and  one  of  the  best  beloved  physicians  in 
Virginia,  died  December  the  15th  at  the  home  of 
his  neice  in  Dunn,  X.  C.,  where  he  had  been  living 
since  the  death  of  Mrs.  Hodges  in  the  late  summer. 
Dr.  Hodges  was  a native  of  North  Carolina  and 
seventy-eight  years  of  age.  He  graduated  in  med- 
icine from  the  University  of  Virginia  in  1883  and 
later  took  post-graduate  courses  in  New  York  City 
and  abroad.  After  practicing  for  a time  at  Fayette- 
ville and  Wilmington,  X.  C.,  he  moved  to  Rich- 
mond at  the  time  of  the  opening  of  the  former  Uni- 
versity College  of  !Medicine  and  was  active  in  the 
work  of  that  school,  having  filled  many  positions  in 
this  institution.  As  a specialist  in  nervous  and  men- 
tal diseases,  he  established  the  Hygeia  Hospital  in 
Richmond  in  1903  and  operated  it  until  1920  as  a 
private  institution. 

Dr.  Hodges  was  connected  with  a number  of 
medical  organizations  and  held  positions  of  honor 
in  most  of  these  as  he  was  ever  active  for  the  ad- 
vancement of  medicine.  In  this  connection,  he  was 
one  of  the  promoters  of  post-graduate  medical  edu- 
cation foe  practicing  physicians  in  Virginia.  Though 
in  bad  physical  shape  because  of  a serious  heart 
ailment,  he  had  only  recently  consented  to  seiA’e 
another  term  as  chairman  of  the  Advisor}-  Board 
from  the  State  Society  to  the  Woman’s  Auxiliary — 
a work  in  which  both  he  and  Mrs.  Hodges  were 
deeply  interested.  Through  his  active  participation 
in  medical,  social  and  civic  affairs,  his  influence  will 
long  be  felt  in  this  State. 

Dr.  Austin  Flint  Wood, 

Parksley,  Va.,  died  November  28th,  after  an 
illness  of  several  weeks.  He  was  fifty-six  years  of 
age  and  a graduate  of  the  former  University  College 
of  Medicine,  Richmond,  in  1898.  Dr.  Wood  had 
been  a member  of  the  Medical  Society  of  Virginia 
for  twenty-three  years.  His  wife  and  several  chil- 
dren survive  him. 

Dr.  Benjamin  Morrison  Rosebro, 

Prominent  pediatrician  of  Richmond,  Va.,  died 
of  pneumonia  on  December  17th.  He  was  a native 
of  Mossy  Creek,  Va.,  and  fifty-nine  years  of  age. 
Dr.  Rosebro  graduated  from  the  iMedical  College  of 
Virginia  in  1908  and  had  practiced  in  Richmond 


since  that  time.  He  had  taken  a prominent  part  in 
charitable  work  and  church  interests  and  in  the 
several  medical  societies  in  which  he  held  member- 
ship. He  had  been  a member  of  the  Medical  Society 
of  Virginia  for  about  twenty-five  years.  Dr.  Rosebro 
is  survived  by  his  wife  and  a daughter. 

Dr.  William  A.  McGowan, 

\\  ho  for  thirty-four  years  was  in  active  practice 
in  Richmond,  Va..  died  December  7th  in  a Wash- 
ington, D.  C.,  hospital  where  he  had  been  under 
treatment  for  more  than  a year.  In  1935  he  suf- 
fered a stroke  while  driving  his  car  and  had  been 
totally  incapacitated  since  that  time.  Dr.  ^IcGowan 
was  born  in  Richmond  in  1875  and  graduated  from 
the  ^ledical  College  of  Virginia  in  ’97.  He  served 
as  first  lieutenant  in  the  Medical  Corps  of  the  .\rmy 
during  the  World  War.  Dr.  McGowan  was  a past 
grand  knight  of  the  Richmond  Council,  Knights  of 
Columbus,  and  a past  president  of  the  McGill 
Catholic  Union.  He  had  been  a member  of  the 
^ledical  Society  of  Virginia  for  thirty-eight  years. 

Dr.  John  James  Nelson,  Jr., 

Columbia,  Va.,  died  suddenly  of  heart  trouble 
on  December  the  4th,  at  the  age  of  forty-eight  years. 
He  graduated  from  the  Medical  College  of  Virginia 
in  1913,  and  was  formerly  a member  of  the  Med- 
ical Society  of  Virginia.  He  is  survived  by  two 
sons,  his  mother  and  several  brothers  and  a sister. 

Dr.  Charles  Metcalfe  Byrnes, 

M one  time  connected  with  the  faculty  of  the 
Department  of  Medicine  of  the  University  of  Vir- 
ginia, died  suddenly  on  November  the  29th.  He 
was  a native  of  Mississippi  and  had  received  his 
medical  edcuation  at  Johns  Hopkins  University, 
Baltimore,  from  which  he  graduated  in  1906.  At  the 
time  of  his  death,  he  was  associate  in  neurology  at  that 
institution.  His  wife  and  a daughter  survive  him. 

Dr,  Willis  F.  Manges, 

Professor  of  Roentgenolog}-  at  Jefferson  ^ledical 
College  of  Philadelphia,  died  on  November  24, 
1936,  at  the  age  of  fifty-nine. 

Dr.  Morton  Leonard  Dudley, 

Roanoke,  Va.,  died  December  17th,  after  a long 
illness.  He  was  fifty-two  years  of  age  and  a grad- 
uate of  the  College  of  Physicians  and  Surgeons, 
Baltimore,  in  1905.  Dr.  Dudley  was  associated  with 
the  Relief  and  Pension  Department  of  the  Norfolk 
and  \\’estem  Railway  at  the  time  of  his  death. 
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lowing the  discovery  of  Insulin  and 
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There  is,  however,  a definite  re- 
sponsibility on  the  part  of  the  phy- 
sician to  educate  the  many  new  dia- 
betics in  the  importance  of  proper 
diet  and  proper  use  of  Insulin. 

The  apparent  increase  in  dia- 
betes in  recent  years  has  been  at- 
tributed to  the  modern  manner  of 
living,  increased  sugar  consump- 
tion, overeating  and  lack  of  mus- 
cular exercise.  With  proper  man- 
agement the  great  majority  of 
these  patients  can  be  kept  well- 


nourished,  sugar-free  and  at  work. 

WTen  Insulin  therapy  becomes 
necessary.  Insulin  Squibb  may  well 
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the  quality  and  dependability  of 
this  Squibb  Product. 
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10-cc.  vials. 
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SYPHILIS— A MAJOR  SOCIAL  PROBLEM.* 


R.  W.  Garnett,  M.  D., 

Health  Officer  and  Director  of  Public  Welfare, 
Danville,  Va. 


Almost  spectacular  progress  has  been  made  in 
control  of  communicable  diseases  since  the  epoch- 
marking discoveries  of  Pasteur,  the  great  French 
scientist,  and  of  that  line  of  research  workers  who 
were  inspired  by  him.  Within  this  past  half  century, 
the  new  science  of  bacteriology  has  brought  new 
knowledge,  the  application  of  which  to  medical 
problems  has  made  possible  triumph  over  many  of 
the  great  scourges  of  mankind.  Malaria,  Yellow 
Fever,  Typhoid  Fever,  Smallpox  and  Diphtheria 
have  been  largely  robbed  of  their  terrors.  Tubercu- 
losis has  been  brought  from  first  to  seventh  place  in 
the  list  of  causes  of  death,  but  Syphilis,  another  of 
the  great  scourges  of  mankind,  has  gone  on  its  de- 
structive course  apparently  unchecked  and  until 
recently  almost  unchallenged. 

The  nations  which  fought  in  the  World  War  suf- 
fered almost  as  heavy  a death  toll  from  Syphilis  as 
from  bullets,  shells,  air  bombs  and  all  the  other 
diabolical  mechanics  of  warfare. 

This  disease  has  no  respect  for  age,  sex,  race  or 
social  class.  It  is  one  of  mankind’s  chief  enemies. 
As  Sir  William  Osier  said,  “It  is  the  greatest  killer 
among  the  infections.”  As  we  well  know,  however, 
the  polite  terminology  usually  found  on  death  cer- 
tificates fails  to  support  this  statement.  Statisticians 
tell  us  that  about  one  in  twenty  of  the  whole  Amer- 
ican populaion  has  this  disease  at  some  stage. 

It  is  the  cause  of  many  abortions  and  stillbirths 
and  is  partly  responsible  for  the  fact  that  many 
babies  are  born  too  weak  and  diseased  to  live.  It  is 
the  cause  of  IS  per  cent  of  blindness  and  of  all  the 
locomotor  ataxia  and  paresis  we  see  on  our  streets 
and  in  our  hospitals  for  the  insane.  It  is  frequently 
the  cause  of  apoplexy,  paralysis,  heart  and  blood 
vessel  diseases.  Due  partly  to  the  fear  that  people 

*Read  at  the  sixty-seventh  annual  session  of  the  Med- 
ical Society  of  Virginia,  in  Staunton,  October  13-15,  1936. 


have  of  being  branded  with  immorality,  and  due 
partly  to  the  conservative  attitude  of  the  medical 
profession,  S}q)hilis,  unfortunately  has  furnished  a 
happy  hunting  ground  for  the  medical  charlatan  and 
the  quack  with  their  secretive  methods  and  their 
false  promises  of  a Quick  cure. 

That  the  present  day  attitude  toward  contagious 
disease  in  general  is  characterized  by  a greater  de- 
gree of  frankness  than  ever  before  no  thoughtful 
student  of  social  and  medical  problems  will  deny. 
This  newly  developing  attitude  characterizes  not  only 
modem  physicians  but  the  modern  public  as  well. 
Perhaps  our  World  War  experience  has  been  the 
greatest  factor  in  jarring  society  loose  from  its  smug 
complacency  and  bringing  about  a more  sincere  as 
well  as  more  scientific  approach  to  these  problems. 
It  is  a significantly  hopeful  sign  that  the  best  news- 
paper and  magazine  writers  are  today  unapologeti- 
cally  using  the  word  “Syphilis”  and  frankly  discus- 
sing it  as  a dangerous  communicable  disease  about 
which  the  public  should  be  informed.  A recent 
article  entitled  “Why  Don’t  We  Stamp  Out  Syphilis?” 
w'ritten  by  Dr.  Thomas  F.  Parran,  Surgeon  General 
of  the  United  States  Public  Health  Service,  for  The 
Survey  magazine,  was  skillfully  abstracted  for  The 
Readers  Digest  and  undoubtedly  was  widely  read 
throughout  the  country.  We  understand  that  276.021 
reprints  of  this  article  have  already  been  sold  by 
The  Readers  Digest.  The  reading  public,  then,  is 
being  informed  on  Syphilis  as  well  as  on  many  other 
public  health  and  social  problems.  These  facts  in- 
crease the  burden  of  responsibility  on  physicians 
who  should  assume  to  a greater  degree  their  rightful 
place  as  forw'ard  going  leaders  in  these  social  move- 
ments having  for  their  objective  not  only  the  cure 
of  the  sick  individual  but  also  the  protection  of  the 
community  and  the  betterment  of  the  race. 

From  this  point  of  view,  it  is  unfortunate  that 
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many  physicians  are  so  intensely  concerned  with 
endeavors  to  cure  their  patients  as  individuals  that 
the  community  and  social  aspects  of  the  problem  do 
not  have  much  opportunity  to  get  serious  attention. 
The  statement  that  serious  interest  is  being  taken  in 
these  matters  on  the  part  of  groups  of  our  most 
thoughtful  lay  people  is  borne  out  by  the  fact  that 
at  the  recent  annual  meeting  of  the  “State  Conference 
on  Social  Work”  three  splendid  papers  dealing  with 
Syphilis  were  on  the  programme.  These  papers, 
“The  Social  Significance  of  Sj-philis”  by  Dr.  Eimion 
S.  Williams  of  Richmond,  “Practical  ^Measures  for 
Detecting  Cases  of  Syphilis”  by  Dr.  E.  E.  Barks- 
dale of  Danville,  and  “Syphilis  and  Gonorrhea  as 
a Major  Public  Health  Problem”  by  Dr.  R.  A.  Von- 
derlehr,  Assistant  Surgeon  General  of  the  United 
States  Public  Health  Service,  are  published  in  the 
September  issue  of  the  Virginia  Medical  Monthly 
and  all  merit  thoughtful  reading  by  every  member 
of  our  Society. 

It  is  not  within  my  purpose  today  to  undertake 
any  technical  discussion  of  Syphilis  or  its  treat- 
ment, but  I am  anxious  to  help  in  getting  across 
the  idea  that  Syphilis  constitutes  a serious  but  not 
insoluble  problem  which  concerns  not  only  doctors, 
but  educators,  social  workers  and  legislators  as  well. 
The  public  health  worker  must  be  able  to  visualize 
from  a social  as  well  as  medical  viewpoint  and 
should  be  able  to  aid  in  correlating  the  forces,  med- 
ical, social,  legislative  and  educational,  that  must 
be  brought  to  a focus  on  this  problem  if  it  is  to  be 
solved. 

That  Sjphilis  is  a widespread  infection  all  over 
the  world  is,  of  course,  well  known.  Dr.  Williams, 
in  the  above  referred  to  paper,  states  that  estimates 
indicate  that  there  are  over  600,000  persons  under 
treatment  at  any  one  time,  with  over  500,000  new 
cases  occurring  each  year  in  the  United  States.  It  is 
however  estimated  by  The  American  Social  Hygiene 
Association  that  only  one  in  ten  persons  infected 
with  S}philis  is  under  treatment.  Our  own  State 
Epidemiologist  states  it  as  his  estimate  that  not  less 
than  150,000  patients  in  Virginia  need  anti-syphilitic 
treatment  at  this  time.  It  is  known  that  the  incidence 
of  this  disease  in  our  negro  is  much  higher  than  in 
our  white  population.  Dr.  Herbert  iMann,  physician 
to  our  State  penitentiary,  reports  that  out  of  16,994 
Wassermann  tests  made  during  the  past  twelve  years 
in  that  institution,  3,208  or  18.8  per  cent  were  posi- 
tive. My  own  e.xperience  with  our  Health  Depart- 


ment clinics  where  routine  blood  tests  on  all  jail 
prisoners  have  e.xtended  over  the  past  sixteen  years 
practically  coincides  wdth  this  report  from  the  State 
penitentiary. 

The  extra  emphasis  placed  on  prenatal  care  dur- 
ing recent  years  is,  I think,  proving  to  be  of  definite 
value  in  reducing  congenital  syphilis  and  in  reduc- 
ing the  stillbirth  and  infant  mortality  rates.  The 
importance  of  routine  serological  tests  for  every 
pregnant  woman,  both  in  private  practice  and  in 
prenatal  clinics,  cannot  be  too  strongly  emphasized. 
The  results  from  this  practice  where  adequate  treat- 
ment is  instituted  for  these  expectant  mothers  is  most 
encouraging,  both  in  improving  the  health  of  the 
mother  and  in  saving  the  lives  of  many  babies.  It 
is  known  that  not  less  than  nine  out  of  ten  babies 
born  of  infected  mothers  will  be  free  of  sj’philis 
provided  proper  treatment  is  begun  early  in  preg- 
nancy. The  tragic  end-results  of  neglected  or  in- 
adequate treatment  to  be  seen  in  our  hospitals  for 
the  insane,  in  schools  for  the  blind,  in  alms  houses 
and  in  homes  for  incurables  and  in  our  cemeteries 
should  serve  to  convince  the  most  complacent  among 
us  that  s)q)hilis  does  constitute  a major  social  prob- 
lem and  that  there  is  an  urgent  call  for  a vigorous 
and  united  effort  for  its  solution  on  the  part  of  all 
the  social,  educational  and  medical  forces  within 
our  State. 

The  splendid  results  which  have  been  accom- 
plished in  England  and  in  the  Scandinavian  coun- 
tries through  organized  effort  and  the  reduction 
which  has  been  brought  about  in  our  own  United 
States  Army  demonstrate  that  syphilis  can  be  reduced 
to  a marked  degree  and,  therefore,  that  the  fatalistic 
attitude  so  characteristic  of  much  of  our  American 
thinking  on  the  subject  is  not  justified. 

^Massachusetts  and  Xew  York  have  taken  the  lead 
among  our  States  in  inaugurating  aggressive  anti- 
syphilis campaigns.  There  is  undoubtedly  a grow- 
ing sentiment  in  Virginia  in  favor  of  such  an  or- 
ganized effort. 

As  already  suggested,  we  are  living  in  a time 
when  society  is  demanding  more  of  its  leaders  than 
ever  before.  People  are  being  told  that  much  sick- 
ness can  be  prevented  and  controlled.  If  syphilis 
can  be  brought  within  the  same  measure  of  control 
as  has  characterized  the  other  leading  infections, 
society  wants  to  know  why  so  little  headway  has 
been  made  in  cutting  it  down.  If  it  is  true  that 
90  per  cent  of  the  congenital  syphilis  can  be  pre- 
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vented  by  adequate  treatment  of  expectant  mothers, 
then  why  are  we  still  having  so  many  stillbirths 
and  so  many  babies  bom  to  die  within  the  first 
months  of  life?  If  sj’philis  is  thirty  times  more 
frequent  than  tuberculosis  in  Virginia,  why  is  our 
State  operating  three  large  tuberculosis  sanatoria  at 
a cost  of  approximating  a quarter  million  annually 
and  giving  State  aid  to  others  at  a cost  of  $35,000.00 
and  doing  nothing  to  aid  in  the  fight  against 
syphilis? 

During  the  present  year  Federal  Funds  are  be- 
ing made  available  for  such  a campaign  and  much 
is  to  be  hoped  from  the  Social  Legislation  marking 
the  present  Administration  of  national  affairs,  ^^’e, 
therefore,  have  every  reason  to  hope  that  in  the  very 
near  future  plans  will  be  worked  out  for  undertak- 
ing an  aggressive  and  well-thought  out  campaign 
against  s}'philis.  Whatever  details  are  evolved,  the 
fundamental  underlying  principles  of  all  effective 
endeavor  are: 

First:  Education. 

Second:  Law  enforcement. 

Third:  Adequate  treatment  available  for  all  ihe 
people  who  need  it. 

As  already  pointed  out,  the  public  wants  informa- 
tion and  is  now  willing  to  hear  about  syphilis,  a 
subject  which,  until  recent  years,  was  not  mentioned 
in  polite  society.  Newspaper  and  magazine  articles, 
lectures,  posters,  radio  talks,  bulletins  and  films  have 
an  important  place  to  fill  in  the  dissemination  of 
knowledge  in  this  field  which  is  medical  so  far  as 
diagnosis  and  treatment  is  concerned,  but  which  is 
also  social  in  its  relation  to  the  general  public.  The 
importance  of  public  health  education,  not  only  of 
the  lay  public,  but  also  of  the  student  in  our  med- 
ical schools  as  well,  cannot  be  over-emphasized. 

Law  enforcement  measures  will  perhaps  continue 
to  play  a relatively  small  part,  although  as  a con- 
tagious disease  syphilis  is  reportable  and  subject  to 
quarantine  regulations.  We  know  that  such  meas- 
ures have  been  of  little  value  and  that  only  through 
proper  treatment  can  the  case  be  made  safe.  There- 
fore, if  syphilis  is  to  be  effectively  dealt  with,  it  must 
be  largely  through  efforts  to  get  each  infected  person 
under  proper  treatment  as  promptly  as  possible  and 
to  keep  him  under  treatment,  both  for  his  own  sake 
and  for  the  protection  of  his  family  and  of  the 
community. 

It  has,  I think,  been  already  shown  that  private 
treatment  facilities  alone  will  not  be  sufficient  but 


that  clinics  must  be  maintained  at  which  the  best 
scientific  methods  for  diagnosis  and  treatment  wdll 
be  carried  out,  at  low  cost,  and  where  necessary 
without  cost  to  all  persons  unable  to  pay  for  private 
treatment.  While  the  disease  may  easily  be  made 
non-infectious,  it  must  be  borne  in  mind  that  com- 
plete treatment  is  necessary  in  order  to  prevent  dan- 
gerous re-occurrence,  and  also  to  prevent  damage 
later  to  the  individual’s  brain,  spinal  cord,  heart 
and  blood  vessels,  any  of  which  might  result  in  mak- 
ing him  a public  charge  for  the  remainder  of  his 
life  and,  lastly  for  the  protection  of  his  present  or 
future  wife  and  children. 

It  is  important  that  these  persons  be  dealt  with 
frankly.  Only  too  often  have  we  seen  men  bitter 
against  some  doctor  who  had  told  them  to  bring 
$75.00  and  he  would  give  the  three  “shots”  needed 
for  their  blood  disease.  The  sense  of  false  security 
which  has  thus  sometimes  unfortunately  been  given 
is  always  followed  by  a rude  awakening  when  the 
patient  finds  that  he  is  not  cured  and  that  the 
three  “shots”  were  but  a beginning  of  the  needed 
treatment. 

In  conclusion,  I would  emphasize  the  already 
well-known  fact  that  syphilis  is  a ver\"  widespread 
infection  and  that,  in  the  words  of  Dr.  Osier,  “It 
is  the  greatest  killer  of  the  infections,”  that  its  eco- 
nomic and  social  implications  indicate  that  it  can 
be  successfully  dealt  with  only  through  organized 
effort,  and  finally  that  it  constitutes  a major  social 
as  well  as  major  medical  problem,  calling  for  co- 
ordinated effort  on  the  part  of  all  forces  and  agencies 
in  order  that  the  population  of  our  State  and  coun- 
tin' may  be  protected  so  far  as  is  possible  from  this 
great  scourge. 

Discussion 

Dr.  E.  E.  Barksdale,  Danville:  I wish  to  commend 
Dr.  Garnett  for  calling  our  attention  to  the  prevalence 
of  syphilis  in  this  country.  Syphilis  is  both  curable  and 
preventable.  There  is  something  basically  wrong  with  a 
system  which  allows  over  500,000,  of  our  people  to  be- 
come infected  annually,  and  at  the  same  time  only  treats 
one  out  of  every  ten. 

Early  syphilis,  which  includes  both  the  primary  and 
secondary  stages,  is  the  phase  of  the  disease  which  is  of 
interest  from  the  public  health  viewpoint.  The  con- 
tagious stage  is  generally  considered  to  be  within  the 
first  two  years  of  the  infection. 

An}'  attack  on  this  problem  must  include,  primarily, 
early  and  proper  diagnosis,  followed  by  adequate  treat- 
ment. A large  number  of  cases  are  being  given  arsen- 
icals  without  a proper  diagnosis,  and  many  more  are 
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not  receiving  adequate  treatment.  A seronegative 
chancre  has  practically  a 100  per  cent  chance  of  cure  if 
it  receives  as  many  as  twentj'-five  or  thirty'  injections  of 
arsphenamine  and  from  thirty-five  to  fort>'  intramuscular 
injections  of  bismuth.  The  treatment  must  be  continuous. 
A case  of  secondaries  has  an  excellent  chance  of  cure 
if  it  receives  continuous  treatment  for  at  least  one  3'ear 
after  the  serology  becomes  negative.  Too  many  cases 
are  onh'  receiving  treatment  until  the  symptoms  are  re- 
lieved. 

I would  like  to  re-emphasize  Dr.  Garnett’s  point  “that 
onlv  too  often  have  we  seen  men  bitter  against  some 
doctor  who  had  told  them  to  bring  $75.00  and  he  would 
give  the  three  ‘shots’  needed  for  their  blood  disease.” 
This  not  only  does  not  cure  the  patient  but  it  makes  him 
more  likely  to  have  serious  complications  later  in  life, 
and  it  also  makes  him  more  of  a public  menace  because 
it  sets  the  stage  for  a contagious  cutaneous  relapse. 

Dr.  D.  C.  Smith,  Universin-  of  Virginia:  It  is  very 
gratifying  to  those  of  us  interested  in  the  prevention  of 
svphilis  to  see  the  recent  greath'  increased  interest  in 
this  subject  on  the  part  of  the  medical  profession  and 
the  general  population. 

At  this  same  spot,  fourteen  \'ears  ago,  I read  a paper 
entitled  “Syphilis — A Preventable  Infection.”  I should 
like  to  read  now  the  first  two  paragraphs  of  that  paper. 

‘‘When  workers  in  preventive  medicine  begin  the  task 
of  eradicating  a disease  the}’  ask  the  clinician  and  scien- 
tific investigator  for  certain  information.  They  need  to 
know:  First,  the  cause  of  the  disease;  second,  if  an 
infection,  how  the  causative  agent  is  transmitted;  third, 
accurate  methods  for  early  diagnosis;  and  fourth,  effi- 
cient therapeutic  procedures.  When  this  information  is 
given,  they  feel  confident  that  the  disease  can  be  suc- 
cessfully combated. 

“It  is  a striking  thing  in  the  history  of  medicine  that 
all  the  above  facts  in  regard  to  syphilis  have  been  known 
for  more  than  a decade,  yet  the  disease  seems  to  be 
almost  as  prevalent  as  before.  The  only  conclusion  it  is 
possible  to  reach,  then,  is  that  these  facts  have  not  been 
generally  applied.” 

Papers  like  Dr.  Garnett's  and  such  educational  dis- 
plays as  the  United  States  Public  Health  Service  exhibit 


here  are  first  steps  in  the  promotion  of  this  most  worthy 
cause. 

There  are  many  phases  of  this  great  problem,  but  only 
a few  can  be  mentioned  in  a short  discussion.  Dr.  Barks- 
dale has'  emphasized  some  general  principles  in  regard 
to  treatment. 

The  first  phase  in  eradicating  this  disease  is  to  find 
the  foci  of  infection.  May  I say  a few  words  and  show 
a few  slides  about  the  subject  of  finding  foci  of  infec- 
tion? This  is  made  possible  by  the  following:  (1)  An 
alert  medical  profession  interested  in  the  detection  of 
syphilis;  (2)  The  tracing  of  source  cases  and  contacts; 
(3)  By  the  use  of  laboratory  measures — darkfield  exami- 
nations and  serological  tests. 

When  the  cases  are  found,  proper  treatment  should  be 
instituted,  and  they  should  be  treated  until  cured,  which 
usually  requires  two  years,  without  rest  periods.  The 
idea  of  a few  injections,  to  make  the  patient  temporarily 
non-infectious,  is  not  good  clinical  or  preventive  medicine. 

Another  topic  for  emphasis  is  the  relative  inexpensive- 
ness of  treating  early  syphilis.  We  have  always  ap- 
proached this  problem  with  the  idea  that  it  is  impossible 
to  handle  because  of  the  expense  involved.  This  is  not 
true.  Thirt}'  doses  of  neo-arsphenamine  can  be  bought 
for  $6,  and  fifty  doses  of  bismuth  for  $4;  needles  and 
syringes  may  cost  $2.  That  is,  for  about  $12  to  $14 
the  average  case  of  syphilis  can  be  completely  cured. 
This  is  about  the  same  amount  of  money  that  is  neces- 
sary to  keep  a tuberculous  patient  in  a sanatorium  for 
four  or  five  days.  With  little  expenditure  the  accom- 
plishment can  be  very  great.  With  this  low  cost  no 
patient  should  ever  go  without  treatment.  The  doctor 
who  insists  upon  high  cash  fees  for  treating  syphilis, 
regardless  of  the  patient’s  contagiousness  or  moral  guilt, 
is  not  primarily  interested  in  the  welfare  of  the  human 
race. 

With  three  thousand  doctors  in  Virginia,  working  to- 
gether to  handle  this  problem,  this  “killer  of  man”  can 
be  eradicated. 


Dr.  Smith  showed  a few  slides  illustrating  what  can 
be  accomplished  in  tracing  source  cases. 


THE  COMMON  COLD.* 


H-ARRY  \^■.ALKER,  M.  D., 

Department  of  Medicine,  Medical  College  of  Virginia, 
Richmond,  Va. 


The  common  cold  or  acute  coryza  may  be  defined 
as  an  acute  self-limiting  infection  which  produces 
catarrhal  inflammatory  changes  in  the  upper  respira- 
tory tract.  Terms  such  as  trachitis,  acute  lar)’ngitis, 
acute  pharA-ngitis  or  acute  rhinitis  are  often  used 

*Read  at  the  meeting  of  the  Northern  Neck  Medical 
Association,  at  Montross,  Va.,  October  22,  1936. 


to  designate  the  part  of  the  respirator}'  system  chiefly 
affected. 

The  cause  of  the  common  cold  has  been  much 
debated.  Regarding  the  relationship  of  eindron- 
mental  factors  to  this  disease,  the  h}-pothesis  is  pre- 
sented by  Kerr  and  Lagen  that  colds  simply  rep- 
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resent  a failure  of  the  body  to  readily  adjust  itself 
to  climatic  variations.  In  support  of  this  theory 
subjects  who  were  presumably  susceptible  failed  to 
contract  colds  under  conditions  of  maximum  com- 
fort either  after  intimate  exposure  to  those  with  the 
infection  or  after  inoculation  with  secretion  from 
the  nose  of  infected  subjects.  Then  too,  the  in- 
creased incidence  of  colds  during  the  winter  season 
suggests  some  relationship  to  atmospheric  condi- 
tions. Also,  it  has  been  noted  by  several  observers 
in  various  parts  of  the  world  that  sudden  shifts 
in  temperature  coincide  with  an  outbreak  of  colds. 
Furthermore,  other  observers  believe  that  sudden 
chilling  of  the  body  surface,  particularly  the 
mucous  membranes  of  the  nose,  produces  changes 
favorable  to  the  development  of  colds.  This 
shrinking  of  the  lining  of  the  nose,  they  believe, 
lowers  the  resistance  of  the  tissues  and  in  this 
way  produces  conditions  more  favorable  to  invasion 
of  the  mucous  membranes  by  organisms  already  pres- 
ent which,  under  normal  conditions,  would  be  harm- 
less. 

These  observations,  however,  are  not  conclusive; 
they  certainly  do  not  prove  that  environmental  fac- 
tors alone  can  produce  colds.  In  fact,  it  is  common 
knowledge  that  wet  feet,  wet  weather,  drafts,  or 
wearing  wet  clothes  is  frequently  not  followed  by 
colds.  In  other  words,  the  relationship  of  expo- 
sure to  coryza  is  in  all  probability  often  simply 
a casual  one.  In  fact,  the  increase  during  winter 
may  partially  result  from  over-crowding  and  poor 
ventilation.  Furthermore,  while  colds  are  more 
common  in  late  September  or  early  October,  during 
January,  February  and  April,  this  variation,  accord- 
ing to  Dochez,  is  not  parallel  to  changing  condi- 
tions of  the  weather.  In  addition  to  these  facts, 
Nansen’s  often  quoted  experience  in  the  far  north 
is  a strong  argument  against  exposure  as  an  etiolog- 
ical factor,  but  the  development  of  colds  among 
many  of  his  party  after  landing  at  a thickly  settled 
post  is  strongly  suggestive  of  a contagious  origin. 
However,  smears  from  the  nose  show  not  only  less 
bacteria  during  .a  cold  than  are  normally  present, 
but  those  present  show  no  evidence  of  increased 
virulence.  Dochez  has  contributed  much  to  this 
subject.  This  investigator  has  definitely  proved 
that,  ceriainly  in  some  instances,  colds  are  due  to  a 
filterable  virus.  This  work  has  been  carried  out 
not  only  on  chimpanzees  and  apes  but  in  human 
subjects  as  well.  It  should  be  stated,  howeveCj  that 


in  his  experimentally  produced  cases  in  human  be- 
ings the  clinical  picture  varied  from  the  cases  seen 
in  practice  in  that  fever  was  never  present. 

It  is  probable  that  both  environment  and  con- 
tagion play  a part.  Also,  it  is  possible  that  all 
colds  do  not  have  the  same  etiology.  Some  may  l)e 
due  to  local  organisms  which  are  able  to  cause  dis- 
ease due  to  lowered  local  tissue  resistance;  others 
may  be  due  to  a filterable  virus;  and  still  others  may 
be  very  mild  abortive  cases  of  various  infectious 
diseases. 

The  morbid  changes  and  the  signs  and  symptoms 
produced  are  more  definitely  known.  The  charac- 
teristic lesion  is  a catarrhal  inflammation  of  the 
para-nasal  sinuses  or  any  part  of  the  upper  respira- 
tory tract.  The  mucous  membranes  are  red  and 
thickened  and  covered  with  a secretion,  the  con- 
sistency of  which  varies  with  the  stage  of  the  dis- 
ease. The  lymph  follicles  in  the  walls  of  the 
pharynx  stand  out  as  tiny  glistening  bodies.  The 
lymph  glands  which  drain  the  infected  area  are 
often  slightly  enlarged. 

Colds  usually  begin  rapidly.  The  first  symptom 
is  usually  a sensation  of  tingling  or  itching  at  the 
primary  site  of  invasion;  this  often  is  in  the  pos- 
terior nares.  These  sensations  are  often  accom- 
panied by  sneezing.  At  first  there  is  a watery  nasal 
discharge,  later  it  becomes  muco-purulent,  and  in 
the  later  stages  purulent.  There  is  interference  with 
the  sense  of  smell  which  in  turn  produces  an  im- 
pairment of  the  sense  of  taste.  Hearing  is  often 
dulled.  The  voice  becomes  muffled  and  excoria- 
tions sometimes  appear  around  the  nose.  The  nos- 
trils may  be  either  partially  or  completely  occluded; 
therefore,  mouth  breathing  is  common  which  is  prob- 
ably the  reason  the  tongue  becomes  dry  and  coated. 
There  may  be  difficulty  in  swallowing  and  a dry 
cough  is  often  present.  Constitutional  symptoms 
also  appear  early  and  are  usually  definite.  They 
do  not  always  parallel  local  changes.  The  patient 
may  be  quite  dejected  and  uncomfortable.  Head- 
ache and  dull  pains  in  the  face  and  back  are  com- 
mon complaints.  Mental  vigor  is  diminished.  A 
slight  elevation  in  temperature  is  common.  There 
is  an  increased  sensitiveness  to  cold  and  those  af- 
fected often  wear  extra  clothing.  If  localization  is 
chiefly  in  the  trachea,  there  is  usually  a sense  of  sub- 
sternal  tightness;  if  the  larynx  is  involved,  hoarse- 
ness is  a prominent  symptom;  and  when  the  pharynx 
is  involved,  sore  throat  and  dysphagia  are  important 
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symptoms.  The  disease  usually  lasts  four  or  five 
days,  yet,  it  may  last  weeks.  As  convalescence  be- 
gins, the  patient  may  complain  of  loss  of  weight, 
nervousness  and  insomnia. 

The  diagnosis  is  easy  in  typical  cases;  however, 
mistakes  are  made.  Scarlet  fever,  diphtheria,  ty- 
plioid  fever,  whooping  cough  and  measles  all  may 
produce  catarrhal  symptoms  in  the  beginning.  An 
abortive  cold  and  a temporary  reaction  caused  by 
local  irritants  cannot  be  differentiated.  Fortunately, 
this  is  usually  of  little  practical  importance. 

Tre.^tment:  Local  applications  to  the  nose 

and  throat  such  as  sprays  and  irrigations  are  of 
little  value  in  eradicating  the  infection,  because  it 
is  almost  impossible  to  destroy  the  causative  or- 
ganisms without  at  the  same  time  doing  harm  to 
the  local  tissues;  yet,  argyrol  20  per  cent  is  used  by 
some  for  this  purpose.  Since  we  have  no  specific 
remedy  for  colds,  treatment  consists  mainly  of  re- 
lief of  symptoms.  Bed  rest  should  be  advised  but 
this  advice  is  usually  not  heeded.  However,  when 
patients  at'e  known  to  have  been  previously  in  a 
poor  state  of  health,  it  should  be  made  imperative. 
Isolation  is  desirable  for  two  reasons;  first,  it  may 
lessen  the  chance  of  spread.  This  does  not  lessen 
the  incidence  of  colds  as  much  as  it  would  seem  at 
first  thought  because  there  are  a vast  number  who 
treat  themselves  and  make  no  pretense  of  going 
through  a period  of  isolation.  Furthermore,  a cold 
is  probably  just  as  infectious  during  the  prodromal 
stage  as  at  any  other  time  and,  of  course,  diagnosis 
and  isolation  at  this  time  are  impossible.  Second, 
and  probably  a more  important  reason  for  isolating 
patients  with  colds,  is  that  it  protects  them  from  ac- 
quiring other  infection.  The  patient  should  keep 
himself  warm  and  dry.  Smoking  is  probably  harm- 
ful. .\ny  thing  the  patient  wants  to  eat  may  be 
given.  Malaise  and  other  aches  respond  well  to  the 
following  prescription:  codeine  sulphate  grains 
aspirin  grains  3,  and  caffeine  citrate  grains 
or  grain  each  codeine  sulphate  and  papavarine 
hydrochloride  may  be  used.  Measures  to  produce 
sweating  are  still  popular;  Dover’s  powders  grains 
5 every  four  hours,  hot  lemonade,  or  liberal  quan- 
tities of  alcohol  may  be  used  for  this  purpose.  It 
should  be  remembered  that  sweating  creates  a sense 
of  warmth  which,  in  turn,  may  lead  the  patient  to 
unduly  cool  himself.  This,  in  turn,  may  make  him 
worse.  A mixture  of  thymol  grains  1,  menthol 
grains  2,  eucalyptol  m.  5,  liquid  albolene  q.  s.  oz.  1 
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when  sprayed  in  the  nostril  facilitates  breathing  and 
decreases  the  patient’s  discomfort. 

Cathartics  do  not  influence  either  the  duration  or 
intensity  of  colds;  the  same  is  probably  true  of 
alkalies.  Patients  with  laryngitis  should  rest  their 
voices.  Trachitis  is  made  less  distressing  by  tinc- 
ture of  benzoin  compound  inhalations  prepared  by 
adding  one  dram  of  this  mixture  to  one  pint  of  boil- 
ing water.  All  of  the  above  remedies  tend  to  make 
the  patient  more  comfortable,  but  none  is  as  im- 
portant as  going  to  bed.  The  importance  of  this 
cannot  be  better  emphasized  than  by  reviewing  the 
histories  of  lobar  pneumonia  cases.  Over  50  per 
cent  of  the  cases  of  this  disease  not  only  give  a 
histor\’  of  a cold  preceding  the  onset,  but  also  in 
this  same  50  per  cent  the  history  further  reveals 
that  the  patients  did  not  take  the  prop>er  care  of 
themselves  before  the  pneumonia  began.  Since  this 
complication  follows  far  more  frequently  in  those 
who  do  not  take  good  care  of  themselves,  it  would 
seem  reasonable  to  believe  that  many  cases  of  pneu- 
monia could  have  been  prevented  if  the  reverse  had 
been  the  case. 

Prophylaxis:  Isolation  has  already  been  dis- 
cussed. In  addition  to  this  several  other  suggestions 
have  been  offered.  Of  these  the  so-called  “harden- 
ing” procedures  should  be  mentioned.  This  theory 
supposes  that  daily  cold  baths  and  outdoor  hard- 
ships make  people  less  susceptible  to  colds.  How- 
ever, the  fact  that  colds  are  just  as  common  among 
robust  athletes  as  in  other  people  makes  this  hypo- 
thesis very  doubtful.  Vaccines  are  commonly  em- 
ployed as  a prophylactic  measure,  but  statistics  show 
that  subjects  inoculated  with  vaccines  contract  colds 
just  as  readily  as  the  uninoculated.  There  are  sev- 
eral reasons  why  one  would  expect  such  results. 
Vaccines,  when  of  value,  are  specific  only  for  the 
disease  caused  by  that  particular  organism,  but 
no  one  has  ever  been  able  to  prove  that  the  bacteria 
used  in  making  any  cold  vaccines  are  even  the  chief 
etiological  factors  in  the  production  of  colds.  Fur- 
thermore, the  immunity  produced  by  colds  is  very 
temporary;  usually  it  does  not  last  over  thirty  days 
and  often  for  a much  shorter  time.  Therefore,  even 
if  cold  vaccines  were  specific,  that  is  if  they  were 
made  of  bacteria  that  caused  colds,  and  it  was 
known  that  an  active  immunity  followed  their  injec- 
tion into  the  bod)',  it  would  still  be  illogical  to  be- 
lieve that  this  immunit)'  would  be  more  permanent 
than  the  immunity  which  follows  the  disease.  If 
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this  were  the  case,  it  would  be  just  the  opposite  to 
the  effects  of  vaccine  of  known  value.  For  exam- 
ple, an  attack  of  either  typhoid  fever  or  smallpox 
produces  an  immunity  that  is  a far  more  permanent 
protection  than  that  which  follows  vaccination  with 
their  respective  organisms.  Even  then,  if  there  were 
any  scientific  reason  to  justify  the  belief  that  cold 
vaccines  were  specific,  we  still  would  have  no  reason 
to  expect  the  immunity  produced  to  last  over  thirty 
days;  consequently,  monthly  vaccinations  would  be 
necessary  to  keep  people  free  of  colds.  Since  the 
average  person  has  only  about  two  colds  a year,  the 
necessary  preventive  measures  would  not  only  be 
just  as  bad  as  the  disease,  but  would  have  the  further 
disadvantage  of  being  far  more  costly.  One  must 
reach  the  conclusion  that  vaccines  can  be  of  no 
practical  use  even  if  their  effectiveness  compares 


favorably  with  any  vaccine  known  in  producing  im- 
munity. 

It  has  been  my  experience  that  wearing  ample 
clothing  and  dry,  warm  shoes  is  the  most  effective 
measure  we  have  to  prevent  this  infection. 
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A STUDY  OF  CASES  WITH  PSYCHONEUROSIS  ENTERING 
THE  UNIVERSITY  HOSPITAL 
January  1,  1931,  to  January  1,  1936.* 


David  C.  Wilson,  M.  D., 

Associate  Professor  of  Neurology  and  Psychiatry,  University  of  Virginia, 
Charlottesville,  Va. 


It  is  very  difficult  to  obtain  statistics  of  any  value 
regarding  patients  suffering  from  psychoneurotic 
reactions.  According  to  reports  from  mental  hos- 
pitals this  group  forms  only  1.7  per  cent  of  the  total 
admissions.  Yet,  Strecker  and  Ebaugh  state  as 
follows:  “We  believe  that  functional  disease  either 
in  its  totalities,  or  more  frequently  as  additions  to 
organic  morbidity,  constitute  60  per  cent  to  70  per 
cent  of  medical  practice.”  Certainly  there  is  a wide 
discrepancy  in  these  figures,  so  it  would  seem  that 
any  study  giving  concrete  information  on  the  rela- 
tive importance  of  these  disorders  would  be  worth 
while.  There  are  many  obstacles,  however,  which 
prevent  exact  estimation  of  the  number  of  such  cases, 
their  progress  while  under  study,  and  the  immediate 
as  well  as  the  ultimate  result  of  treatment.  The  first 
and  perhaps  foremost  of  these  is  the  difficulty  of 
diagnosis.  So  often  this  is  a matter  on  which  no  two 
doctors  agree.  The  next  obstacle  is  the  attitude 
toward  results,  as  often  these  patients  leave  the  hos- 
pital or  office  better  physically  and  superficially 

*Read  before  the  sixty-seventh  annual  session  of  the 
Medical  Society  of  Virginia,  at  Staunton,  Va.,  October 
13-15,  1936. 


improved,  but  with  the  underlying  psychoneurotic 
reaction  untouched.  Finally,  many  such  cases  do 
not  enter  institutions  where  accurate  records  are  kept, 
with  the  result  that  their  prevalence  is  often  a matter 
of  impression. 

The  following  report  is  the  result  of  a survey  of 
the  records  of  all  patients  diagnosed  as  having  psy- 
choneurosis in  the  University  Hospital  during  the 
five-year  period  from  January  1,  1931,  to  January 
1,  1936.  This  diagnosis  included  those  with  hysteria, 
with  anxiety  states,  neurasthenia,  hypochondriasis, 
compulsion  neurosis  and  psychoasthenia,  but  ex- 
cluded the  psychopathic  personalities,  as  well  as 
any  of  the  forms  of  psychosis.  None  of  the  out- 
patient cases  were  included  and  none  from  the  pri- 
vate office  records  of  staff  physicians.  An  effort  also 
was  made  to  follow  up  the  subsequent  course  of 
these  patients  through  the  out-patient  records  and 
through  personal  letters  to  patients  and  their  phy- 
sicians. 

In  Table  No.  1 an  effort  is  made  to  show  the 
numerical  importance  of  this  condition  in  a general 
teaching  hospital  in  which  no  special  treatment  and 
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Table  No.  1 


Per- 

IVith  Psycho- 

centage 

neurosis 

No. 

T otal  ad. 

No. 

Per  cent 

Total  admissions 

33,798 

100 

727 

100 

Men  

15,353 

45.4 

274 

38. 

Women 

18,445 

54.6 

453 

62. 

Negroes 

5,500 

16.0 

42 

5.7 

Total  with  Psvchoneurosis 

727 

2.1 

Total  with  Heart  Disease 

940 

2.8 

Total  with  Stomach  Ulcers 

98 

.3 

Total  with  Duodenal 

Ulcers 

243 

.7 

Total  with  Cholecystitis.. 

499 

1.1 

Total  with  Appendicitis  __ 

1,938 

5.7 

Total  with  Chronic 

Tonsillitis 

2,832 

8.3 

Total  with  Syphilis. 

674 

1.9 

no  special  wards  for  nervous  and  mental  patients  are 
offered.  There  were  33,798  patients  of  all  sorts 
admitted  to  the  University  Hospital  during  the  five- 
year  period.  Of  course,  727  were  said  to  suffer  from 
psychoneurosis.  This  is  2.1  per  cent  of  the  total 
admissions  and  the  fourth  group  in  size  placed  under 
one  diagnosis.  The  diagnoses  of  chronic  tonsillitis, 
of  appendicitis,  and  of  heart  disease  include  a greater 
number.  It  is  interesting,  on  the  other  hand,  to 
compare  the  psychoneurotic  group  wdth  that  of  the 
duodenal  and  gastric  ulcers,  as  well  as  that  of 
cholecystitis,  which  have  a decidedly  less  numerical 
importance. 

Table  *No.  1 also  shows  that  approximately  3,000 
more  women  than  men  entered  the  hospital  during 
the  five-year  period,  a difference  of  9.2  per  cent, 
while  179  more  among  the  female  admissions  suf- 
fered from  psychoneurotic  reactions,  or  a greater 
number  of  women  than  of  men  by  24  per  cent,  show- 
ing definitely  that  more  women  than  men  entered 
the  hospital  because  of  this  condition.  This  is  prob- 
ably  a fair  estimation  of  the  distribution  of  the 
malady  in  the  population  at  large,  because  although 
it  is  true  that  the  man,  the  bread  winner,  would  be 
less  likely  to  enter  the  hospital  because  of  such  a 
disorder,  yet  this  same  factor  would  have  a similar 
effect  on  all  other  admissions.  The  difference  in 
morbidity  between  the  sexes  may  be  less  than  24  per 
cent,  but,  undoubtedly,  we  can  conclude,  as  expe- 
rience aLso  teaches,  that  the  female  is  more  prone 
to  this  form  of  disorder. 

Another  fact  of  importance  is  brought  forward 
!)}■  the  first  table;  that  is,  the  low  percentage  of 
negroes  that  were  diagnosed  “With  psychoneurosis.” 
5,500  negroes  were  admitted  during  the  period  under 
study,  representing  16  per  cent  of  all  admissions. 
But  only  forty-two  negroes  were  thought  to  have 


some  form  of  psychoneurosis,  5.7  per  cent  of  the 
total  number  of  cases  with  such  diagnosis.  This 
finding  may  be  explained  in  many  ways.  The  negro 
does  not  usually  enter  the  hospital  unless  he  is  very 
sick.  When  he  does  come  in  he  has  so  many  struc- 
tural diseases  that  the  psychogenic  disturbances  are 
overlooked.  Yet,  it  is  perhaps  safe  to  conclude  that 
the  personality  of  the  negro  has  been  toughened  by 
hardship  and  privation  in  its  struggle  upward  and, 
on  the  other  hand,  has  been  better  protected  from 
conflict  by  a simpler  form  of  philosophy,  so  does  not 
succumb  to  the  maladjustments  which  produce  these 
psychosomatic  disturbances  which  so  many  of  the 
more  favored  races  involve. 


Fig.  1. 


The  curve  in  Figure  No.  1 shows  that  psycho- 
neurosis is  a disease  of  the  third  and  fourth  decade. 
249,  or  35  per  cent  of  all  the  cases  were  from  twenty- 
one  to  thirty  years  of  age  on  admission.  71  per  cent 
were  forty  or  under.  It  must  be  remembered  that 
these  ages  were  given  at  the  time  of  admission  to  a 
hospital  and  that  the  condition  is  usually  due  to  poor 
habits  of  reacting,  which  have  developed  over  the 
years,  so  probably  the  disorder  began  long  before  the 
chart  would  indicate.  This  places  the  usual  incip- 
iency  of  the  disease  well  within  the  decades  first  and 
second.  Howsoever,  from  the  facts  shown  it  can  be 
concluded  that  psychoneurosis  is  a disorder  of  late 
adolescence  and  early  adulthood — a result  to  be  ex- 
pected, since  during  that  period  adjustments  are 
most  difficult  and  the  personality  less  stable. 

In  Table  No.  2 an  attempt  was  made  to  compare 
the  marital  state  of  the  psychoneurotics  with  a large 
section  of  the  population.  The  statistics  for  New 
York  State  were  available  so  were  used  for  com- 
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Table  No.  2 

Marital  Status  of  the  Population  of  New  York  State 
Co.MPARED  WITH  ThAT  OF  CASES  OF  THIS  SERIES 

Ne<w  York  State  Psychoneurotics 


Married  58%  55% 

Single  33%  40% 

Widowed 8%  3% 

Divorced  1%  2% 


100%  100% 

parison.  The  study  shows  3 per  cent  fewer  married 
persons  among  the  psychoneurotics  and  7 per  cent 
more  single  individuals,  while  the  widowed  had  a 
smaller  relative  percentage  and  the  divorced  more. 
It  is  probably  making  too  much  of  slight  differences 
to  draw  any  conclusions  here,  but,  again,  the  find- 
ings substantiate  the  impression  gained  from  general 
experience,  so  are  perhaps  of  some  value. 

The  treatment  of  persons  with  psychoneurosis  at 
the  University  Hospital  is  by  no  means  standardized 
and  varies  from  service  to  service.  On  all  services, 
however,  it  can  be  said  that  the  condition  is  taken 
seriously  and  a distinct  effort  made  to  alleviate  as 
many  as  possible  of  the  patient’s  difficulties;  yet, 
the  pressure  of  time  and  the  need  for  rapid  turnover 
in  many  instances,  especially  on  the  obstetrical  and 
the  surgical  services  makes  anything  but  a super- 
ficial attempt  at  psychotherapy  impossible.  However, 
even  here  all  organic  disease  is  removed  and  the 
patient  reassured  by  a sj-mpathetic  doctor.  On  the 
medical  service  a more  painstaking  procedure  is 
carried  on  to  prove  to  the  patient  that  all  organic 
disease  is  either  absent  or  has  been  attended  to,  while 
a definite  effort  is  made  to  understand  and  explain 
the  patient’s  condition  to  the  patient.  On  the  psy- 
chiatric service  the  treatment  starts  with  the  same 
painstaking  physical  study  with  the  special  purpose 
of  removing  as  many  as  possible  of  the  patient’s 
fears.  Next,  the  picture  of  his  whole  life  is  obtained 
in  order  to  allow  the  doctor  as  well  as  the  patient  to 
understand  the  cause  for  the  reactions  manifested. 
In  the  meanwhile  a planned  attempt  is  carried  for- 
ward to  build  up  the  patient’s  confidence  in  his 
physician.  Next,  the  patient  is  shown  what  he  must 
do  to  overcome  his  difficulties  and  is  actually  started 
on  this  program  before  he  is  discharged.  Of  course, 
many  times  some  factor  interrupts  before  this  sched- 
ule is  completed,  but  in  the  main  this  form  of  therapy 
is  consistently  followed. 

Table  No.  3 shows  the  results  at  discharge.  It 
will  be  noticed  that  the  patients  are  about  evenly 
divided  between  the  other  services  and  that  of  Neu- 


Tabi.e No.  3 
Results  at  Discharge 
N and  P Other 


Service 

Services 

To 

tal 

No. 

% 

No. 

% 

No. 

% 

Improved  

268 

72.4 

227 

63.5 

495 

68 

Unimproved 

72 

19.4 

66 

18.5 

138 

19 

Well 

8 

2.2 

27 

7.6 

35 

4.8 

Not  treated 

17 

4.6 

35 

9.9 

52 

7.1 

Dead 

2 

1.3 

2 

.5 

7 

.1 

370 

357 

727 

rology  and  Psychiatry.  The  number  improved  on  the 
psychiatric  service  is  about  10  per  cent  greater  than 
on  the  other  services.  That  this  is  not  due  to  a less 
critical  attitude  is  shown  by  the  larger  percentage 
unimproved  and  the  smaller  number  considered  well. 
Also  it  is  fair  to  say  that  the  more  difficult  cases  and 
those  with  more  firmly  fixed  psychoneurotic  reactions 
are  referred  to  the  psychiatric  service,  making  the- 
rapy more  difficult.  It  is  again  quite  proper  to  point 
out  that  many  cases  are  discharged  from  the  other 
services  as  improved  when  the  patients  are  better 
physically,  but  as  far  as  the  psychoneurotic  reaction 
is  concerned  are  not  changed. 

On  the  other  hand,  taking  the  figures  as  they  are, 
one  must  conclude  that  there  are  many  psychoneu- 
rotic reactions  which  disappear  after  the  patient’s 
physical  state  is  improved  and  they  are  reassured 
regarding  the  future.  Certainly,  definite  reassurance 
from  an  understanding  and  sympathetic  physician 
allows  many  patients  to  meet  their  problems  with 
new  strength  and  to  solve  them.  Undoubtedly,  such 
good  results  obtained  by  all  services  means  that  the 
attitude  toward  the  patient  with  this  disorder  is  not 
that  of  “side  stepping”  to  leave  the  patient  to  heal 
himself  if  possible,  but  one  with  an  understanding 
that  the  patient  is  sick,  so  is  the  doctor’s  respon- 
sibility. 


Table  No.  4 


Condition 

OF  Patients 

Followed 

One 

Month 

TO 

Five 

Years 

N and  P 

Other 

Servi 

ce 

Services 

T otal 

No. 

% 

No. 

% 

No. 

% 

Improved 

_ 117 

75.9 

68 

73.3 

183 

75 

Unimproved  _ 

- 30 

19.5 

15 

16.6 

45 

19 

Well 

4 

2.6 

9 

10. 

13 

5 

Not  treated-- 

_ 0 

0 

0 

0 

0 

Dead 

3 

1.9 

0 

3 

1 

154 

90 

244 

Table  No.  4 gives  the  results  on  a very  unsatis- 
factory follow-up.  Only  244  patients  have  made 
subsequent  reports.  Any  deductions  from  this  small 
number  have  a very  questionable  value,  especially 
as  only  38  were  followed  more  than  two  years.  These 
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cases  were  divided  according  to  the  sersdce  they  were 
on  while  in  the  hospital.  It  will  be  noticed  that  the 
number  of  improved  that  were  treated  on  other 
services  more  closely  approximate  those  improved  on 
the  psychiatric  service.  The  results  from  this  table, 
if  they  mean  amthing,  show  that  psychiatric  therapy 
is  superior  in  effect,  but  that  the  results  obtained  by 
physical  betterment  accompanied'  by  kindly  reas- 
surance have  great  value.  Here  certainly  it  has  pro- 
duced results  practically  as  good.  It  is  hoped  that 
it  wdll  soon  be  possible  to  publish  a more  definite 
follow-up  from  the  whole  series. 

From  the  results  obtained,  it  is  evident  that  no 
estimate  of  the  number  of  psychoneurotics  in  the 
community  at  large  has  been  made.  This  is  ver\' 
difficult  to  accomplish,  but  if  we  compare  the  psycho- 
neurotic situation  with  that  of  syphilis  some  idea 
may  be  attained.  In  Table  No.  1 it  wdll  be  noticed 
that  727  cases  of  psychoneurosis  and  674  cases  of 
syphilis  were  admitted  into  the  hospital  during  five- 
year  period.  Both  of  these  diseases  are  seen  more 
often  in  the  office  and  out-patient  department  than 
in  the  hospital.  In  the  University  Hospital  out- 
patient department  and  hospital  during  the  five-year 
period  approximately  4,500  cases  of  syphilis  were 
studied.  At  that  same  time  a few  over  5,000  patients 
were  seen  in  the  neuro-psychiatric  clinic.  Therefore, 
the  two  conditions  occur  with  the  same  frequency  in 
the  hospital  and  in  the  out-patient  department.  It 
has  been  estimated  from  many  studies  that  the  prev- 
alence of  syphilis  in  a general  community  is  about 
10  per  cent.  It  is  fair  then  to  estimate  that  psycho- 
neurotic reactions  in  need  of  treatment  are  at  least 
as  frequent,  and  conclude  that  10  per  cent  of  the 
population  are  suffering  from  some  form  of  psycho- 
neurosis. The  impossibility  that  such  a large  num- 
ber of  people  could  be  treated  in  hospitals  or  by 
specialists  is  obvious.  Therefore,  it  is  necessary  that 
the  general  practitioner  understand  and  treat  the 
majority  of  the  cases.  It  is  encouraging,  therefore, 
to  see  that  such  good  results  ■were  obtained  in  the 
hospital  by  methods  which  could  be  used  by  any 
man  in  general  practice.  His  results,  undoubtedly, 
would  depend  on  his  understanding  of  the  psycho- 
neurotic reaction,  his  interest  in  the  condition,  and 
his  sympathy  for  the  patient. 

In  conclusion,  the  study  shows  that  the  psycho- 
neuroses form  numerically  one  of  the  major  groups 
to  be  considered  in  a general  hospital;  that  women 
are  more  prone  to  the  disorder  than  men;  that 


negroes  veiy’^  seldom  enter  the  hospital  for  this  cause; 
that  the  disorder  is  most  frequently  found  in  patients 
of  the  third  decade  of  life  and  more  often  among 
single  than  married  persons.  Finally,  the  psychiatric 
method  of  therapy  produces  the  best  results  but  the 
taking  care  of  physical  ills,  accompanied  by  sato- 
pathetic  reassurance,  has  great  value. 

Discussion 

Dr.  Alex.  F.  Robertson,  Jr.,  Staunton:  Dr.  Wilson’s 
title  and  the  synopsis  of  his  paper  have  made  me  ap- 
proach this  discussion  in  the  frame  of  mind  of  a student 
going  out  on  a blind  date.  I have  wondered  why  Dr. 
Wilson  asked  me  rather  than  a psychiatrist  to  open  this 
discussion.  Was  it  to  use  my  ignorance  as  a contrast 
medium  to  his  expert  knowledge?  I have  finally  decided 
that  it  was  not  an  unfair  advantage  he  was  taking  of 
me  but  an  attempt  to  get  the  viewpoint  of  a general 
practitioner  and  to  bring  home  to  all  of  us  the  impor- 
tance of  this  subject.  This  phase  of  the  practice  of 
medicine  has  been  sadly  neglected  by  the  general  prac- 
titioner, partly  due  to  a lack  of  understanding,  partly 
to  a lack  of  time  but  largely  due  to  a lack  of  sympathy 
with  and  a rational  method  of  treatment  of  symptoms 
not  due  to  organic  disease.  We  are  too  prone  to  throw 
up  our  hands  and  admit  defeat  in  the  beginning  when 
approached  by  a neurotic  patient,  with  the  result  that 
many  of  them  fall  into  the  hands  of  cultists  and  quacks. 

It  seems  to  me  that  the  most  important  single  item  in 
the  handling  of  these  cases  is  a most  careful  history 
and  physical  examination. 

If  such  a patient  comes  to  us  when  we  are  particularly 
busy,  a special  appointment  shold  be  made  later  when 
more  time  is  available.  A careful  history  and  examina- 
tion will  often  reveal  some  organic  trouble  which  may 
be  responsible  for  the  apparent  neurosis.  In  this  con- 
nection, however,  I should  warn  against  the  harmful 
effects  of  indiscriminate  surgery.  If  no  organic  trouble 
is  discovered  we  shall  have  gained  the  patient’s  con- 
fidence by  our  careful  examination,  and  without  the  pa- 
tient’s confidence  we  may  expect  any  treatment  to  be  a 
failure. 

Many  patients  are  unable  to  have  the  attention  of  a 
psychiatrist  and  the  methods  of  treatment  outlined  by 
Dr.  Wilson  may  be  tried  by  the  family  doctor.  I would, 
however,  urge  consultation  with  and  guidance  by  a 
psychiatrist  whenever  possible,  with  institutional  treat- 
ment in  many  cases.  There  is  often  some  factor  in 
the  home  environment  that  makes  it  imperative  to  get 
these  patients  away  from  their  families,  before  we  can 
secure  improvement. 

Dr.  J.  S.  DeJarnette,  Staunton:  I am  going  to  speak 
right  to  the  point.  I want  to  say  this:  The  trouble 
Dr.  Wilson  is  discussing  now  and  bringing  to  your  atten- 
tion is  a thing  that  is  extremely  common.  If  a rich 
man  has  it,  he  has  “nervous  breakdown”;  if  a poor  man 
has  it,  he  is  crazy.  I believe  there  is  going  to  be  less 
and  less  psychoneurosis  diagnosed  and  more  psychosis. 
The  cases  are  coming  to  me.  Dr.  Wilson  has  sent  me 
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two  cases  during  the  past  year  that  illustrate  what  I have 
said.  One  case  had  marked  aphonia;  she  could  not 
speak  at  all.  She  talks  all  right  now;  you  can  hear 
her  across  the  yard.  Another  case  came  in  the  other 
day,  a man  who  could  not  walk,  could  not  move.  I 
told  him  to  turn  over  and  let  me  see  his  back.  You 
will  find,  gentlemen,  if  you  get  your  fingers  trained, 
that  you  can  find  hard  spots  in  the  muscle,  where  they 
say  they  hurt.  I found  in  this  man’s  back  several  hard 
spots.  They  hurt  him  when  he  moved,  and  therefore 
he  did  not  want  to  move.  I treated  him  for  several 
weeks,  and  he  improved.  He  went  home  and  cut  his 
corn,  happy  and  strong  physically. 

We  have,  sometimes,  psychosis  following  typhoid  fever, 
psychosis  following  grip,  all  sorts  of  psychosis  following 
all  sorts  of  things.  It  helps  the  doctor  out  of  a deep 
hole  in  making  a diagnosis  and  gives  the  patient  the 
satisfaction  of  having  a diagnosis.  There  is  a great 
tendency  among  men  to  do  as  little  as  possible  if  they 
can  get  by  with  it.  If  a man  is  going  to  write  a paper, 
he  usually  lets  it  go  until  the  last  day.  We  do  just 
as  little  as  we  can  get  by  with.  You  know  it;  you  do 
it  yourself. 

We  have  what  we  call  flight  into  disease  or  retreat 
into  disease.  Take  a little  boy  going  to  school;  he 
loiters  one  day  and  is  late,  and  the  teacher  reprimands 
him.  The  next  time  he  is  late  the  teacher  whips  him ; 
she  tries  to  paddle  learning  into  him  from  the  bottom. 
So  the  next  time  he  is  late  he  does  not  go  to  school ; 
he  goes  back  home  and  tells  his  mother  he  is  sick.  The 
doctor  is  called,  and  they  give  him  oranges  and  other 
things  he  likes  to  eat.  So  he  finds  out  that  when  he 
is  sick  he  gets  what  he  wants  to  eat  and  is  petted  and 
escapes  disagreeable  things,  and  the  habit  of  flight  into 
sickness  grows  on  him.  It  becomes  more  and  more 


easy  for  him  to  become  sick  when  he  is  confronted 
by  something  he  wants  to  avoid. 

Dr.  Wilson,  closing  the  discussion:  I certainly  appre- 
ciate the  discussion. 

There  is  much  that  I should  like  to  say,  especially 
about  the  attitude  to  the  psychoneuroses  so  charmingly 
described  by  Dr.  Dejarnette.  However,  you  must  not 
let  him  make  you  underestimate  this  condition.  I am 
sure  that  your  experience  with  psychoneurotics  is  suffi- 
cient to  make  you  understand  that  the  picture  he  gives  is 
not  the  correct  one.  In  this  paper  we,  undoubtedly,  un- 
derestimate the  psychoneurotic  problem  when  we  show 
that  this  group  is  10  per  cent  of  hospital  practice  and 
probably  a much  larger  percentage  of  office  practice. 

Undoubtedly,  it  is  up  to  every  physician  to  understand 
and  sympathize  more  with  the  people  who  suffer  from 
this  condition.  It  is  not  a fancied  or  assumed  state  but 
a real  disorder  and  a real  disease. 

Finally,  let  me  say — as  Dr.  Robertson  brought  up  in 
his  description  of  many  surgical  operations  performed 
on  this  class  of  case — that  there  were  one  hundred  and 
eighty-nine  surgical  operations  performed  on  the  group 
studied.  I do  not  say  that  they  were  all  unnecessary, 
but  certainly  a great  many  of  them  were.  It  is  not  very 
difficult  to  take  out  the  appendix  or  gall-bladder  and 
think  that  you  have  cured  a psychoneurosis,  although  the 
real  disability  still  persists  unknown  to  the  operating 
surgeon. 

This  paper  represents  an  effort  to  present  a certain 
group  of  facts  and  it  leads  to  a certain  conclusion; 
namely,  that  a sympathetic  understanding  and  an  ex- 
planation of  the  direct  causes  of  disability  will  help  the 
psychoneurotic.  This  service  can  be  given  by  prac- 
tically any  physician  in  his  office.  Therefore,  it  is  neces- 
sary to  recognize  these  cases  as  they  appear  and  give 
them  the  individual  attention  they  need. 


THE  OCCIPITOPOSTERIOR  POSITION.* 


James  P.  Hennessy,  M.  D.,  F.  A.  C.  S., 

New  York  City. 


The  intention  of  this  paper  is  not  to  present  any 
new  method  of  treatment,  but  rather  to  direct  atten- 
tion to  a condition  which  is  of  frequent  enough  oc- 
currence to  deserve  more  attention  than  it  usually 
receives.  Regarding  the  management  of  the  occipito- 
posterior  position  there  is  still  no  unanimity  of 
opinion  and  every  obstetrician  who  has  had  a large 
and  varied  experience  with  this  position  is  apt  to 
have  rather  definite  ideas  as  to  its  treatment. 

Its  incidence  is  much  greater  than  is  usually  given 
in  textbooks,  and  most  statistics,  even  those  contain- 

*Read before  the  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina,  at  Tarboro,  N.  C.,  December 
2,  1936. 


ing  a reasonably  large  number  of  superficial  ob- 
servations, fall  far  short  of  the  actual  frequency. 
Many  cases  of  primary  occipitoposterior  position  are 
missed  because  of  the  principles  of  diagnosis  still 
generally  applied;  that  is,  presence  of  the  fetal  heart 
to  the  right  or  left  of  the  umbilicus  in  front,  and 
the  notation  of  direction  rather  than  extent  of  ex- 
ternal rotation.  I believe  that  more  than  half  the 
time  the  primary  position  is  posterior  and  that  this 
is  proved  by  noting  direction  and  extent  of  external 
rotation.  If,  after  delivery,  the  head  turns  through 
an  arc  of  135  degrees,  it  is  quite  conclusive  evidence 
that  the  primary  position  was  posterior.  Interns  are 
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taught  that  before  delivery  the  most  dependable  sign 
of  primary  posterior  p>osition  is  the  location  of  the 
fetal  small  parts.  Feet  and  buttocks  are  at  opposite 
ends  of  the  front  to  back  diameter  through  the 
podalic  extremity  of  the  fetal  ovoid.  If  the  small 
parts  can  be  seen  and  palpated  to  the  left  and 
front,  the  buttocks  are  to  the  right  and  rear  and, 
since  the  occiput  is  in  line  with  the  buttocks,  the 
primary  position  is  occiput  posterior.  This  diag- 
nosis is  assured  by  checking  it  with  external  rota- 
tion and  the  backward  turning  of  the  head  at  de- 
livery. In  all  posterior  positions  there  is  an  element 
of  deflection  which  in  R.O.P.  brings  the  fetal  chest 
more  or  less  to  the  front;  the  fetal  heart  sounds 
will,  therefore,  be  to  the  front  and  left  of  the  um- 
bilicus, leading  to  errors  in  diagnosis. 

The  cause  of  occipitoposterior  position  is  not 
clearly  understood.  Opinions  differ,  though  we  all, 

I believe,  agree  that  deviations  from  the  normal  of 
the  bony  pelvis  determine  its  occurrence  both  in  the 
primary  and  persistent  forms.  Thom  mentions  rela- 
tive or  actual  diminution  of  the  transverse  diameter 
of  the  inlet,  and  Caldwell  and  Moloy  state  that  this 
type  of  deformity  as  exhibited  in  their  “Android” 
pelvis  tends  to  cause  posterior  engagements.  The 
reading  of  several  articles  has  inclined  me  to  the 
belief  that  the  primary  occurrence  of  occipitopos- 
terior position  implies  the  existence  of  some  degree 
of  asymmetry  or  deformity  or  some  disproportion  of 
the  bony  pelvis.  In  my  opinion  the  position  is  not 
in  itself  a pathological  entity;  the  failure  of  spon- 
taneous rotation  depends  on  disproportion,  probably 
due  to  pelvic  anomaly.  The  management,  therefore, 
must  be  guided  by  the  nature  of  this  anomaly  rather - 
than  upon  the  primary  position.  If  the  anomaly, 
especially  that  of  the  inlet,  is  of  slight  degree,  and  if 
the  baby  is  not  too  large,  it  will  usually  descend 
and  there  will  be  spontaneous  rotation  and  normal 
delivery.  The  study  of  the  normal  pelvis  shows 
that  there  can  be  but  little  resistance  to  rotation  at 
any  position,  and  in  my  experience  rotation  becomes 
progressively  easier  in  such  a pelvis  with  the  descent 
of  the  head.  If  spontaneous  rotation  does  not  oc- 
cur, we  are  then,  of  course,  dealing  with  the  per- 
sistent position. 

The  literature  dealing  with  the  occipitoposterior 
position  is  unusually  extensive,  and  during  the  past 
few  years  many  articles  have  appeared  concerning 
the  problems  relating  to  its  management  and  treat- 
meant.  While  nothing  of  a startling  nature  was 


found,  still  many  interesting  facts  have  been  dis- 
closed which  are  deserving  of  publication  in  this 
paper. 

One  of  the  most  important  steps  in  the  manage- 
ment consists  in  careful  prenatal  examination.  This 
should  not  stop  at  pelvic  measurement  and  periodic 
examination  of  the  urine;  it  must  include  a general 
examination  of  the  patient  early  in  her  pregnancy, 
careful  prenatal  supervision,  and  a thorough  knowl- 
edge of  the  pathology  of  pregnancy.  The  estimation 
of  the  pelvis  should  take  into  account  the  diameters 
of  the  inlet,  the  mid-pelvis  and  the  outlet,  for  devia- 
tion from  the  normal  in  any  of  these  planes  may 
lead  to  difficulty.  In  doubtful  cases  the  X-ray 
should  be  utilized  in  order  to  make  the  diagnosis 
more  clear,  as  every  pelvis  should  be  checked  and 
rechecked  before  the  onset  of  labor.  If,  after  care- 
ful examination,  we  find  that  we  are  dealing  with 
a normal  pelvis  and  normal  sized  baby,  we  need  not 
be  too  much  disturbed  by  the  px)sterior  position,  since 
the  prospect  of  spontaneous  rotation  is  good.  If  the 
pelvis  is  found  to  be  abnormal,  the  prognosis  for  a 
normal  delivery  is  doubtful  and  the  presence  of  an 
occipitoposterior  position  must  be  recognized  as  a 
factor  of  real  dystocia,  increasing  the  risk  for  both 
mother  and  child. 

As  to  the  management  of  labor  in  this  position, 
there  is  a great  divergence  of  opinion,  although  the 
conservative  note  predominates.  We  gather  from 
the  literature  that  nature  will  manage  most  of  these 
cases  by  means  of  spontaneous  rotation.  It  is  said 
that  this  happens  in  90  per  cent  of  the  cases,  but 
this  has  not  been  my  experience. 

During  labor,  especially  the  first  stage,  it  is  gen- 
erally agreed  that  some  method  of  medication  be 
used  for  the  relief  of  pain;  morphine  and  scopola- 
mine, one  of  the  barbituric  group,  or  colonic  ether, 
the  type  depending  somewhat  upon  the  length  of  the 
first  stage  and  the  temperament  and  general  con- 
stitution of  the  patient.  If  the  labor  is  unduly  pro- 
longed, endangering  either  mother  or  child,  some 
form  of  operative  interference  is  indicated.  Pro- 
longed labor,  even  if  spontaneously  ended,  is  not 
infrequently  the  cause  of  stillbirths  and  birth  in- 
juries. Early  recognition  of  malpositions  and  mal- 
presentations  and  their  correction  early  in  the  second 
stage  of  labor  will  result  in  less  frequent  occur- 
rence of  these  complications. 

In  the  early  stage  of  labor  the  policy  of  watchful 
waiting  should  be  followed  and  the  patient’s  strength 
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be  conserv'ed  by  the  relief  of  pain.  Bill  rightly 
states  that  the  physician’s  problem  is  the  second 
stage  when  the  type  of  delivery  must  be  planned, 
for  the  more  prolonged  the  second  stage  the  greater 
the  fetal  morbidity  and  mortality.  He  considers 
watchful  waiting  during  the  first  stage  and  one  hour 
of  the  second  stage  as  sufficient  to  determine  whether 
spontaneous  rotation  can  be  expected.  When  the 
head  has  not  passed  the  inlet  he  advocates  podalic 
version;  if  it  has  passed  it,  a modified  Scanzoni. 
He  never  does  a manual  rotation.  He  reports  500 
cases,  with  a modified  Scanzoni  in  172,  podalic  ver- 
sion and  breech  extraction  in  317,  cesarean  section 
in  eleven.  There  were  ten  fetal  deaths. 

Lowry  states  that  in  80  per  cent  of  the  cases  the 
head  rotates  anteriorly.  After  the  cervix  becomes 
completely  dilated  and  the  second  stage  has  lasted 
two  to  three  hours,  interference  is  indicated.  When 
the  head  is  high,  with  no  disproportion,  version  is 
the  method  of  choice;  if  the  head  is  in  the  pelvis, 
manual  rotation  and  forceps  delivery. 

McQueen  suggests  watchful  waiting  during  the 
first  stage,  with  sedatives  to  conserve  the  patient’s 
strength.  One  hour  without  definite  progress  dur- 
ing the  second  stage  calls  for  interference.  He  con- 
siders manual  rotation  the  best  method  and  does  not 
favor  the  Scanzoni  maneuver  nor  podalic  version 
and  e.xtraction.  In  his  series  of  217  cases,  spon- 
taneous rotation  occurred  in  71  per  cent.  Manual 
rotation  was  done  in  forty-one  cases,  instruments 
were  used  in  sixty-four,  version  was  performed  in 
one,  cesarean  in  nine.  Fetal  mortality  was  5 per 
cent. 

Reddoch  states  that  spontaneous  rotation  depends 
upon  the  time  the  patient  is  allowed  to  go  unassisted 
in  the  second  stage;  he  cjuotes  85.7  per  cent  in  one 
clinic  and  78  per  cent  in  another.  Interference, 
preferably  by  the  Scanzoni  maneuver,  is  indicated 
after  two  hours  second  stage  pains.  Fetal  mortality 
was  4.9  per  cent. 

Manual  rotation,  when  properly  performed,  is 
simple  and  causes  less  trauma  than  other  methods. 
The  technique  practiced  by  the  writer  is  Schumann’s 
modification  of  the  Pomeroy  technique,  as  follows: 
The  hand  whose  palmar  surface  wall  slip  over  the 
occiput  is  introduced  into  the  vagina;  the  first  and 
second  fingers  slip  past  the  head  and  seek  the  an- 
terior axilla,  the  head  lying  loosely  in  the  palm  of 
the  hand.  With  the  other  hand  making  abdominal 
pressure,  the  shoulder  of  the  child  is  firmly  pushed 


around  the  anterior  aspect  of  the  pelvis  until  the 
body  has  been  rotated  almost  180  degrees.  The 
occiput  becomes  dislodged  from  under  the  promon- 
tory of  the  sacrum  and  turns  with  the  body  into  an 
anterior  position.  This  accomplished,  the  hand  is 
not  withdrawn  until  after  one  blade  of  the  forceps 
has  been  applied  to  the  head,  acting  as  a wedge 
to  prevent  the  occiput  from  rotating  again  to  the 
posterior  position.  The  second  blade  is  then  ap- 
plied and  delivery  follows. 

Scanzoni,  about  the  middle  of  the  nineteenth  cen- 
tury, discovered  the  following  procedure  for  the 
management  of  the  posterior  position:  With  the 
right  hand,  the  position  of  the  posterior  or  right 
ear  is  located  and  the  position  of  the  occiput  veri- 
fied. The  left  blade  is  first  introduced,  but  is  placed 
below  the  transverse  diameter  in  order  to  grasp  the 
side  of  the  head.  This  is  followed  by  the  right 
blade  which  is  guided  to  a position  opposite  the 
left  one  to  grasp  the  left  side  of  the  head.  The 
forceps  are  then  locked,  the  front  being  toward  the 
infant’s  face.  Traction  is  made  with  a rotary  mo- 
tion, keeping  in  mind  the  spiral  course  which  the 
handles  should  describe.  The  head,  in  its  descent, 
will  rotate  first  to  the  transverse  and  then  to  the 
anterior  oblicjue.  This  will  cause  the  forceps  to 
point  toward  the  back  of  the  pelvis,  and  they  must 
be  removed  and  re-applied  in  the  usual  way  to  com- 
plete delivery.  Forceps  rotation  is  more  likely  than 
manual  rotation  to  produce  vaginal  tears,  since  it 
subjects  the  vaginal  wall  to  a twisting  strain.  In 
view  of  this  fact,  the  original  Scanzoni  should  be 
reserved  for  the  use  of  those  with  great  skill  and 
experience. 

Bill,  of  Cleveland,  advocates  a somewhat  similar 
procedure,  but  his  operation  differs  from  that  of 
Scanzoni  in  that  he  uses  the  Tucker-McLane  non- 
fenestrated forceps,  and  that  he  rotates  the  head  be- 
fore bringing  it  down,  thus  avoiding  Scanzoni’s 
spiral  motion.  Although  the  head  is  not  displaced 
upward  before  rotation,  a slight  upward  pressure 
may  be  made  if  rotation  is  not  at  once  successful. 
After  rotation  has  been  accomplished,  the  forceps 
are  re-applied  and  delivery  completed. 

After  the  conditions  for  forceps  (full  dilatation  of 
the  cervix  and  rupture  of  the  membranes)  have  been 
fulfilled,  the  birth  canal  is  carefully  ironed  out  in 
order  to  eliminate  as  far  as  possible  resistance  to 
the  head.  A cephalic  application  of  the  forceps  is 
made,  with  the  concavity  of  the  blades  looking  to- 
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ward  the  baby’s  face.  Before  locking  the  forceps 
the  handles  are  slightly  depressed  in  order  to  bring 
the  blades  more  nearly  in  the  long  diameter  of  the 
ovoid  as  this  favors  a little  better  flexion  of  the 
head.  After  the  forceps  are  locked  the  handles  are 
raised  toward  the  opposite  groin  of  the  patient  as 
this  also  favors  flexion  of  the  head.  The  handles 
are  then  carried,  without  any  traction,  in  a large 
circle  so  that  during  the  stages  of  rotation  they 
point  first  toward  the  groin,  next  toward  the  thigh, 
and  then  almost  toward  the  floor.  The  rotation  is 
continued  until  the  occiput  lies  directly  under  the 
s}’mphysis,  and  the  sagittal  suture  is  in  the  anterio- 
posterior diameter  of  the  pelvis.  Rotation  should 
be  complete,  in  order  to  prevent  the  head  from  re- 
turning to  its  original  position  after  the  forceps 
are  removed.  Before  removal,  traction  is  made 
to  fix  it  in  its  new  position.  The  forceps  are  then 
removed  and  re-applied  to  the  anterior  position. 

Rotation  elevates  the  occiput  and  lowers  the  sinci- 
put without  materially  changing  the  center  of  mass. 
In  forceps  rotation  the  handles  sweep  through  the 
arc  of  a circle  and  the  tips  of  the  blades  with  the 
sinciput  move  to  the  opposite  side  of  the  pelvis  and 
to  a lower  level. 

The  ideal  way  to  perform  a modified  Scanzoni 
is  to  rotate  the  head  in  the  station  in  which  it  lies, 
just  as  would  be  done  with  the  hand.  The  forceps 
have  a great  advantage  over  the  hand  in  that  they 
cause  less  displacement  of  the  head.  If  the  tech- 
nique is  correct  there  is  no  reason  for  laceration  or 
any  injury  to  the  child.  I have  followed  this  pro- 
cedure in  several  hundred  cases  and  in  only  two 
instances  (both  large  babies  with  unusually  large 
heads)  have  I been  unable  to  rotate  the  head  by 
forceps. 

Versiott.  As  we  do  not  use  the  high  forceps  op- 
eration, we  follow  the  rule  that  whenever  the  longest 
diameter  of  the  fetal  head  has  not  passed  through 
the  pelvic  inlet,  podalic  version  is  the  method  of 
choice.  This  is  more  easily  performed  before  the 
membranes  have  ruptured;  therefore,  we  deliver 
early  when  conditions  are  favorable.  If  the  mem- 
branes have  already  ruptured  and  the  head  is  still 
high  at  the  time  of  full  dilatation  of  the  os,  the 
more  promptly  the  version  is  performed  the  better 
chance  there  will  be  of  a successful  termination  of 
labor. 

Cesarean  Section.  Positive  indications  for  Cesa- 
rean section  are  occasionally  recognized  too  late. 


A little  less  conservatism  on  this  point  and  more 
care  in  early  manipulation  of  the  patient  would  no 
doubt  spare  the  mother  much  risk  and  additional 
pain  and  save  the  lives  of  many  babies.  The  indi- 
cations for  surgical  intervention  have  been  greatly 
extended  by  the  transperitoneal  and  extraperitoneal 
types  of  Cesarean  section  in  the  case  of  potentially 
infected  mothers,  particularly  in  cases  of  large  non- 
engaging heads,  the  male  type  of  pelvis  or  the  funnel 
pelvis.  Women  of  moderate  height,  or  very  short  in 
stature,  with  large  hips  made  up  largely  of  cushions 
of  fat  often  give  birth  to  children  with  thick  bones 
and  square,  block-like  heads,  and  in  such  cases  the 
posterior  position  is  quite  frequent  and  the  mem- 
branes are  apt  to  rupture  either  before  or  soon  after 
the  beginning  of  labor. 

It  has  been  suggested  that  just  before  and  during 
labor  the  patient  lie  on  the  side  toward  which  the 
fetal  back  is  directed,  by  which  means  the  breech 
is  thrown  over  to  the  side,  the  spinal  column  is 
straightened,  the  occiput  is  forced  down,  flexion  is 
increased,  and  rotation  is  thereby  favored.  In  my 
experience,  attempts  to  remedy  the  position  of  the 
fetus  by  altering  the  posture  of  the  mother  have  in 
most  cases  been  unsuccessful. 


In  a series  of  3,966  private  and  general  service 


cases  in  St.  Ann’s  Maternity  Hospital,  there  were 

500  occipitoposterior  positions,  of 

which  328  were 

primiparae  and  172  multiparae,  as  follows: 

Para  T 

328  cases 

ir 

93  “ 

III 

42  “ 

IV 

22  “ 

V 

7 “ 

VT 

3 “ 

VII 

3 “ 

VIII 

1 “ 

TY 

1 “ 

Total 

500 

In  tabulating  the  ages  we  found  the  following: 

14-20  years 

26  cases 

20-25  “ 

86  “ 

25-30  “ 

_ 172  “ 

30-35  “ 

149  “ 

35-40  “ 

54  “ 

40-+5 


13 


Total 500 

The  length  of  the  first  and  second  stages  of  labor 
are  shown  in  two  graphs: 
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HOURS 


The  R.O.P.  position  occurred  342  times  (68.4 
per  cent)  and  the  L.O.P.  position  158  times  (31.6 
per  cent);  a ratio  of  about  3:2.  Anterior  rotation 
occurred  spontaneously  in  122  cases  (24.4  per  cent). 
There  were  forty-four  normal  deliveries  after  spon- 
taneous rotation,  leaving  344  cases  which  required 
some  form  of  operative  interference;  an  operative 
incidence  of  66.8  per  cent.  In  other  words,  as- 
sistance was  necessary  in  100  per  cent  of  the  per- 


sistent posteriors.  The  method  of  rotation  in  this 
group  was  as  follows: 

Manual  rotation 107  cases  (21.4%) 

Modified  Scanzoni  maneuver 173  “ (34.6%) 

Version  50  “ (10  %) 


Following  manual  rotation,  forceps  were  used 


as  follows: 

High  medium 14 

Low  medium  60 

Low 33 


107 

Four  babies  were  delivered  dead  after  manual 
rotation : 

1.  Weight:  6 lbs.,  2 ozs. ; Labor:  First  stage,  sixty 

hours;  second  stage,  three  hours,  forty  minutes 
(funnel  pelvis). 

2.  Weight:  7 lbs.,  2 ozs.;  Labor:  First  stage,  nineteen 

hours;  second  stage,  two  hours,  fifteen  minutes 
(macerated  fetus). 
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3.  Weight:  8 lbs.,  2 ozs. ; Labor:  First  stage,  fifty-seven 

hours  (macerated  fetus). 

4.  Weight:  9 lbs.,  8 ozs.;  Labor:  First  stage,  five  hours, 

fifty'  minutes;  second  stage,  one  hour,  thirty- five 
minutes  (difficult  shoulder). 

In  the  173  cases  in  which  the  modified  Scanzoni 
procedure  was  used,  the  results  were  as  follows; 


High  medium  forceps 19  cases 

Low  medium  forceps 104  “ 

Low  forceps 48  “ 

Normal  delivery  2 “ 

Total 173 


There  was  one  death  in  this  group,  the  details  of 
which  are  given  later. 

Internal  podalic  version  was  performed  in  fifty 
cases  (10  per  cent),  the  forceps  being  applied  to 
the  after-coming  head  in  two  instances. 

There  were  thirty-three  Cesarean  sections,  but 
in  no  case  did  the  posterior  position  furnish  the  in- 
dication for  this  procedure. 

In  the  entire  series  of  500  cases,  nine  babies 
were  stillborn  and  three  died  during  the  first  ten 
days.  Of  the  latter,  autopsy  showed  congenital 
anomalies  of  the  heart  in  two  and  tentorial  tears  in 
the  other  two.  Two  of  the  stillborn  babies  were 
macerated  and  had  been  dead  before  the  onset  of 
labor.  Therefore,  in  the  total  500  cases,  seven  fetal 
deaths  (1.4  per  cent)  could  be  attributed  to  labor 
or  deliver)'. 

Prolapse  of  cord,  failing  fetal  heart,  version 

performed  too  late  (one  emergency  case) 3 cases 

Asphyxia  due  to  unusually  prolonged  first  stage  1 case 


Asphyxia  due  to  prolonged  second  stage 2 cases 

Difficult  shoulder  delivery  (weight  of  baby,  9 

lbs.,  8 ozs.) 1 case 

Total 7 cases 


In  the  173  cases  delivered  by  the  modified  Scan- 
zoni method  there  was  one  death,  in  a baby  weigh- 
ing 10  lbs.,  3 ozs.,  who  died  in  two  hours  of  in- 
tracranial hemorrhage.  The  mother  was  a primi- 
parae;  the  second  stage  of  labor  was  five  hours, 
fifteen  minutes  (high  medium  forceps). 


The  deliveries  by  version  were  difficult  as  forceps 
had  to  be  applied  to  the  after-coming  head  in  two 
cases.  In  two  cases  the  cord  was  feebly  pulsating 
at  the  termination  of  delivery,  although  in  one  it 
was  questionable.  There  was  one  stillbirth:  second 
stage,  four  hours,  thirty  minutes;  weight  of  baby, 
8 lbs.,  9 ozs.  The  other  baby  died  within  forty- 
eight  hours  of  intracranial  hemorrhage;  it  weighed 
8 lbs.,  9 ozs.,  and  was  in  good  condition;  length  of 
second  stage,  fifteen  minutes. 

Conclusions 

The  early  recognition  of  the  occipitoposterior  posi- 
tion is  most  important.  Many  physicians  fail  either 
to  realize  the  frequency  of  this  anomaly  or  to  ap- 
preciate the  fact  that  its  presence  always,  and 
sometimes  to  a serious  degree,  complicates  labor. 

The  first  stage  of  labor,  which  is  sometimes  much 
prolonged,  should  be  so  managed  as  to  minimize 
the  suffering  and  exhaustion  of  the  mother.  The 
second  stage  may  often  be  shortened,  with  great  ad- 
vantage to  mother  and  baby.  Unless  there  is  good 
evidence  of  progress  some  form  of  intervention 
(manual  rotation,  modified  Scanzoni  maneuver,  or 
podalic  version  with  extraction)  should  be  practiced. 

Results  show  that  when  these  methods  of  delivery 
have  been  followed,  early  in  the  second  stage  of 
labor,  uniformly  good  results  have  been  obtained. 
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RUPTURE  OF  GRAAFIAN  FOLLICLES  AND  CORPUS  LUTEUM  CYSTS.* 


Herbert  C.  Jones,  D.,  F.  A.  C.  S., 

Petersburg,  Va. 


Ovulation  or  the  rupture  of  a graafian  follicle  and 
the  formation  of  a corpus  luteum  cyst  is  a normal 
physiological  process  occurring  once  during  each 
menstrual  cycle,  usually  believed  to  occur  first  in 
one  ovary  and  then  in  the  other.  According  to  the 
work  of  Knaus,  Ogino,  Shaw',  Schroeder  and  others, 
ovulation  takes  place  at  a definite  time  in  each  cycle. 
The  most  widely  accepted  theory  is  that  “In  women 
with  normal  reproductive  physiology  ovulation  always 
takes  place  on  the  fifteenth  day  before  the  onset  of  the 
period”  (Knaus).  “In  the  ovaries  there  are  a great 
number  of  follicles  each  of  which  has  within  it  an 
ovum.  In  the  pre-puberty  stage  the  follicle  develops 
only  up  to  a certain  stage,  but  in  the  mature  woman 
one  of  the  follicles  is  ripened  almost  once  a month, 
then  discharging  the  ovum  with  the  rupture  of  the 
follicle  which  is  called  ovulation.  After  ovulation 
the  follicle  changes  to  the  yellow  body,  lutein  body 
or  corpus  luteum.  According  to  researches  of  R. 
IMeyers,  the  process  of  corpus  luteum  formation  is 
divided  into  three  stages;  proliferation,  vasculariza- 
tion, and  organization.  The  corpus  luteum  begins 
to  degenerate  directly  before  the  menses,  and  atro- 
phies gradually,  ending  finally  as  cicatrical  tissue 
(corpus  albicans).  On  one  hand,  the  development 
and  ripening  of  a follicle,  ovulation,  lutein  body 
formation  and  its  degeneration  process  are  being 
carried  on,  and,  on  the  other  hand,  during  the  period 
of  lutein  body  formation  the  ripening  of  another 
follicle  is  checked.  The  ovarian  cyclic  change  as 
stated  above  is  carried  on  in  the  healthy  woman” 
(Ogino). 

-Accepting  as  a fact  that  a physiological  rupture 
occurs  each  month,  the  prime  question  would  be  as 
to  when  rupture  of  the  ovary  (follicle  or  corpus 
luteum  cyst)  is  pathological  and  what  is  its  cause. 
These  are  two  mooted  questions.  The  first  might  be 
answered  that  such  rupture  is  pathological  when  it 
produces  svTnptoms  or  when  visualization  reveals 
blood  in  the  peritoneal  cavity,  with  a tear  in  the 
ovary  and  abnormal  hemorrhage  in  the  ovary. 
Homing  states  “Ovarian  hematomas  occur  in  nor- 

*Read before  the  sixty-seventh  annual  meeting  of  the 
Medical  Society  of  Virginia,  in  Staunton,  October  13-15, 
1936. 


mal  ovaries.”  Various  writers  have  suggested  many 
different  theories  as  to  the  pathological  process. 
Some  have  advanced  the  theory  that  corpus  luteum 
cysts  rupture  because  of  the  heightened  capillary 
permeability.  Others  think  that  varicose  dilatations 
mpture  when  the  follicle  ruptures.  Savage,  quoted 
by  Phaneuf,  believes  that  “ovarian  hematomas  of 
follicles,  as  indicated  by  microscopic  and  macro- 
scopic study,  result  from  a multiple  and  premature 
ripening  of  the  graafian  follicle,  which  due  to  the 
presence  of  an  increased  amount  of  blood  in  the 
ovary,  apart  from  the  normal  yellow  body,  that  an 
outpouring  of  blood  takes  place  into  a follicle  from 
the  vessels  of  the  theca  intemae,  that  the  cysts  unite 
and  that,  being  immature,  possibly  by  reason  of  the 
absence  of  the  presiding  ovum,  the  normal  retro- 
gression of  the  follicles  does  not  take  place  and  a 
blood  clot  remains.  It  may  be  noted  that  the  path- 
ological condition  of  the  blood  tumors  and  of  the 
amount  of  the  fluid  contents  in  them  is  brought 
about  more  by  the  rupturing  of  the  blood  vessels  in 
association  with  immature  follicles  than  by  enlarge- 
ment and  subsequent  bursting  of  these  follicles.” 
Further,  he  states  that  “when  a mature  follicle  rup- 
tures there  is  a secondary  low  grade  hemorrhage 
which  can  be  designated  as  normal.  One  speaks  of 
follicular  hemorrhage  only  when  the  bleeding  takes 
place  in  a closed  and  unripe  follicle.”  Savage  re- 
ported seven  cases  of  hematoma  of  the  ovar}’  with- 
out rupture. 

Review  of  the  literature  as  to  the  external  cause 
or  contributing  factors  in  producing  this  condition 
can  only  leave  one  in  doubt.  It  has  been  said  that 
ovarian  hemorrhage  can  be  caused  by  acute  infec- 
tions, acute  toxemias,  exposure  to  cold,  blood  dys- 
crasias  and  hypertension — a rather  indefinite  group 
of  causes.  The  writer  doubts  that  hypertension  plays 
much  part  in  the  condition  since  the  condition  seems 
to  occur  most  frequently  in  young  women.  Trauma 
is  given  by  almost  every  obser\'er  as  a factor, 
although  a study  of  many  case  reports  does  not  indi- 
cate that  it  is  a prominent  factor.  Pelvic  inflam- 
matory disease  and  varicose  veins  are  mentioned 
prominently  as  causes;  however,  the  condition  has 
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been  seen  so  often  when  such  conditions  are  not 
present  that  one  doubts  that  they  are  important. 
Coitus  has  been  given  as  a cause.  If  this  was  true 
one  would  expect  the  condition  to  be  much  more 
frequent.  .\lso  the  condition  is  seen  in  many  virgins. 
In  Case  2 of  this  series,  rupture  of  the  ovar)’  occurred 
with  profuse  hemorrhage  during  intercourse.  The 
writer  does  not  believe,  however,  that  intercourse  was 
a factor.  In  Case  3 a woman  during  twelve  years  of 
married  life  has  had  probably  twenty  attacks  of 
severe  pain  in  the  lower  abdomen  during  intercourse. 
The  pain  usually  lasted  about  one  hour.  Careful 
history  of  the  three  attacks  occurring  during  the  past 
year  revealed  that  in  each  instance  the  attacks  oc- 
curred about  the  expected  time  of  ovulation.  The 
etiology  of  this  condition  is  still  in  doubt;  however, 
one  would  like  to  see  a study  made  of  coagulation 
times,  bleeding  times,  platelet  counts  and  blood  cal- 
cium estimations  in  such  cases.  It  is  our  hope  at 
some  future  date  to  present  the  results  of  such  a 
study. 

In  1924  Phaneuf  reviewed  the  literature  on 
hemorrhage  from  the  ovary  from  1900  to  1923  and 
found  reports  of  only  42  cases  with  hemorrhage  from 
ruptured  graafian  follicles  or  corpus  luteum  cysts — 
twenty  of  the  former,  and  twenty-two  of  the  latter.  • 
Seventeen  others  were  classified  as  hematic  cysts. 
Morton  found  the  total  number  of  such  cases  re- 
ported to  be  ninety-five  through  1931.  In  1933  Hoyt 
and  Meigs  reported  25  cases  from  the  Massachusetts 
General  Hospital,  and  in  January  1936  presented  58 
cases  occurring  between  1929  and  1934  inclusive. 
A remarkable  part  of  this  report  is  that  the  diag- 
nosis was  made  accurately  in  17  out  of  58  cases. 

In  this  series  13  cases  are  reported,  ten  of  which 
were  subjected  to  surgery.  In  only  two  cases  was 
the  diagnosis  made  accurately.  We  believe  that  we 
would  have  had  more  cases  to  report  had  there  been 
a uniform  index  heading  of  hemo-peritoneum. 
These  cases  were  listed  and  filed  under  such  va- 
rious headings  as  hemorrhagic  ovarj',  ruptured 
ovarian  cysts,  ruptured  corpus  luteum  cysts  and 
graafian  follicles.  I am  sure  that  other  cases  are 
listed  under  the  index  headings  of  chronic  appen- 
dicitis and  chronic  salpingitis.  I had  hoped  to  have 
a definite  menstrual  history  for  each  case  but  was 
disappointed  to  find  the  menstrual  history  in  most 
cases  unsatisfactory.  The  severity  of  s)Tnptoms  re- 
sulting from  the  rupture  of  corpus  luteum  cyst  or 
graafian  follicle  seems  dependent  to  a large  e.xtent 


on  the  amount  of  hemorrhage  that  occurs  with  the 
rupture.  .Authorities  indicate  that  when  ovulation 
occurs  normally  the  woman  usually  notices  a pain 
in  her  lower  abdomen  and  most  often  on  the  right 
side.  The  pain  is  not  severe  and  she  looks  upon 
it  as  a gas  pain.  It  most  often  passes  off  very 
promptly  within  an  hour  or  two  and  rarely  inca- 
pacitates her.  Of  course,  when  the  amount  of 
hemorrhage  is  large,  such  as  seen  in  ruptured  ectopic 
pregnancy,  the  symptoms  and  physical  findings  are 
the  same  as  seen  in  ruptured  ectopic  pregnancy, 
namely:  severe  pain  in  the  abdomen,  shock,  rigidity 
and  tenderness  of  the  abdomen,  faintness,  usually 
nausea  and,  on  pelvic  examination,  evidences  of 
fluid  or  blood  clots  can  be  detected  on  either  side  of 
and  behind  the  uterus.  Temperature  may  be  sub- 
normal, wdth  pulse  rapid  and  weak,  and  the  white 
blood  count  high.  Most  of  the  cases  described  in 
the  literature  are  of  this  type;  however,  we  feel 
that  the  larger  group  of  cases  consist  of  those  in 
which  the  picture  is  not  so  bizarre.  The  pain  in 
such  cases  is  usually  severe  enough  to  call  the  doctor. 
The  pain  in  the  right  side  is  definite  but  not  as  excru- 
ciating as  in  the  cases  which  simulate  ectopic  preg- 
nancy. The  shock  is  not  as  severe.  There  is  usually 
very  little  acceleration  of  the  pulse  and  the  side  of  the 
lower  abdomen  involved  is  more  tender  than  rigid. 
The  white  blood  count  in  this  group  of  cases  was 
found  to  be  from  6,000  to  10,000  and  there  was 
little  or  no  elevation  of  temperature  or  pulse.  In  six  to 
eight  hours  the  pain  entirely  subsided,  but  as  a rule 
the  side  remained  sore  and  tender  four  or  five  days. 
Generally  these  patients  gave  a ver}'  definite  histor}' 
of  previous  attacks.  They  usually  have  been  told 
by  some  physician  that  they  have  chronic  appen- 
dicitis. A great  many  of  them  have  had  their  ap- 
pendix removed  without  cessation  of  s>’mptoms.  The 
writer  thinks  that  a careful  menstrual  history  is  the 
most  important  factor  in  arriving  at  the  proper  diag- 
nosis in  such  cases  and  is  sorry  that  most  of  the 
menstrual  histories  in  this  series  are  not  as  definite  as 
those  given  by  Sackett  and  by  Ho)t  and  Aleigs.  If 
one  follows  the  principles  of  Knaus  and  Ogino  of 
determining  the  time  of  ovulation  in  such  cases  it 
will  probably  lead  him  into  the  light. 

We  have  said  before,  according  to  Knaus,  that 
ovulation  always  takes  place  normally  on  the  fif- 
teenth day  before  the  onset  of  the  next  period.  Rup- 
tures occurring  after  ovulation  are  due  to  the  rupture 
of  corpus  luteum  cysts  because  this  is  the  only  time 
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during  the  menstrual  c>’cle  that  such  cysts  exists. 
In  Hoyt  and  Meigs  series  of  58  cases  the  relation 
of  onset  of  pain  to  ovulation  and  menstruation  was 
recorded  in  49  cases.  Considering  the  menstrual 
cycle  as  beginning  the  first  day  of  menstruation  the 
rupture  occurred  on  the  following  days  of  the  cycle: 


7th 

day 

3 

19th  day 

1 

10th 

day 

1 

21st  day 

9 

11th 

day 

1 

24th  day 

1 

14th 

day 

. 24 

2Sth  day 

- 3 

16  th 

day 

1 

At  onset 

2 

18th 

day 

3 

Not  stated 

9 

In  other  words,  the  rupture  apparently  occurred 
most  often  on  the  fourteenth  day  or  twenty-four 
times,  but  definitely  occurred  forty-four  out  of  forty- 
nine  times  in  the  second  two  weeks  of  the  cycle. 

-Authorities  generally  believe  that  normal  rupture 
of  graafian  follicles  most  often  take  place  at  a defi- 
nite time  in  the  menstrual  cycle.  That  it  occurs  be- 
tween the  twelfth  and  nineteenth  day  before  the 
oncoming  period  is  most  generally  accepted.  In  a 
review  of  several  series  of  cases  accurate  diagnosis 
was  confused  most  often  with  appendicitis  in  the 
moderately  severe  cases  and  ectopic  pregnancy  in 
the  severe  cases.  Rupture  of  corpus  luteum  cysts 
with  hemorrhage  seems  to  produce  symptoms  more 
often  than  rupture  of  graafian  follicles.  The  right 
ovary  is  apparently  involved  more  than  the  left  and 
sATuptoms  occur  more  frequently  on  the  right  side 
than  on  the  left.  In  Meigs  and  Ho}d  series  it  occurred 
thirty-nine  times  on  the  right  and  thirteen  times  on 
the  left.  In  six  cases  the  ovary  involved  was  not 
stated.  The  condition  seems  to  occur  at  any  period 
between  puberty  and  the  menopause  but  probably  oc- 
curs more  frequently  between  the  ages  of  fifteen  and 
thirty  years.  Following  is  the  list  of  thirteen  cases, 
ten  of  whom  have  been  operated  on  and  a rupture  of 
the  ovary  found.  Two  of  the  other  three  cases  have 
had  their  appendix  removed  with  persistence  of 
symptoms. 

Case  1.  Miss  I.  J.,  white  female,  age  twenty-one, 
unmarried.  Was  operated  on  by  Dr.  J.  Bolling 
Jones,  August,  1908,  with  all  the  symptoms  of  a 
severe  ruptured  ectopic  pregnancy.  Operation  re- 
vealed the  abdomen  filled  with  blood  and  a large 
rupture  in  the  right  ovary,  which  was  three  times 
its  normal  size.  One  month  later  the  patient  was 
again  seized  with  a violent  pain  in  her  abdomen  and 
had  symptoms  of  severe  hemorrhage  and  shock.  She 
was  operated  on  again  immediately  and  the  abdomen 


was  found  to  be  filled  with  blood  with  a large  tear 
in  the  left  ovary.  The  right  ovary  was  removed  at 
the  first  operation  and  the  left  ovary  was  removed 
at  the  second  operation.  Records  as  to  blood  counts 
and  menstrual  history  are  not  available.  This  case 
is  mentioned  because  of  its  severity  and  the  fact 
that  the  same  accident  happened  in  each  ovary  one 
month  apart.  Her  condition  preceding  both  opera- 
tions was  desperate. 

Case  2.  Mrs.  J.  L.  B.,  white  female,  age  twenty- 
five,  married.  Mother  of  one  child.  Was  operated 
on  May  2,  1932,  at  the  Hopewell  Hospital.  At 
4 A.  M.,  during  intercourse,  she  was  seized  with  a 
violent  pain  in  the  lower  part  of  her  abdomen.  The 
pain  was  so  severe  that  a doctor  was  called  and  a 
hypodermic  of  morphine  given.  When  seen  six  hours 
later  the  pain  was  still  present  in  her  abdomen  and 
the  lower  abdomen  was  very  rigid,  with  tenderness 
most  marked  on  the  right  side.  The  patient  seemed 
shocked,  although  her  pulse  was  ninety  and  temper- 
ature normal.  Pelvic  examination  revealed  an  in- 
definite mass  in  the  right  side.  The  patient  gave  a 
history  of  being  unwell  ten  days  previous.  Her 
periods  were  regular  and  were  of  the  twenty-four 
day  type.  She  had  missed  no  periods.  The  pre- 
operative diagnosis  was  ruptured  ovarian  cyst.  A 
right  rectus  incision  was  made  and  when  the  abdo- 
men was  opened  about  a cupful  of  blood  was  found 
in  the  pelvis.  The  ovary  was  discolored  with  a 
hematoma,  being  about  twice  its  normal  size,  and 
there  was  a tear  in  the  ovary  one-quarter  inch  long. 
The  right  ovary  was  resected  and  the  appendix, 
which  seemed  normal,  was  removed.  She  made  an 
uneventful  recovery.  Post-operative  diagnosis — 
ruptured  graafian  follicle. 

Case  3.  Mrs.  B.,  white  female,  age  thirty-four, 
married  twelve  years.  One  child.  No  other  preg- 
nancies. Apparently  normal  physically  and  with  a 
regular  menstrual  history  of  twenty-eight  day  pe- 
riods. Her  history  indicated  that  during  her  married 
life  on  about  twenty  occasions  she  had  been  seized 
with  severe  pain  in  her  lower  abdomen  during  inter- 
course, the  pain  lasting  about  one  hour  and  at  times 
had  been  accompanied  by  nausea  and  vomiting.  Dur- 
ing the  past  year  the  pain  occurred  on  three  oc- 
casions. A checking  of  her  menstrual  history  indi- 
cated that  the  pain  occurred  in  all  three  instances 
about  the  time  of  ovulation.  Repeated  pelvic  exam- 
inations by  several  competent  men  had  revealed  nor- 
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mal  findings.  It  is  thought  that  a graafian  follicle 
ruptured  at  the  time  of  her  attacks. 

Case  4.  !Mrs.  T.,  white  female,  age  twenty-five, 
married,  ^^'as  admitted  to  the  Petersburg  Hospital 
May  5,  1936.  Five  hours  before  admission  she 
was  seized  with  a violent  pain  in  her  abdomen, 
became  faint  and  nauseated.  She  was  last  unwell 
April  20,  1936.  Her  periods  were  regular,  oc- 
curred every  twenty-one  days  and  lasted  about 
five  days.  On  admission  her  temperature  was 
100-3/5,  pulse  80  and  respiration  20.  White  blood 
count  12,000,  polys  80,  l)’mphs  18  and  2 large 
monos.  Her  hemoglobin  was  90  per  cent.  Phys- 
ical examination  revealed  the  lower  right  abdomen 
was  rigid  and  tender.  Indefinite  masses  were  found 
on  both  sides  of  the  uterus  and  movement  of  the 
uterus  caused  pain.  A pre-operative  diagnosis  of 
ruptured  ectopic  pregnancy  was  made  in  spite  of 
the  fact  that  there  was  no  history  of  her  having 
missed  a period.  At  operation  rupture  of  a corpus 
luteum  cyst  was  found  on  the  right  side  with  eight 
ounces  of  blood  in  the  pelvis,  the  rent  in  the  ovary 
being  three-eighths  of  an  inch  in  length.  The 
fimbriated  ends  of  both  tubes  were  adherent.  The 
right  ovary  was  resected  and  both  tubes  removed. 
This  patient  made  an  uneventful  recover}’  with  the 
exception  of  a slight  secondary  hemorrhage  of  the 
abdominal  wall.  She  was  discharged  May  20,  1936. 

Case  5.  JSIiss  T.,  white  female,  age  twelve.  Was 
admitted  to  the  Petersburg  Hospital  on  June  4, 
1931.  Thirteen  hours  before  admission  she  was 
taken  sick  with  a pain  all  over  her  abdomen.  About 
four  hours  later  it  localized  in  the  lower  right  side. 
Xo  pelvic  examination  was  made.  The  child  had 
not  been  unwell.  Her  white  blood  count  was  8,000, 
polys  82,  lymphs  18,  temperature  100-3/5,  pulse 
88,  respiration  24.  A pre-operative  diagnosis  of 
acute  appendicitis  was  made.  When  the  abdomen 
was  opened  the  appendix  was  found  to  be  normal. 
There  was  a tear  in  the  right  ovar}'  one-sixteenth 
inch  long,  .\bout  a tablespoonful  of  clotted  blood 
was  found  in  the  pelvis.  The  appendix  was  re- 
moved but  the  ovary  was  not  submitted  to  surgery. 
I believe  that  the  symptoms  of  this  patient  were  due 
to  rupture  of  a graafian  follicle.  Her  mother  has 
recently  told  me  that  she  has  had  similar  attacks 
since  her  operation. 

Case  6.  Miss  F.  M.,  white  female,  age  tw’enty- 
four.  .\dmitted  to  the  Petersburg  Hospital  July  3, 
1933,  and  discharged  July  12,  1933.  This  young 


woman  gave  a history  of  many  previous  attacks. 
About  eight  hours  before  admission  she  was  seized 
w’ith  a sudden  pain  in  her  lower  right  abdomen. 
She  had  had  some  nausea  but  no  vomiting.  She 
was  acutely  tender  over  ^IcBurney’s  point.  Her 
white  blood  count  was  10,700,  polys  76,  lymphs  24, 
temperature  100,  pulse  80,  respiration  18.  Her 
periods  were  of  the  regular  twenty-eight-day  t}’pe, 
lasting  three  or  four  days  and  accompanied  by  much 
pain.  She  w'as  last  unwell  tw’o  weeks  before  ad- 
mission. A pre-operative  diagnosis  of  acute  ap- 
pendicitis was  made.  When  the  abdomen  was  opened 
the  pelvis  was  found  to  contain  about  three  cups 
of  blood.  There  was  a tear  in  the  right  ovary  one- 
half  inch  long  with  a hemorrhage  in  the  ovary.  The 
appendix  seemed  normal.  The  right  ovary,  tube, 
and  the  appendix,  which  was  normal  with  the  ex- 
ception of  a few  adhesions,  were  removed.  Re- 
cently this  young  woman  developed  some  type  of 
infected  cyst  on  the  left  side  and  had  it  removed 
at  another  hospital.  The  pathological  report  was 
“hemorrhagic  ovary.”  We  are  inclined  to  think  this 
was  a case  of  a ruptured  graafian  follicle. 

Case  7 . ^liss  G.  J.,  white  female,  age  thirty-three. 
\\’as  admitted  to  the  Petersburg  Hospital  March  2, 
1930.  Discharged  March  16,  1930.  The  chief 
complaint  of  this  patient  was  pain  in  the  lower  right 
quadrant  usually  occurring  ten  to  twelve  days  after 
menstruation.  She  had  these  attacks  frequently  dur- 
ing the  past  ten  years  and  they  usually  lasted  from 
six  to  ten  hours.  Her  appendix  was  removed  in 
1918,  with  no  relief  of  symptoms.  Dilatation  of  her 
right  ureter  for  stricture  gave  no  relief.  She  was 
unwell  two  weeks  before  admission  to  the  hospital. 
Physical  examination  revealed  tenderness  over  the 
right  lower  quadrant  with  very  little  rigidity.  Pel- 
vic examination  was  made  with  difficulty  but  the 
cervix  seemed  stenosed  and  the  uterus  small.  .4. 
pre-operative  diagnosis  of  stenosis  of  the  cerv’ix  and 
right  ovarian  cyst  was  made.  At  operation  a stenosis 
of  the  cervix  was  found.  There  was  a small  rup- 
ture of  the  right  ovar}’  with  a clot  in  the  ovary. 
The  ovar}’  was  twice  its  normal  size.  The  left 
ovary  and  tube  were  bound  down  by  adhesions  be- 
hind the  broad  ligament.  A small  fibroid  about  the 
size  of  a marble  was  found  on  the  top  of  the  uterus. 
Operation — D.  and  C.,  myomectomy,  left  salpingo- 
oophorectomy.  The  ovary  was  not  touched.  \\  hite 
blood  count  6,600,  polys  67,  lymphs  33.  This  pa- 
tient made  an  uneventful  recovery,  but  has  had 
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many  similar  attacks  since.  We  think  this  pa- 
tient’s attacks  have  probably  been  due  to  patholog- 
ical ruptures  of  graafian  follicles. 

Case  S.  iMiss  M.,  white  female,  age  twenty-four. 
Admitted  to  the  Petersburg  Hospital  September  7, 
1935.  Discharged  September  10,  1935.  Re-ad- 
mitted September  12,  1935.  Discharged  October  1, 
1935.  This  young  woman  was  taken  with  a severe 
pain  in  her  lower  right  abdomen  on  September  7. 
The  pain  was  accompanied  by  some  nausea  but  no 
vomiting.  Her  side  had  remaiped  sore  constantly 
since  onset.  Her  white  blood  count  September  7, 
was  16,880,  polys  77,  lymphs  23;  September  8, 
white  blood  count  15,000,  polys  81,  lymphs  19;  Sep- 
tember 12,  white  blood  count  11,500,  polys  75, 
hanphs  25;  September  13,  white  blood  count  12,250, 
polys  82,  lymphs  18.  Her  periods  had  always  been 
regular  and  of  the  twenty-eight-day  type,  lasting 
about  four  days.  She  was  unwell  about  two  weeks 
before  the  onset  of  her  pain.  A pre-operative 
diagnosis  of  hemorrhagic  ovary  was  made.  A right 
rectus  incision  was  made  and  from  eight  to  ten 
ounces  of  blood  was  found  in  the  pelvis.  The  right 
ovary  was  twice  its  normal  size  due  to  a clot.  It 
was  split  exactly  in  half  by  a tear.  The  appendix 
seemed  normal.  The  right  ovary,  tube  and  appen- 
dix were  removed.  We  believe  this  was  a case  of 
ruptured  corpus  luteum  cyst.  She  made  an  unevent- 
ful recovery  with  the  exception  of  an  intravenous 
reaction  shortly  after  her  operation. 

Case  9.  Miss  D.  M.,  white  female,  age  seventeen. 
Admitted  to  the  Petersburg  Hospital  December  24, 
1930.  Eighteen  hours  before  admission  this  pa- 
tient had  a violent  pain  in  her  abdomen  which  was 
diffuse.  The  lower  right  abdomen  was  more  tender 
than  rigid.  Her  menstrual  history  was  irregular, 
and  she  was  unwell  last  on  November  25,  1930. 
Three  white  blood  counts  on  December  24,  several 
hours  apart,  were  made:  1.  White  blood  count 
12,200 — polys  90 — Ijanphs  10.  2.  White  blood 

count  12,600 — p>olys  83 — lymphs  17.  3.  White 

blood  count  11,600 — polys  74 — lymphs  26.  Tem- 
perature was  100,  pulse  80,  respiration  20.  A diag- 
nosis of  acute  appendicitis  was  made.  Patient  re- 
fused operation  and  left  the  hospital.  Twelve 
hours  later,  December  25,  she  returned  to  the  hos- 
pital with  the  pain  in  her  right  side  having  con- 
tinued. She  was  operated  on  December  25,  through 
a lower  right  rectus  incision  and  in  the  abdominal 
cavity  a large  amount  of  blood  was  found,  esti- 


mated at  ten  ounces.  The  right  ovary  was  twice 
its  normal  size  and  there  was  a laceration  of  about 
one  inch  through  the  center  of  the  ovary.  The  ap- 
pendix was  normal.  The  uterus  was  infantile.  The 
appendix,  right  ovary  and  tube  were  removed.  The 
writer  believes  this  to  have  been  a ruptured  corpus 
luteum  cyst.  The  pathological  report  was  hemor- 
rhagic ovary.  She  made  an  uneventful  recovery 
and  when  last  seen  three  years  later  she  gave  no 
history  of  similar  attacks. 

Case  10.  Mrs.  T.,  white  female,  age  twenty- 
eight,  married  eight  years,  one  child,  one  miscar- 
riage. Admitted  to  the  Petersburg  Hospital  Sep- 
tember 20,  1936.  Discharged  October  3,  1936.  This 
young  woman  was  taken  suddenly  sick  September  2, 
eighteen  days  before  admission  with  a pain  all  over 
her  abdomen,  which  was  accompanied  by  much 
nausea.  The  pain  was  very  severe  and  was  not  re- 
lieved until  four  hours  later  by  a hypodermic.  The 
next  day  the  lower  abdomen  was  very  sore  and  re- 
mained sore  for  four  days.  The  soreness  in  the 
right  side  was  not  severe  enough  to  keep  her  in 
bed  entirely.  September  16,  the  pain  returned,  and 
when  see*n  at  this  time  she  was  acutely  tender  over 
her  right  lower  abdomen  with  very  little  rigidity. 
Pelvic  examination  revealed  acute  tenderness  when 
the  cervix  was  pressed  upon.  No  definite  mass  was 
made  out.  She  gave  a history  of  profuse  leucorrhea 
for  the  last  several  years  and  thought  she  had  some 
venereal  disease.  Her  periods  had  been  regular. 
She  was  unwell  normally  on  August  2,  and  be- 
came unwell  again  on  September  3,  one  day  after 
the  onset  of  her  pain.  This  period  lasted  three  days. 
Her  periods  had  usually  occurred  every  thirty  days. 
She  states  that  for  the  last  three  years  she  has  had 
pain  in  the  lower  left  side  of  her  abdomen.  She 
was  operated  on  September  20.  Previous  to  her 
operation  her  white  blood  count  was  5,400,  polys 
78,  lymphs  22.  Temperature  was  normal,  pulse  80 
and  respiration  20.  Pre-operative  diagnosis  of  sub- 
acute salpingitis  of  venereal  origin  was  made.  The 
abdomen  was  opened  through  a lower  mid-line  in- 
cision. The  appendix,  left  tube  and  ovary  were 
normal.  There  was  a hemorrhagic  mass  about  the 
size  of  a goose  egg  encircling  the  right  ovary.  No 
rupture  was  seen  in  the  ovary  but  it  was  thought 
that  the  rupture  had  healed,  since  the  onset  of  this 
condition  was  eighteen  days  before  operation.  The 
appendix  and  right  tube  and  ovarj"  were  removed. 
She  made  an  uneventful  recovery.  The  pathological 
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report  was  chronic  oophoritis,  chronic  salpingitis  and 
chronic  appendicitis. 

Case  11.  Miss  A.  L.  D.,  white  female,  age  twen- 
ty-two. Admitted  to  the  Petersburg  Hospital  April 
13,  1932.  Discharged  .\pril  24,  1932.  The  pa- 
tient’s chief  complaint  was  pain  in  the  abdomen 
with  nausea.  Three  days  before  admission  she  sud- 
denly developed  a severe  pain  all  over  her  abdomen. 
Physical  examination  revealed  muscular  rigidity  of 
the  entire  abdomen  with  tenderness  more  acute  over 
the  lower  right  abdomen.  Rectal  examination  re- 
vealed a mass  in  the  region  of  the  right  ovary. 
White  blood  count  on  admission  was  12,400,  polys 
78,  lymphs  22;  bleeding  time  was  3-1/2  minutes; 
temperature  100;  pulse  100.  She  was  last  unwell 
March  17,  1931,  and  due  to  be  unwell  April  14 
1931.  In  other  words,  she  was  taken  sick  with  her 
severe  attack  three  days  before  the  expected  time 
of  her  menstrual  period.  pre-operative  diagnosis 
of  acute  appendicitis  was  made.  Through  a Mc- 
Burney  incision  the  appendix  was  found  to  be  nor- 
mal; consequently,  the  incision  was  enlarged.  Her 
pelvis  was  filled  with  a large  amount  of  blood 
clots.  The  right  ovary  was  larger  than*  normal 
and  there  was  a small  rupture  in  the  center.  The 
appendix,  right  ovary  and  tube  were  removed  and 
the  blood  clots  cleaned  out  of  the  pelvis.  The 

pathological  report  was  chronic  oophoritis.  The 

writer  beligves  this  to  be  a case  of  probable  rup- 
ture of  a corpus  luteum  cyst. 

Case  12.  Miss  H.  J.,  white  female,  age  eighteen. 
Was  operated  on  for  acute  appendicitis  January  13, 

1935.  The  appendix  was  definitely  enlarged  and 
inflamed.  The  pathological  report  was  acute  ap- 
pendicitis. In  October,  1935,  she  began  to  have 
attacks  of  severe  pain  in  her  lower  right  abdomen. 
The  pain  was  very  severe  on  onset  and  her  side  re- 
mained so  sore  and  tender  that  it  caused  her  to  re- 
main from  school  a week  each  month  until  May, 

1936.  Codeine  was  required  for  relief  of  pain. 
Her  periods  were  regular  and  of  the  twenty-eight- 
day  t}pe  and  lasted  usually  five  days.  These  at- 
tacks have  occurred  on  the  fifteenth  day  before  the 
beginning  of  the  next  menstrual  period.  Since  on- 
set of  attacks  this  patient  has  been  made  to  keep 
a diary  and  it  seems  definite  that  her  side  remains 
extremely  sore  for  five  to  six  days  following  the 
onset  of  each  attack.  The  patient  is  entirely  com- 
fortable from  the  time  she  menstruates  until  the  on- 
set of  pain.  She  has  no  nausea  and  no  vomiting. 


Pain  apparently  always  starts  on  the  right  side  but 
on  three  occasions  the  left  side  has  become  sore 
and  remained  sore  for  five  or  six  days  following 
the  onset  of  pain.  Several  white  blood  counts  have 
been  made  during  the  attacks  and  they  have  gen- 
erally run  from  6,000  to  10,000.  She  has  had  no 
elevation  of  temperature.  During  the  months  of 
May,  June,  July,  and  August,  1936,  the  attacks 
were  slight, — in  fact,  so  slight  that  they  did  not 
require  her  to  remain  in  bed.  In  September  she 
had  a similar  attack  requiring  her  to  remain  in  bed 
about  two  hours.  This  case  has  been  very  interest- 
ing to  watch  and  it  seems  to  me  rather  definite  that 
her  attacks  have  been  due  to  a pathological  rupture 
of  a graafian  follicle  with  an  abnormal  persistence 
of  hemorrhage  into  the  ovary. 

Case  13.  iMiss  L.  H.,  white  female,  age  twenty- 
six.  Was  operated  on  December  29,  1929,  at  which 
time  an  apparently  normal  appendix  was  found  and 
removed.  .\  diagnosis  of  subacute  appendicitis  had 
previously  been  made.  The  ovary  was  not  ex- 
amined. A D.  and  C.  for  dysmenorrhea  was  done 
in  August,  1935.  Previous  to  her  appendectomy  she 
gave  a history  of  many  attacks  of  pain  in  the  lower 
right  side  of  her  abdomen.  No  relief  was  obtained 
from  the  operation.  April  6,  1936,  a study  was 
started  to  determine  the  relationship  of  attacks  to 
ovulation  and  menstruation.  This  study  was  car- 
ried out  until  September  28,  1936.  Her  periods 
are  the  thirty-day  type  and  last  five  days.  For  ten 
days  following  menstruation  each  month  she  has 
felt  perfectly  well.  She  was  unwell  on  April  6,  the 
period  lasting  five  days  and  was  uncomfortable 
April  20,  when  she  had  a rather  severe  pain  in 
her  right  side  which  lasted  about  six  hours.  The 
lower  right  side  of  the  abdomen  remained  sore 
-April  21,  22,  23,  24,  and  25.  She  was  unwell  again 
on  Alay  6,  the  period  lasting  five  days  and  had  no 
discomfort  in  her  abdomen  again  until  the  twenty- 
first.  She  then  had  a rather  severe  pain  in  her 
lower  abdomen,  which  lasted  about  four  hours. 
The  right  lower  abdomen  remained  sore  May  21, 
22,  23,  and  then  she  was  very  comfortable  until 
June  5 when  the  period  began.  This  period  lasted 
five  days  and  then  she  was  comfortable  until  June 
13.  The  pain  and  soreness  in  her  lower  right  ab- 
domen was  present  June  13,  14,  15,  and  16.  The 
next  period  occurred  on  July  6,  and  she  was  en- 
tirely comfortable  until  July  25,  her  right  side  be- 
ing sore  July  25,  26,  and  27.  She  was  unwell 


1937] 


\'iRGiNiA  Medical  Monthly 


675 


again  August  7,  a five-day  period,  and  comfortable 
until  the  twenty-third  of  August.  She  had  much 
pain  in  her  lower  right  abdomen  on  August  23,  24, 
25,  and  26.  She  was  unwell  again  September  8. 
This  period  lasted  five  days  and  she  was  comfort- 
able until  September  24,  her  right  side  being  tender 
September  24,  25,  26,  27,  and  28.  The  periodicity 
of  this  case  is  interesting  and  it  certainly  seems 
that  the  pain  and  soreness  in  the  right  lower  ab- 
domen has  a definite  relationship  to  ovulation  and 
the  formation  of  the  corpus  luteum  cyst. 

In  analyzing  the  series  of  thirteen  cases  here 
presented,  ten  cases  of  which  were  operated  on,  we 
would  like  to  call  attention  to  several  facts.  The 
white  blood  count  varied  from  5,400  to  16,000,  the 
height  of  the  count  varying  with  the  severity  of 
the  condition.  The  ages  varied  from  twelve  years 
to  thirty-four  years  and  the  temperature  was  usually 
around  100.  The  pulse  rate  was  usually  accel- 
erated, most  of  the  cases  operated  on  running  between 
80  and  100.  The  amount  of  blood  found  in  the 
abdomen  varied  from  a tablespoonful  to  the  abdo- 
men filled  with  blood.  A right  rectus  incision  was 
made.  The  writer  is  sorry  that  the  menstrual  his- 
tories in  these  cases  have  been  so  indefinite.  All 
cases  occurred  during  the  second  two  weeks  in  the 
menstrual  cycle.  In  two  cases — namely,  Cases  12 
and  13 — diaries  were  kept,  in  one  case  for  nearly 
a year,  and  in  the  other  case  for  about  six  months. 
In  both  of  these  cases  the  rupture  of  the  follicle 
seemed  definitely  to  occur  on  the  fifteenth  day  be- 
fore the  next  period  was  expected.  In  seven  of  the 
cases  histories  would  indicate  that  the  rupture  ap- 
parently occurred  about  the  mid-period.  In  two  of 
these  cases  the  rupture  apparently  occurred  one  and 
three  days  before  menstruation.  It  would  seem 
very  important  that  the  exact  date  of  periods  be 
recorded  in  hospital  charts.  One  might  even  go 
further  and  say  that  it  would  be  well  if  surgeons 
would  determine  the  date  in  the  menstrual  cycle  be- 
fore they  operate  and  record  the  condition  of  the 
ovar}’  as  seen  when  the  abdomen  is  opened.  In  the 
ten  cases  that  were  operated  on  the  ovary  was  re- 
moved six  times,  resected  twice,  and  not  touched 
on  two  occasions.  In  the  six  cases  in  which  the 
ovar}-  was  removed  the  records  would  seem  to  in- 
dicate that  such  removal  was  justified  on  three  oc- 
casions. The  findings  indicate  that  the  ovary  might 
have  been  saved  in  the  other  three  cases. 

As  to  treatment  of  ruptured  graafian  follicles  and 


corpus  luteum  cysts,  surgery  would  seem  definitely 
indicated  in  cases  where  the  symptoms  simulate 
ruptured  ectopic  pregnancy  or  in  cases  where  the 
presence  of  an  acute  appendix  cannot  be  ruled  out. 
Certainly,  if  surgery  is  resorted  to,  the  operating  sur- 
geon on  finding  the  condition  should  make  every 
attempt  to  save  the  ovary  or  a part  of  it.  The 
writer  feels  that  a large  number  of  young  women 
visit  doctors  complaining  of  pain  in  their  side  and 
the  history  of  many  similar  attacks.  He  feels  that 
these  patients  should  have  a very  careful  history 
and  physical  examination,  giving  especial  attention 
to  the  menstrual  history  and  if  such  attacks  seem 
to  be  occurring  about  the  time  of  ovulation,  he  feels 
that  a daily  record  should  be  kept  over  a period 
of  several  months  before  surgery  is  resorted  to,  or 
especially  before  a chronic  appendix  is  removed. 
A history  of  many  attacks  occurring  suddenly  about 
the  time  of  ovulation,  followed  by  soreness  in  either 
of  the  lower  quadrants  of  the  abdomen,  should  make 
one  suspicious  that  a pathological  rupture  of  a 
graafian  follicle  or  corpus  luteum  cyst  is  occurring. 
The  diaries  which  have  been  kept  of  the  two  young 
women  in  this  series  very  definitely  indicate  that 
the  pain  in  their  side  seems  to  be  associated  with 
ovulation  and  they  are  much  happier  knowing  what 
their  condition  probably  is  and  have  ceased  to 
worry.  Hemorrhage  from  endometrial  or  choco- 
late cysts  and  that  which  often  accompanies  an 
ovarian  cyst  with  a twisted  pedicle  have  not  been 
considered  in  this  paper.  We  have  been  discussing 
only  ovaries  which,  at  certain  times  during  the 
month,  would  appear  apparently  normal.  Time 
and  lack  of  knowledge  has  not  permitted  a discus- 
sion as  to  why  the  condition  occurs  more  frequently 
on  the  right  side  than  on  the  left. 

In  conclusion,  we  feel  that  this  condition  exists 
in  many  more  women  than  was  formerly  thought. 
The  problem  cannot  be  solved  by  any  small  group 
of  cases  but  we  would  like  to  stress  the  importance 
of  more  accurate  office  and  hospital  records  with 
especial  emphasis  being  given  to  dates  of  menstrual 
periods.  Pathological  study  of  ovaries  by  capable 
pathologists  should  give  a more  thorough  under- 
standing. Young  women  with  a history  of  attacks 
in  the  lower  abdomen  should  be  studied  for  sev- 
eral months  before  a chronic  appendix  is  removed. 
A lower  rectus  incision  would  seem  to  be  the  in- 
cision for  proper  exploration.  An  ovary  should  only 
be  removed  when  it  is  beyond  repair,  and,  finally, 
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a history  of  repeated  attacks  of  sudden  pain  fol- 
lowed by  a sore  side  should  make  one  suspicious  that 
a pathological  condition  exists  in  the  ovary. 

Bibliography 

1.  Knaus,  H.:  Periodic  Fertility  and  Sterility  in 

Woman. 

2.  Ogino,  K. : Conception  Period  of  Women. 

3.  Block,  F.  B.:  Am.  J.  Obst.  and  Gynec.,  1930,  19:102. 

4.  Meigs,  J.  V.,  and  Hoyt,  W.  F. : Am.  J.  Obst.  and 

Gynec.,  1933,  25:532. 

5.  Morton,  P.  C.:  N e’w  York  State  J.  Med.,  1932, 

32:196. 

6.  Phaneuf,  E.:  J.  A.  M.  A.,  1924,  83:658. 

7.  Sackett,  N.  B.:  Am.  J.  Obst.  and  Gynec.,  1932, 

23:849. 

8.  Hoyt,  W.  F.,  and  Meigs,  J.  V.:  Surg.  Gynec.  and 

Obst.,  1936,  Vol.  62. 

Discussion 

Dr.  John  S.  Horsley,  Jr.,  Richmond:  Dr.  Jones’  ex- 
cellent paper  on  rupture  of  the  Graafian  follicle  and 
corpus  luteum  is  quite  timely.  Little,  if  any,  considera- 
tion has  been  given  this  condition  in  medical  training 
or  in  surgical  and  gynecological  books.  Less  than  tvro 
hundred  operative  cases  have  been  reported  in  all  the 
literature.  Yet  Dr.  Jones  presents  ten  operative  cases, 
and  during  the  fourteen  years  that  I have  been  as- 
sociated at  St.  Elizabeth’s  Hospital,  Richmond,  Va.,  we 
have  had  nine  operative  cases.  These  nineteen  cases  are 
reported  here  for  the  first  time.  In  all  probability  many 
more  cases  have  occurred,  but  have  not  been  reported, 
or  have  been  incorrectly  diagnosed  as  ruptured  ectopic 
pregnancy,  ruptured  neoplastic  cysts  of  ovaries,  and 
other  simulating  conditions. 

I wish  to  emphasize  some  of  Dr.  Jones’  diagnostic 
points.  Status  of  menstrual  periods  is  important.  Rup- 
ture occurring  in  mid-intermenstrual  time  usually  indi- 
cates a bleeding  Graafian  follicle,  and  its  occurrence 
from  the  fourteenth  day  to  the  onset  of  the  next  period 
means  bleeding  from  a corpus  luteum.  .v  areful  his- 
tory of  the  onset  and  character  of  the  pain,  especially 
its  suddenness  and  severity,  is  essential.  Previous  similar 
attacks  are  very  suggestive.  The  pulse  rate  varies  with 
the  amount  of  blood  loss,  and  the  temperature  varies 
with  the  time  since  the  onset  of  the  bleeding.  Rectal 
examination  is  very  important  in  all  cases,  especially 
the  younger  cases.  The  presence  of  fainting,  preceded 
by  sudden  severe  lower  abdominal  pain  and  shoulder 
pain  (especially  the  right),  is  very  helpful  in  the  diag- 
nosis of  rupture  with  large  intra-abdominal  hemorrhage. 
I find  no  explanation  for  the  marked  right-sidedness  of 
this  condition  except  for  the  usual  predominance  of 
right-sided  pelvic  and  lower  abdominal  pathology,  espe- 
cially from  disease  of  the  appendix. 

Mild  cases  might  possibly  be  handled  without  opera- 
tion, but  the  danger  in  not  operating  lies  in  the  close  re- 
semblance of  the  signs  and  symptoms  to  those  of  acute 


appendicitis.  In  50  per  cent  of  our  cases,  both  acute 
appendicitis  and  ovarian  rupture  have  occurred  together. 
Immediate  operation,  of  course,  must  be  done  in  cases  of 
severe  hemorrhage.  As  Dr.  Jones  pointed  out  in  his 
summary,  the  ovary  must  be  conserved  as  far  as  possi- 
ble. In  the  actively  bleeding  ruptures,  some  surgeons 
merely  suture  the  opening,  but  we  feel  it  is  best  to  shell 
out  the  lining  to  the  follicle  or  corpus  luteum,  or  resect 
the  affected  portion  of  the  ovary  and  suture  with  very 
fine  plain  catgut. 

Our  series  includes  nine  actively  bleeding  ruptures  of 
the  ovary  proved  by  operation.  Eight  occurred  in  the 
right  ovary  and  one  in  the  left.  A striking  feature  in 
these  cases  was  that  the  pain  was  confined  chiefly  to 
the  right  lower  quadrant  of  the  abdomen  without  epigas- 
tric pain  even  with  the  left  ovary  involved  and  without 
any  inflammation  of  the  appendix.  Another  impression 
was  the  associated  mild  pathology  adjacent  to  the  affected 
ovary,  such  as  appendicitis,  tubal  pathology  with  en- 
largement and  prolapse  of  the  ovary.  I wish  to  present 
two  cases  illustrating  the  gross  pathology  with  lantern 
slides. 

Mrs.  R.,  age  twenty-two  years,  had  a sudden  attack 
of  severe  generalized  abdominal  pain  during  the  night 
while  stopping  at  a Richmond  hotel  on  her  way  from 
her  home  in  Alabama  to  visit  in  New  England.  During 
the  twelve  hours  from  onset  to  the  time  of  hospital  ad- 
mission the  pain  persisted  unrelieved  by  morphine. 
Moderate  surgical  shock  was  present  on  examination  and 
the  other  physical  signs  were  similar  to  those  of  a rup- 
tured bleeding  ectopic  pregnancy,  such  as  reported  by 
Dr.  Jones  in  his  Case  No.  4.  The  white  blood  count 
was  20,000,  with  neutrophiles  92  per  cent.  The  patient 
had  been  married  three  years  with  no  pregnancies.  The 
menstrual  history  was  normal.  She  had  menstruated 
two  weeks  previously.  Immediate  abdominal  operation 
was  performed  and  at  least  500  c.c.  of  free  blood  and 
clots  were  found.  As  the  lantern  slide  shows,  a ragged 
bleeding  rupture  of  a Graafian  follicle  was  found  in 
a normal  portion  of  the  right  ovary.  On  the  anterior 
portion  of  this  ovary  was  an  irregular,  lemon-sized 
benign  cystic  fibro-adenoma.  The  right  tube  and  ovary 
and  appendix  were  removed.  The  appendix  showed 
very  early  and  mild  acute  inflammation  which  appeared 
to  be  secondary  to  the  pelvic  pathology  and  hemorrhage. 
Convalescence  was  uneventful.  A letter  from  the  pa- 
tient thirteen  months  following  operation  stated  that 
she  had  had  no  further  trouble  and  a healthy  daughter 
weighing  7 lbs.,  10  oz.,  had  just  arrived. 

The  second  case  was  a girl,  fourteen  years  of  age, 
who  was  operated  upon  six  hours  after  the  onset  of  a 
typical  attack  of  acute  appendicitis.  Catamenia  had  be- 
gun one  and  one-half  years  previously  and  the  men- 
strual periods  occurred  at  irregular  intervals.  She  had 
last  menstruated  about  three  weeks  before  her  present 
illness.  Emergency  operation  was  performed  through  a 
low  McBurney  incision.  Bloody  free  peritoneal  fluid 
was  found  and  after  an  acutely  inflamed  appendix  was 
removed,  pelvic  exploration  revealed  a ruptured  bleed- 
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ing  corpus  luteum  of  an  apparently  normal  right  ovary 
which  is  seen  on  the  screen.  Both  tubes  showed  a rare 
condition  of  congenital  stenosis  and  large  non-flammatory 
cysts.  The  right  ovary,  both  tubes  and  two-thirds  of 
the  adherent  left  ovary  were  removed  through  the  orig- 
inal McBurney  incision.  The  post-operative  course  was 


smooth  and  the  patient  has  been  free  from  any  abdominal 
pain  for  the  three  and  one-half  years  since  operation. 
Menstruation  was  delayed  for  several  months  after  op- 
eration and  then  returned  more  nearly  normal  than 
before.  Secondary  sexual  development  has  been  only 
slightly  retarded. 


LUDWIG’S  ANGINA: 

REPORT  OF  A CASE  REQUIRING  TRACHEOTOMY.  RECOVERY.* 


Elbyrne  G.  Gill,  M.  D., 

and 

Earle  G.  Ridall,  M.  D., 
Roanoke,  Va. 


Since  Ludwig  described  this  virulent  infection  in 
1836,  there  has  been  much  controversy  as  to  whether 
or  not  it  is  a true  clinical  entity.  In  recent  years  it 
has  been  accepted  as  a distinct  disease,  and  is  so 
described  by  all  modem  writers. 

The  physical  findings  and  clinical  course  of  the 
case,  here  reported,  show  so  clearly  the  points 
brought  out  by  Ludwig  in  his  original  description, 
that  we  wish  to  mention  his  description  in  way  of 
comparison.  It  is  (1)  an  inflammation  of  cellular 
tissues,  which  (2)  begins  around  the  submaxillary 
salivary  gland,  (3)  subsequently  invades  the  neck, 
and  floor  of  the  mouth,  and  (4)  runs  its  course, 
progressively  worse,  ending  with  death  in  ten  to 
twelve  days,  or  a gradual  recovery.  He  also  noted 
( 1 ) that  the  insignificant  inflammation  of  the  throat 
itself,  even  if  present  early  in  the  disease,  faded 
away  soon,  (2)  the  peculiar  wooden  hardness  of 
cellular  tissue  on  which  an  impression  cannot  be 
made,  (3)  hard  swelling  under  the  tongue,  and 
callous  swelling  on  inner  borders  of  the  mandible, 
(4)  the  well-defined  border  of  this  hard  edema  in 
the  neck,  (5)  the  absence  of  disease  of  the  “glands,” 
although  their  surrounding  cellular  tissue  was  af- 
fected. 

Cervical  and  oral  cellulitis  was  mentioned  by 
writers  as  early  as  Hippocrates,  but  it  remained  for 
Ludwig’s  keen  observations  in  1836  to  isolate  this 
cellulitis  as  distinct  from  the  group.  In  spite  of 
his  exact  description,  Ludwig’s  contemporaries  did 
not  entirely  accept  his  views.  It  was  not  until  1892 
that  the  French  emphasized^  the  condition  and  the 
.Americans  in  1906,  that  the  condition  has  been 
given  universal  acceptance. 

•Read  before  the  Southwestern  Virginia  Medical  So- 
ciety, Wytheville,  Va.,  September  25,  1936. 


It  is  quite  generally  agreed  that  the  usual  start- 
ing place  for  this  infection  is  about  the  teeth,  in- 
cluding caries,  impacted  molar  teeth,  gingival  in- 
fection and  ulceration.  However,  cases  of  other  foci 
have  been  reported,  such  as  post-tonsillectomy,*  and 
following  peritonsillar  abscess^’  *.  Culture  may 
show  pure  culture  of  streptococcus,  which  is  most 
common,  or  a mixed  infection. 

Diagnosis  can  usually,  at  least  in  typical  cases, 
be  made  on  the  basis  of  Ludwig’s  original  descrip- 
tion. To  this  we  might  add  the  general  malaise, 
chills,  fever,  sweats,  dyspnoea,  dysphagia,  and  gen- 
eral prostration  that  some  of  these  cases  show.  The 
laboratory  findings  are  the  same  as  for  any  acute 
infection  with  a leucocytosis  of  12-20,000,  mainly 
neutrophiles,  and  a “Schilling”  left  shift.  The  tem- 
perature curve  is  not  typical,  and  the  height  not 
a criterion  as  to  the  gravity  of  the  condition  as  the 
accompanying  report  demonstrates. 

In  making  a differential  diagnosis,  several  con- 
ditions must  be  kept  in  mind,  but  should  be  readil} 
excluded.  Cervical  cellulitis,^®  lymphadenitis  and 
lymphangitis^’  should  give  little  trouble,  the 

former  not  involving  the  floor  of  the  mouth,^  and  the 
latter  two  being  primarily  of  the  lymphatic  system 
which  Ludwig’s  angina,  carefully  avoids,  except 
perhaps  rarely  secondarily.  One  must  keep  in 
mind  the  infections  about  the  pharynx  and  tonsils 
which  might  early  shift  the  attention  to  those  struc- 
tures.^® Our  recent  case  had  been  treated  as  a 
probable  peritonsillar  abscess  before  coming  under 
our  observation. 

The  anatomical  studies  of  Ashhurst,^  Blassingame 
and  others*’  clearly  demonstrate  the  limiting 
structures  of  this  region.  The  tongue  is  apparently 
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pushed  upward  against  the  roof  of  the  mouth  due 
to  a spreading  edema  which  is  limited  by  the 
mylohyoid  muscle  and  related  fascia  forming  a rigid 
floor  below.  The  rigidity  of  the  submental  and  cer- 
vical muscles  and  fascia  explains  the  tension  which 
causes  the  dire  distress  of  these  patients.  Injections 
made  by  Ashhurst-  on  the  cadaver  demonstrate  the 
extension  of  this  process. 

Pathologically^’-  the  tissues  show  a marked  edema, 
and  spread  of  inflammatory  process  with  unusual 
amount  of  effusion,  serous,  purulent,  fibrinous, 
hemorrhagic  or  gangrenous  in  intracellular  spaces. 
Early  there  is  no  pus,  but  later  usually  an  abscess 
will  form  and  may  even  rupture  spontaneously  into 
oral  cavity  through  the  floor.’ 

Early  diagnosis  and  adequate  treatment  will  do 
much  to  lower  the  mortality  of  this  condition.  Treat- 
ment is  both  surgical  and  medical.  Surgical  treat- 
ment consists  of  early  incision  and  drainage.  The 
site  and  extent  of  incision,  as  well  as  the  number 
of  incisions,  must  depend  on  the  individual  case. 
Although  the  submental  incisions  seem  to  be  more 
commonly  practiced,^’  ® equally  good  results 
seem  to  be  obtained  by  some  surgeons  in  selected 
cases,  through  intra-oral  incisions®-  and  inci- 
sions extending  from  the  submental  region  through 
the  floor  of  the  mouth. ^ ^^'hatever  the  choice  of 
incision  the  primary  requisite  is  to  be  generous. 
There  is  practically  no  danger  of  serious  hemor- 
rhage in  this  region.  The  natural  barriers  must  be 
broken  through  to  allow  the  escape  of  the  effusion 
and  thus  relieve  the  tension.  Even  in  cases  where 
no  pus  is  encountered,  immediate  relief  usually  fol- 
lows incision.  It  is  equally  important  to  keep  the 
area  open  by  means  of  adequate  rubber  drains.  The 
operative  area  should  be  covered  with  wet  dressings 
of  hypertonic  solutions  of  which  we  prefer  a satu- 
rated solution  of  magnesium  sulphate.  Because  of  the 
ever  imminent  possibility  of  asphyxia  from  block- 
age, whether  due  to  edema  of  tongue  or  glottis,  an 
armamentarium  for  immediate  tracheotomy^*  should 
be  ready  at  all  times  when  we  are  dealing  with  such 
a condition.  We  are  strong  believers  in  the  efficacy 
of  combating  a septic  condition  with  whole  blood 
in  the  form  of  150-250  c.c.  transfusions. 

.Along  with  surgical  drainage,  general  supportive 
measures  should  be  administered.  Fluids  should 
be  given  freely.  If  oral  route  is  impossible  this  may 
be  accomplished  through  a nasal  tube,  per  rectum, 
or  intravenously.  .Anti-streptococcus  serum  should 


be  given  intravenously  or  intramuscularly.  Neo- 
arsaphenamine  is  of  definite  value  as  Vincent's  In- 
fection is  nearly  always  present.  We  feel  that  the 
resistance  of  the  individual  with  an  acute  infection 
may  be  fortified  by  the  use  of  the  nonspecific  prepa- 
ration omnadin. 

With  adequate  treatment,  the  prognosis  has  im- 
proved. In  Ludwig's  time  the  mortality  was  nearly 
100  per  cent;  now  authorities  place  the  mortality 
between  27  per  cent  and  50  per  cent.^- 

The  usual  cause  of  death  is  sepsis.  Occasionally 
asphyxia  is  a cause  and  would  certainly  have  claimed 
our  patient  if  tracheotomy  had  not  been  performed. 
The  asphyxia  is  more  likely  to  be  due  to  edema 
of  the  tongue*  than  from  edema  of  the  glottis,  al- 
though the  latter  has  been  mentioned.^®  Fatalities 
from  broncho-pneumonia  have  also  been  reported.*’ 

Complications  to  be  dreaded  are  ( 1 ) general 
sepsis,  (2)  asphyxia,^’*  (3)  broncho-pneumonia,*’^® 
(4)  sloughing  through  carotid  sheath  with  resultant 
fatal  hemorrhage,®  (5)  mediastinal  abscess.® 

Case  Report 

The  patient,  W.  L.,  a male,  age  thirty-eight  years, 
came  under  our  observation  about  midnight,  June 
13,  1936,  complaining  of  severe  pain  in  the  throat 
and  difficulty  in  swallowing.  He  gave  the  history 
of  a gradual  onset  of  s}’mptoms  over  a period  of 
five  days.  For  the  past  three  days  he  had  been 
unable  to  take  nourishment  due  to  the  marked 
dysphagia. 

Physical  Examination;  Eyes,  myopic;  ears, 
normal;  nose,  slight  congestion  and  thin  discharge; 
mouth,  tenderness  of  tongue  and  sublingual  region 
of  left  side,  pyorrhoea,  dental  caries,  and  oral 
sepsis,  hypersecretion  of  saliva;  throat,  tonsils,  pil- 
lars, and  pharyngeal  wall  congested,  but  no  marked 
swelling;  neck,  induration  and  tenderness  of  left 
submaxillary  region,  extending  into  neck  but  no 
fluctuation;  heart,  normal  rhythm,  slightly  increased 
rate,  no  murmurs;  lungs,  normal  on  inspection,  pal- 
pation and  percussion,  auscultation  unsatisfactory 
because  of  mucus  in  throat;  abdomen,  not  remark- 
able; extremities,  normal.  Temperature  99.6°, 
pulse  90,  respiration  22. 

Dlagnosis  : ( 1 ) Ludwig's  angina  or  possibly 

stone  in  submaxillary  duct.  (2)  Oral  sepsis. 

Tre.atment:  Patient  was  given  morphine,  hot 
salt  and  soda  gargle,  ice  collar,  sodium  salicylate. 
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W.  L.  Case  Report  No.  1 Case  No.  5914. 

I.  Laboratory  Fi.vdings 
A.  Blood 


Date 

Hgb. 

W.B.C. 

R.B.C. 

Mycelo- 

CYTES 

Metamy 

Celocytes 

Stabs. 

Polys. 

Eos. 

Baso. 

Lymp. 

Mono. 

6/14/36 

90 

13,250 

4,750,000 

4 

0 

21 

67 

0 

0 

7 

1 

6/16/36 

94 

11,600 

4,170,000 

1 

2 

39 

52 

1 

0 

5 

0 

6/17/36 

95 

10,700 

4,230,000 

0 

4 

32 

38 

9 

0 

12 

5 

6/18/36 

96 

8,700 

4,570,000 

0 

1 

35 

34 

8 

1 

13 

8 

B.  Urinalysis 


Date 

Color 

React. 

Sp.  gr. 

Alb. 

Sue. 

Acet. 

Diacetic 

Acid 

Microscopic  Examination 

6/14/36 

Amber 

Acid 

1.035 

Neg. 

Neg. 

Neg. 

Neg. 

6/16/36 

Cl.  Amber 

Acid 

1.031 

1 + 

44- 

Neg. 

Neg. 

Occ.  pus;  Occ.  Rbc. ; Occ.  epith. 
cell,  much  mucus;  no  casts. 

6/17/36 

Amber 

Acid 

1.025 

14- 

Neg. 

Neg. 

Neg. 

Occ.  pus;  Occ.  Rbc.;  no  casts. 

C.  Bacteriology 

6/14/36  Culture  from  throat  on  blood  serum  media — 
many  streptococci,  pneumococci,  staphylococci. 

6/16/36  Smear  from  throat — many  streptococci,  pneu- 
mococci ; gram  negative  bacilli. 

6/17/36  Culture  from  throat  on  blood  agar — strepto- 
coccus, hemolyticus;  staph,  albus;  staph, 
aureus,  pneumococci. 

6/20/36  Blood  culture — negative. 

II.  X-ray  for  stone  of  submaxillary  duct — negative. 

III.  Medical  Treatment: 

6/14/36  1000  c.c.  5 per  cent  glucose — intravenous. 
Omnadin  amp.  Bid. 


6/15/36  1000  c.c.  10  per  cent  glucose — intravenous. 
Omnadin  amp.  Bid. 

Neoarsphenamine  amp. — intravenous. 

2000  c.c.  5 per  cent  glucose — intravenous. 
Anti-streptococcus  serum — 10  c.c. — intravenous. 
6/16/36  1000  c.c.  5 per  cent  glucose — intravenous. 

Anti-streptococcus  serum — 10  c.c. — intravenous. 

IV.  Surgical  Treatment: 

6/15/36  Submaxillary  incession  parallel  to  the  mandible 
about  2 inches  long;  tissues  probed  through  to 
floor  of  mouth  and  rubber  drain  inserted.  (No 
pus  found.) 

6/15/36  Blood  transfusion — 210  c.c. 

6/16/36  Tracheotomy. 


saline  cathartic  and  a venoclysis  of  1000  c.c.  of 
5 p)er  cent  glucose  in  saline. 

Progress  Notes:  June  14,  1936.  After  a 

fairly  comfortable  night  the  patient  was  again  ex- 
amined. The  findings  were  essentially  as  on  ad- 
mission. An  attempt  was  made  to  probe  the  left 
submaxillary  duct  without  success.  X-ray  study 
failed  to  reveal  a stone.  Temperatures  on  this  date 
ranged  between  99-100.4°. 


June  15.  Tongue  very  edematous  and  pushed  up 
from  the  floor.  Swallowing  very  difficult.  Indura- 
tion in  left  submaxillary  region  “board-like,”  ex- 
tending down  the  neck  and  toward  the  opposite  side, 
very  tender  to  touch.  A submaxillary  incision  was 
made  about  two  inches  long,  parallel  to  the  lower 
border  of  the  mandible.  The  dissection  was  carried 
to  the  floor  of  the  mouth,  but  no  pus  was  encoun- 
tered. Two  rubber  drains  were  inserted  to  the  floor 


a.  June  14,  1936.  Shows 
marked  edema  of  ton^e. 
Mouth  open  wide  and  tongue 
protruded  as  far  as  possible. 


b.  June  15,  1936.  Shows 
incision.  Note  position  of 
mouth  for  breathing. 


c.  June  16,  1936.  Imme- 
diately following  tracheo- 
tomy. A few  minutes  prior 
to  this  picture  the  patient 
was  sitting  up  in  bed  gasp- 
ing for  breath.  The  opera- 
tion was  performed  under 
local  anesthesia. 


d.  July  7,  1936.  Tracheo- 
tomy wound  healed  and  sub- 
maxillary incision  healing 
nicely. 
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of  the  mouth.  This  procedure  was  followed  by 
decided  decrease  in  the  edema  of  the  tongue.  A 
continuous  wet  dressing  was  applied.  The  tempera- 
ture ranged  from  99°  to  101.8°.  The  medical 
treatment  was  augmented  by  sodium  perborate 
mouth  washes,  adrenalin  drops  in  nose,  2000  c.c. 
of  5 per  cent  glucose  in  saline,  and  direct  transfu- 
sion of  210  c.c.  of  whole  blood,  neoarsphenamine  .3 
gm.  intravenously,  and  10  c.c.  of  anti-streptococcus 
serum  intravenously. 

June  16.  \\'ound  dressed  and  drains  re-inserted. 
Shortly  after  this  procedure  there  was  a marked  in- 
crease in  the  lingual  edema,  making  swallowing  and 
breathing  almost  impossible.  Due  to  the  respira- 
tory embarrassment,  a tracheotomy  was  performed 
immediately,  which  was  followed  by  instant  relief. 
.\nother  1000  c.c.  of  5 per  cent  glucose  was  given 


by  vein  with  10  c.c.  anti-streptococcus  serum.  A 
nasal  tube  was  passed  and  the  patient  was  able  to 
retain  fluids  administered  by  this  means.  Tempera- 
ture ranged  from  99.8°  to  101.8°.  Nasal  tube  was 
removed  that  evening. 

June  17.  Continued  improvement.  Temperature 
100°  to  101.8°. 

June  18.  Continued  improvement.  Temperature 
99.2°  to  101°.  The  patient  was  allowed  to  sit  up 
in  a chair. 

June  19.  Continued  improvement.  Tracheotomy 
tube  removed  and  patient  had  no  pain.  Tongue  nor- 
mal size.  Temperature  normal. 

June  20.  Uneventful.  Temperature  normal. 

June  21.  Both  wounds  granulating  in  well.  Pa- 
tient discharged  with  dry  dressings  on  wounds. 
Temperature  normal. 
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The  patient  has  subsequently  completely  recovered 
from  his  Ludwig's  angina,  and  both  wounds  have 
healed.  The  accompanying  photographs  give  a 
graphic  picture  of  this  case.  The  table  illustrates 
the  laborator)'  findings. 

SuilMARY  AND  CONCLUSIONS 

1.  Ludwig’s  angina  is  a definite  clinical  entity. 

2.  It  starts  from  septic  condition  in  mouth  or 
phar}Tix. 

3.  May  be  readily  diagnosed. 

4.  Prognosis  depends  on  early  diagnosis  with 
adequate  surgical  and  medical  treatment. 

5.  The  report  of  a case  embodying  the  essentials 
of  Ludwig’s  original  description. 

6.  We  feel  sure  tracheotomy  was  life  saving  in 
this  case. 
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A CASE  OF  PROGRESSIVE  REGRESSION.’' 


Beverley  R.  Tucker,  M.  D., 

Richmond,  Va. 


Four  years  ago  there  was  sent  to  the  sanatorium 
a lady  patient  who  was  sixty-one  years  of  age.  She 
had  been  quite  a problem  to  various  physicians  since 
the  death  of  her  husband  some  years  previous. 
Neither  she  nor  her  family  gave  a history  of  her 
having  had  any  striking  physical  illness  in  the 
past.  The  family  from  whom  she  had  sprung 
were  gentlefolk  with  average  health  in  body  and 
mind.  Her  siblings  were  normal  and  she  had  three 
children,  all  in  the  twenties,  of  whom  any  mother 
might  justly  be  proud. 

The  patient  was  undernourished  and  she  had 
lived  chiefly  upon  a limited  carbohydrate  diet. 

*Read  before  the  Richmond  Academy  of  Medicine, 
November  10,  1936. 


She  had  a marked  anemia,  ^^’hen  she  came  in 
the  sanatorium  in  .A.pril,  1932,  her  hemoglobin  was 
around  40  per  cent,  her  red  cells  2,480,000,  and 
her  white  cells  4,300.  Her  blood  pressure  was 
variable  and  during  observation  for  some  six 
months  varied  from  115  to  150  systolic,  the  diastolic 
being  in  proportion.  Her  gastric  contents  showed 
no  free  hydrochloric  acid.  Her  knees  were  some- 
what bent  from  contraction  of  the  hamstrings,  due 
probably  to  the  fact  that  she  would  not  walk  and 
had,  when  not  in  bed,  assumed  for  long  periods  the 
sitting  posture.  She  was  given  two  transfusions 
shortly  after  her  admission  and  her  hemoglobin  was 
65  per  cent,  red  cells  3,800,000,  and  her  white  cells 
8,400  on  her  discharge  six  months  afterwards. 
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She  had  also  been  given  hydrochloric  acid  and 
liver  extract.  Other  than  mentioned  her  medical  ex- 
amination was  negative  and  her  laborator}"  reports 
within  normal  limits.  Her  neurologic  examination 
was  negative.  Her  endocrines  seemed  to  be  func- 
tioning normally.  A routine  mental  examination 
showed  no  history  of  periods  of  elevation  or  de- 
pression, no  excessive  emotionality,  no  memorj-  lapses 
or  confusion,  no  disorientation,  no  phobias,  compul- 
sions, or  morbid  ideas,  no  hallucinations  or  delu- 
sions. A sex  complex  was  from  her  a thing  apart. 
But  the  history  of  her  condition  was  enlightening 
and  pointed  to  personality  inadequacy  and  regres- 
sion. 

Briefly  taking  up  her  personality  history,  it  ran 
as  follows:  The  environment  of  the  patient  who 
was  born  shortly  after  the  war  of  secession  had  been 
the  protected  environment  of  girls  of  the  better  class 
in  Mrginia  during  that  period.  She  had  there- 
fore been  rather  petted,  spoiled,  admired,  waited 
upon  and  had  attained  a fair  non-collegiate  educa- 
tion and  had  acquired  a few  cultural  parlor  accom- 
plishments. From  this  sheltered  unmarried  life  she 
had  been  lovingly  transferred  into  the  strong,  pro- 
tective, matrimonial  arms  of  an  adoring  husband. 
Her  husband  was  a corporation  official,  intelligent, 
efficient,  alert,  but  at  the  same  time  exceedingly 
gentle  toward  and  proud  of  his  rather  fragile  and 
beautiful  young  wife. 

Yes,  she  must  have  been  beautiful  when  young 
for  as  one  looked  upon  her  one  realized  that  her 
features  were  delicately  chiseled,  her  large  eyes  had 
a wistful  look,  her  hair  although  turning  gray  still 
showed  some  of  the  luster  of  chestnut-brown,  her 
skin  was  thin  and  transparent  in  spite  of  its  wrinkles 
and  her  teeth,  even  with  several  of  them  missing, 
were  regular  and  white. 

Her  husband  himself  did  or  had  done  for  her 
all  the  chores.  He  provided  for  her  a house,  ser- 
vants, comforts,  and  what  luxuries  he  could  afford. 
He  relieved  her  from  all  responsibility,  smoothed 
out  her  annoyances  and  managed  her  personal  af- 
fairs even  to  details.  She  told  me  she  had  never 
bought  a railway  ticket,  that  her  husband  always 
procured  for  her  a drawing  room,  that  he  escorted 
her  on  every  trip,  that  he  assisted  her  in  picking 
out  her  hats  and  her  dresses  and  that  in  fact  he 
had  been  an  ideal  husband.  Then  in  life’s  prime 
he  died  and  she  was  faced  with  handling  the  estate 
and  directing  the  three,  then  adolescent,  children. 


This  situation  seemed  appalling  to  her  although  the 
estate  was  ample  and  the  children  all  that  could 
be  desired.  She  began  to  feel  that  she  should  be 
younger  in  order  to  better  understand  the  children 
and  to  be  more  companionable  with  them.  So, 
when  the  • usual  period  of  mourning  was  over  she 
dressed  and  decorated  herself  as  a younger  woman 
would.  She  sought  the  companionship  of  young 
married  couples  and  attempted  to  take  up  their  ac- 
tivities. Finding  that  this  still  did  not  compound 
her  with  her  children  she  soon  became  as  a young 
unmarried  woman  but  always,  of  course,  deporting 
herself  with  decorum.  She  then  entered  into  her 
childrens’  lives,  went  out  with  them,  adopted  their 
friends,  and  dressed  as  her  daughters  dressed.  In 
this  state,  like  some  other  women  who  have  at- 
tempted the  same  thing,  she  thought  that  she  re- 
ceived considerable  compensation  in  happiness  for 
a while.  But  her  children  grew  older;  one  of  her 
daughters  married,  and  her  son  went  to  another  state 
in  business.  However,  she  lived  with  her  daughters 
and  her  son-in-law,  and,  although  they  managed 
the  house,  attended  to  the  finances,  and  looked  af- 
fectionately and  dutifully  after  her  every  comfort, 
she  became  dissatisfied,  for  she  found  that  she  could 
not  grow  older  with  her  children, — still  she  must 
belong  to  them  and  be  as  close  to  them  as  possible. 

It  was  not  long  before  she  gave  the  children  con- 
siderable anxiety  by  becoming  herself  an  adolescent 
and  they  had  to  direct  her  goings  out  and  comings 
in,  to  tr}"  to  persuade  her  that  her  clothes  were  en- 
tirely too  youthful  for  her  and  to  induce  her  to  con- 
verse less  flippantly.  But  the  mother  continued  to 
get  younger  at  the  rate  of  a year  or  so  every  few 
months. 

The  patient  was  sent  to  me  when  she  was  six 
or  seven  years  old  although  her  actual  age  was  sixty- 
one,  and,  after  the  examination  mentioned,  my  as- 
sociates and  I worked  arduously  in  an  endeavor  to 
set  back  the  hands  of  her  personality  clock.  She 
was  a nice  little  girl  in  short  dresses  rocking  in 
her  chair.  She  read  simple  things  but  rather  badly; 
she  craved  attention;  she  laughed  sometimes  and  at 
others  she  would  cr}’  a little.  She  talked  childishly 
pleasantly  or  was  mischievous  and  delighted  in  try- 
ing to  play  jokes  on  or  fool  the  doctors  and  nurses. 
She  would  play  with  objects  as  if  they  were  toys. 
When  her  children  came  to  see  her  she  would  act 
as  if  she  was  their  child. 

Despite  our  efforts  to  the  contrary  in  a few  months 
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she  was  three  or  four  years  of  age.  Her  enunciation 
became  less  distinct,  she  was  careless  with  her  spoon, 
spilling  food,  and  had  to  be  assisted  with  her  feed- 
ing, she  would  prattle  at  times  and  occasionally  she 
soiled  herself.  She  had  ceased  to  read  and  would 
have  crawled  around  on  the  floor  had  the  nurse 
so  permitted. 

In  several  months  more  she  was  in  bed  moving 
her  hands  and  feet  aimlessly,  often  whining  and 
crying  like  a very  young  child  and  the  only  articula- 
tion one  could  understand  was  her  frequent  call- 
ing for  “Mama,”  “Mama,”  although  her  mother  had 
passed  to  the  “great  beyond”  some  thirty  years  be- 
fore. The  patient  would  take  a towel  or  any  cloth, 
roll  it  up  and  hug  it  to  her  as  if  it  were  a rag 
doll.  She  now  required  liquid  nourishment  because 
she  would  not  chew,  and  soon  she  had  to  be  fed 
liquids  with  a spoon,  taking  them  with  a sucking 
movement.  She  also  would  suck  the  corner  of  her 
gown  or  sheet.  She  began  to  soil  herself  regularly 
and  had  to  be  changed  without  giving  any  assistance, 
the  nurse  using  large  cloths  in  the  manner  of  diapers. 
She  would  eat,  sleep,  make  peculiar  noises  and  cry. 
She  liked  to  be  fondled  and  handled  by  almost 
anyone.  Her  only  recognition  of  her  family  was 
an  expression  of  delight  when  they  came  to  see  her. 

At  about  four  months  of  age  she  left  the  sana- 
torium much  to  our  regret  for  this  infant  had  be- 
come the  pet  of  the  nurses  and  doctors.  She  had 
been  with  us  six  months  having  entered  in  April, 
1932,  and  left  in  September.  The  great  depression 
had  hit  the  resources  of  her  family  as  it  had  hit 
those  of  many  of  us  and  she  had  to  be  taken  to  a 
nursing  home.  However,  we  kept  in  touch  with  her 
and  she  continued  to  regress  until  she  assumed 
the  foetal  posture,  breathing  gently  being  her  only 
movement.  At  this  time  she  was  sent  to  a state 
hospital  where  soon  she  was  gathered  into  the  womb 
of  her  mother  earth  to  which  we  all  regress  soon 
or  late. 

Regression  as  a personality  reaction  is  not  uncom- 
mon. The  vicissitudes  and  complexities  of  life  bring 
out  many  and  varied  reactions.  Certain  individuals 
meeting  particular  situations  with  which  they  feel 
an  inability  to  cope  compensate  by  regressing  in 
their  personalities  to  a period  which  to  them  is 


more  simple  and  more  satisfying  to  their  feeling- 
tones.  However,  those  who  regress  usually  stop  and 
stick,  either  permanently  or  for  a while,  at  some 
specific  period.  Many  of  these,  as  the  causative 
circumstances  clear,  return  to  normal.  There  is 
an  old  verse: 

“Backward,  turn  backward,  O Time  in  your  flight, 
Make  me  a child  again  just  for  tonight! 

Mother  come  back  from  the  echoless  shore. 

Take  me  again  to  your  heart  as  of  yore.” 

Most  regressive  personalities  may  be  aided  to  re- 
trace their  regression  by  psychologic  advice;  some 
of  them  stay  put,  but  a rare  case  is  progressive.  It 
was  difficult  for  me  to  accept  the  fact  that  an  oc- 
casional case  of  progressive  regression  could  con- 
tinue even  into  foetalhood,  although  I had  heard 
of  it  from  no  less  an  authority  than  Dr.  William 
•A..  White.  The  case  I have  just  reported,  however, 
convinced  me  that  such  an  incidence  was  not  a 
figment  of  the  imagination. 

Some  years  ago  there  appeared  a delightful  novel, 
“The  Prodigal  Father,”  by  J.  Storer  Clauston,  which 
took  an  elderly  Scottish  gentleman  of  austere  de- 
meanor and  let  him  regress  to  be  the  companion 
of  his  younger  son’s  wild  carousing  in  London. 
But  the  last  we  saw  of  him  he  was  being  rolled 
around  London  in  a baby  carriage  by  a nurse  maid. 
At  the  time  I thought  this  could  only  happen  in 
fiction.  Nathaniel  Hawthorne,  in  a short  story, 
“Dr.  Heidigger’s  Experiment,”  treats  the  same  idea 
through  a sample  of  water  from  the  Fountain  of 
Youth  in  which  four  friends  to  whom  it  is  given, 
upon  returning  to  youth,  commit  all  of  their  former 
mistakes. 

In  advanced  senility  we  reach,  as  we  know,  sec- 
ond childhood.  Shakespeare  pictures  this  state  in 
his  seven  ages  of  man  in  “.As  You  Like  It.” 

“Last  scene  of  all. 

That  ends  this  strange  eventful  history, 

Is  second  childishness  and  mere  oblivion. 

Sans  teeth,  sans  eyes,  sans  taste,  sans  everything." 

Most  of  US,  as  the  years  creep  upon  us,  dread 
advancing  age;  but  would  it  not  be  more  horrible 
and  more  searing  if,  instead  of  growing  older,  we 
progressively  grew  younger? 

212  West  Franklin  Street. 
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OPEN  REDUCTION  OF  FRACTURES.* 


M.  H.  Todd,  M.  D., 

Norfolk,  Va. 


Considering  fractures  as  a whole,  the  question  of 
open  reduction  only  arises  in  a very  few  cases — 
probably  not  as  many  as  5 per  cent — for  95  per 
cent  can  be  treated  perfectly  well  by  closed  meth- 
ods, including  skeletal  traction. 

There  are  certain  fractures,  however,  in  which 
operation  is  almost  imperative;  and  there  is  another 
group  in  which  it  will  assure  quicker  and  more  per- 
fect restoration  than  otherwise.  It  is  these  two 
groups  of  fractures  that  I wish  to  discuss. 

In  the  first  group  fall  transvere  fractures  of  the 
knee-cap  and  olecranon  with  separation  (Fig.  1); 
the  usual  necessity  for  operation  here  is  recognized 
by  common  consent.  Let  me  call  attention  also  to 


Fig.  1. 

displaced  fractures  of  the  condyles  of  the  humerus. 
Unless  anatomical  reduction  can  be  maintained,  there 
may  be  much  interference  with  the  use  of  the  elbow; 
and  in  children  there  is  often  an  increasing  deformity 
as  the  child  grows  older,  sometimes  with  late  paralysis 
of  the  ulnar  nerve.  The  necessary  anatomical  re- 
duction is  frequently  impossible  to  attain  by  closed 
manipulation;  and  operation  is  then  in  order.  .A.gain 
fractures  of  the  head  of  the  radius  should  either 
be  very  accurately  reduced  (and  incidentally,  im- 
pacted) or  the  head  of  the  bone  excised. 

.\ccurate  reduction  is  also  very  necessary  in  those 
fractures  at  the  ankle  where  the  lower  posterior 

*Read  before  the  Seaboard  Medical  Association,  Old 
Point,  Va.,  December  5,  1935. 


corner  of  the  tibia  is  displaced  upward,  if  any  amount 
of  the  joint  surface  is  involved;  otherwise,  the  tibia 
will  ride  forward  on  the  astragalus  and  cause  a con- 
siderable crippling.  This  has  been  called  Cotton’s 
fracture.  Most  of  these  can  be  reduced  and  held  in 
place,  I think,  without  operation;  if  not,  then  it 
should  certainly  be  done.  The  same  thing  is  true  of 
the  femoral  or  tibial  condyles. 

There  is  one  similar  situation  in  which  open  re- 
duction is  not  necessary,  even  if  position  is  quite  im- 
perfect: namely,  separation  of  the  radial  epiphysis 
at  the  wrist,  especially  in  children,  for,  strangely 
enough,  the  resultant  deformity  will  disappear  com- 
pletely with  time.  Aitken,  of  Boston,  is  authority 
for  this  statement. 


The  second  group,  noted  above,  comprises  frac- 
tures in  which  open  fixation  will  give  a quicker  and 
more  perfect  result  than  closed  methods.  Under  this 
heading  come  some  fractures  of  the  shaft  of  the 
humerus,  the  femur  and  the  tibia,  especially  those 
with  curved  ends  which  slip  out  of  place  after  re- 
duction and  splintage  (Figs.  2 and  3).  Fractures 
of  the  middle  of  the  shaft  of  the  humerus  are  par- 
ticularly hard  to  hold;  and,  for  this  reason,  the  per- 
centage of  non-union  is  higher  here  than  anA’where 
else  in  the  body,  with  the  sole  exception  of  the  neck 
of  the  femur. 

Fractures  of  both  bones  of  the  forearm  in  the  upper 
third  may  also  fall  into  this  group. 
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Note,  however,  that  fractures  of  the  shaft  of  the 
femur  in  children  do  not  belong  in  this  category; 
for,  even  with  overlapping,  the  eventual  result  is 
always  good,  provided  good  alignment  is  maintained, 
and  bowing,  shortening  and  rotation  prevented.  This 
can  ordinarily  be  done  by  simple  traction  in  bed. 


It  is  difficult  to  exactly  define  the  optional  opera- 
tive group  of  fractures  anyway,  for  the  surgeon’s 
individual  judgment  comes  into  play  (Fig.  4).  I 
have  plated  a goodly  number  of  the  various  frac- 
tures noted  above,  and,  conversely,  I have  wasted 
many  months  of  the  patient’s  time  by  not  plating 
some  of  them.  With  open  fixation,  there  is  no 
question  that  union  may  be  much  quicker  and  more 
perfect  than  otherwise. 

Sherman,  who  is  the  foremost  authority  in  this 


Fig.  4. — Before  and  after  reduction  and  plating. 


field,  told  me  some  years  ago  that  he  had  never  had 
a non-union  from  open  fixation.  I cannot  go  quite 
as  far  as  this,  but  I can  testify  to  the  secure  and 
speedy  union  that  ordinarily  follows  this  operation. 

Open  reduction  of  fractures  is  best  done  about 
seven  to  ten  days  after  injury,  for  then  the  tissues 
are  in  the  best  condition  to  resist  further  trauma,  and 
possible  minimal  infection.  The  skin  must  be  most 
carefully  prepared,  best  on  the  two  days  prior  to 
operation. 

A word  as  to  technicjue;  this  is  very  exacting, 
for  bones  show  much  less  resistance  to  minimal  in- 
fection than  the  peritoneum  does,  and  the  operation 
will  be  ruined  by  failure  to  preserve  absolute  sepsis. 
It  is  really  best  to  use  the  Lane  technique;  and  when 
this  is  practiced  often  enough,  it  can  be  made  quite 
speedy — not  slow  and  clumsy  and  fumbling,  as  might 
appear. 

In  any  case,  heavy  enough  gloves  should  be  worn, 
so  that  they  will  not  be  punctured  by  a prong  of 
bone;  and  the  patient’s  skin  should  never  be  touched, 
from  first  to  last.  The  fingers  that  steady  the  skin 
for  the  incision  are  protected  by  a sponge;  and  the 
first  knife  is  at  once  discarded.  Towels  are  accu- 
rately clamped,  or  clipped,  to  the  skin  edges;  and 
the  whole  extremity  is  wrapped  in  towels  and  band- 
aged firmly,  so  that  it  can  be  freely  handled  with- 
out danger  of  breaking  technique. 

The  bone  is  handled  with  strong  special  forceps, 
elevators,  skids,  and  clamps,  and  the  fingers  do  not 
enter  the  wound  if  avoidable.  The  instruments  are 
rinsed  in  Dakin’s  solution,  and  only  a very  neat  and 
tidy  technique  is  permitted.  Periosteum  is  stripped 
up  as  little  as  possible. 

For  the  long  bones,  the  Sherman  steel  plate  is 
usually  best,  as  standardized  for  the  American  Col- 
lege of  Surgeons ; none  but  the  standard  screws  should 
be  used,  after  holes  are  bored  with  the  standard 
drill.  The  plate  is  held  firmly  during  its  applica- 
tion, usually  by  a Lowman  clamp.  It  is  necessary 
to  have  some  idea  of  the  amount  of  strain  to  put  on 
these  appliances;  one  with  insufficient  mechanical 
knowledge  might  easily  strip  out  the  threads  in  the 
bone,  break  off  the  drill,  allow  the  plate  to  slide  out 
of  place,  or  permit  it  to  be  bent  or  broken  by  al- 
lowing excessive  strain  on  the  fracture-line,  after 
the  operation  as  such  is  all  completed.  Those  who 
cannot  change  a spark-plug  in  an  automobile  should 
not  perform  open  reduction  of  fractures.  Some  ex- 
perience in  carpentry  is  of  help. 
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I have  mentioned  the  standard  appliances.  Un- 
fortunately, they  are  not  always  standard  as  re- 
tailed; the  screws,  especially,  may  have  too  narrow 
or  too  shallow  a slot  to  fit  the  screwdriver;  or  the 
thread  may  have  been  ruined  near  the  end  in  the 
process  of  grooving  to  form  the  tap.  They  should 
really  be  examined  with  a lens  before  purchase. 

For  the  olecranon  or  the  patella,  heavy  catgut,  kan- 
garoo tendon,  silk,  fascia,  or  small  wire  may  be 
used;  for  certain  oblique  fractures,  a nail,  or  one 
or  more  Kirschner  wires.  There  are  many  varia- 
tions. Whatever  is  used  should  be  heayj-  enough 
to  hold  firmly. 

F’seful  incisions  are  as  follows; — for  the  humerus, 
follow  the  cephalic  vein  along  the  lateral  side  of  the 
biceps,  retract  this  muscle  a little,  and  then  slant 
inward  to  the  bone,  through  the  brachialis,  as  de- 
scribed in  Scudder’s  text.  Be  careful  about  the 
radial  nerve  when  handling  the  bone.  For  the 
femur,  the  incision  is  lateral.  For  the  leg,  it  is  over 
the  tibia,  somewhat  to  one  side  of  the  location  of 
the  plate,  which  will  thus  be  covered  by  sound  tissue. 
For  the  patella,  the  incision  is  curved  like  an  in- 
verted U,  and  thus  passes  above  the  bone,  rather 
than  below  it  through  thickened  rough  skin  where 
the  patient  kneels. 

The  operative  wound  should  be  closed  with  in- 
terrupted stijiches,  rather  far  apart,  and  then  a snug 
compressive  dressing  put  on,  usually  not  disturbed 
until  after  sound  healing  of  the  wound.  No  drain- 
age is  used.  Use  external  splintage  of  some  sort — 
somewhat  the  same  as  if  no  operation  had  been  done. 
Begin  joint  motion  in  about  ten  days,  with  care  not 
to  disturb  wound  healing;  and  follow  the  progress 
of  union  by  occasional  X-rays,  as,  indeed,  in  all 
fractures. 

If  the  plate  is  not  long  enough  to  hold  the  bone 
firmly,  or  if  external  splintage  is  not  efficient,  the 
screws  may  loosen  after  a time  and  allow  the  plate 
to  become  loose,  with  resulting  angulation  or  fail- 
ure of  union,  as  you  have  no  doubt  seen  illustrated 
in  the  standard  texts  on  fractures.  Such  incidents 
are  the  result  of  poor  mechanics,  and,  in  general,  are 
entirely  avoidable.  I have  stated  above  that  some 
sort  of  mechanical  ability  is  necessary  for  those  who 
elect  open  fixation  of  fractures;  and  this  includes 
some  judgment  as  to  how  much  strain  a given  plate 
and  screws  should  be  expected  to  stand. 


The  steel  plate  is  usually  left  in  permanently;  it 
heals  solidly  into  the  bone,  and  is  entirely  covered 
by  it,  so  that  it  would  be  necessary  to  chisel  some 
periosteal  bone  away  to  find  it. 

One  other  fracture  is  coming  to  be  treated  by  open 
fixation  in  a number  of  clinics,  namely,  fracture  of 
the  neck  of  the  femur.  The  Smith-Peterson  nail 
is  used.  Considerable  exactness  is  required  in  its 
placement;  and  it  seems  to  be  a method  for  experts 
only  as  yet.  I have  not  personally  used  it. 

Please  note  that  I have  been  speaking  in  this 
paper  of  fresh  fractures,  not  old  cases  with  non- 
union. The  problem  is  considerably  different. 

Ver}-  occasionally,  in  spite  of  the  most  careful 
technique,  infection  may  take  place.  If  it  does,  the 
wound  should  be  opened  at  once  along  its  whole  ex- 
tent, and  Carrel  tubes  laid  in  for  instillation  of 
Dakin’s  solution.  The  plate  is  then  removed  after 
about  six  weeks;  and  a little  scale  of  cortical  bone 
will  also  probably  come  away,  leaving  a clean  granu- 
lating wound  which  closes  from  the  bottom.  I have 
had  half  a dozen  such  infections;  I am,  of  course, 
not  proud  of  them,  but  the  end-results  were  all  good. 

Compound  fractures  form  a special  group  in  which 
open  operation  is  usually  to  be  done;  the  only  ex- 
ception is  the  case  with  a very  small  puncture  wound, 
where  healing  may  take  place  as  in  a simple  frac- 
ture. In  most  compound  fractures,  a limited  debride- 
ment is  in  order,  with  reduction  of  the  fracture, 
avoiding  internal  fixation  if  possible;  the  wound  is 
closed  loosely,  without  drainage,  if  the  patient  has 
been  seen  within  six  hours  or  so. 

If  internal  fixation  is  necessar}-,  the  wound  is  prob- 
ably best  left  wide  open  as  a rule,  using  the  Carrel- 
Dakin  technique.  The  plate  is  to  be  removed  after 
some  six  weeks,  and  the  wound  heals  from  the  bot- 
tom. End-results  are  excellent. 

To  summarize:  Open  reduction  is  to  be  done  for 
joint-fractures  involving  the  elbow  and  the  knee, 
sometimes  the  ankle,  where  anatomical  reduction 
cannot  be  maintained  otherwise ; and  for  certain  frac- 
tures of  the  shaft  of  the  humerus,  the  femur  and  the 
tibia,  to  avoid  delayed  union  or  non-union.  The 
technique  is  exacting,  and  requires  some  knowledge 
of  simple  mechanics.  Infection  should  not  occur. 
When  it  has  occurred  in  my  own  experience,  it  has 
slowed  the  progress  of  healing,  but  has  not  pre- 


1937] 


Virginia  Medical  Monthly 


687 


vented  perfectly  good  results.  None  the  less,  the 
most  rigid  technique  should  always  be  insisted  upon 
to  avoid  the  disasters  that  infection  makes  easily 
possible. 
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THE  HORMONE  TESTS  FOR  PREGNANCY. 


Eugene  S.  Groseclose,  M.  D., 

Lvnchburg.  Va. 


.\mong  the  outstanding  medical  achievements  of 
the  past  decade  is  the  advancement  made  in  the  field 
of  endocrinologA’.  Extensive  research  in  this  field 
has  enabled  us  to  understand  more  clearly  the  rela- 
tionship of  the  various  endocrine  glands  in  health 
and  disease,  as  well  as  the  relationship  of  the  various 
endocrine  glands  to  the  organs  of  reproduction.  In 
light  of  this  newer  knowledge,  for  example,  we  now 
know  the  profound  influence  exerted  upon  the 
ovaries  bv  the  anterior  pituitary  gland,  which  has 
been  very  aptly  called  “the  motor  of  the  ovary.” 
The  application  of  the  principles  of  endocrine 
physiology  and  therapy  has  become  an  indispensable 
part  of  the  science  of  medicine,  regardless  of  the 
specialty  in  which  one  practices,  as  it  can  aid  much 
in  the  interpretation  of  many  clinical  problems. 

One  of  the  most  important  contributions  to  our 
growing  knowledge  of  the  physiology  of  the  repro- 
ductive organs  has  been  the  development  of  dejaend- 
able  hormone  tests  for  the  detection  of  pregnancy 
and,  because  of  their  wider  diagnostic  application  in 
other  disease  conditions,  they  now  occupy  a place  of 
great  usefulness.  A brief  review  of  the  develop- 
ment, technique  and  uses  of  these  tests  will  be  pre- 
sented. 

The  hormone  tests  for  pregnancy  are  based  upon 
the  detection,  either  in  the  urine  or  blood,  of  an 
over-production  of  the  anterior  pituitary  sex  hormone 
and  the  ovarian  follicular  hormone,  estrin,  which 
follows  the  initiation  of  pregnancy.  Aschheim  and 
Zondek  were  the  first  to  discover  that  the  urine  of 
pregnant  women  contains  considerable  quantities  of 
the  anterior  pituitary  sex  hormone,  and  they  demon- 
strated that  the  injection  of  urine  from  these  pa- 
tients into  immature  female  mice  produced  in  the 
ovaries  the  characteristic  signs  of  ovulation,  namely, 
corpora  hemorrhagica  and  corpora  lutea.  They  were 
coincidentally  able  to  produce  the  same  effect  with 


a hormone  from  the  anterior  lobe  of  the  pituitary 
gland,  and  not  with  any  other  substances,  although 
later  one  of  them  obtained  similar  results  from  the 
implantation  of  several  intrauterine  products — 
decidua,  placenta,  and  the  embryo  itself.  Some 
years  previously,  Erdheim  and  Strumme  had  ob- 
served that  important  changes  take  place  in  the 
anterior  pituitarj'  gland  during  pregnancy,  i.  e., 
an  increase  in  the  number  and  size  of  the  chromo- 
phobe cells,  attended  by  an  increase  in  the  urine 
of  a hormone  of  that  gland.  A correlation  of  these 
facts  formed  the  basis  of  the  pregnancy  tests. 

The  elaboration  of  the  anterior  pituitar>'  sex 
hormone  commences  very  shortly  after  the  embedding 
of  the  fertilized  ovum  and  continues  as  long  as  the 
living  products  of  conception  or  chorionic  elements 
are  in  biological  contact  with  the  maternal  tissues. 
The  concentration  of  the  hormone  in  the  urine 
gradually  increases  until  it  reaches  a peak  at  about 
the  fifth  month  of  pregnancy,  and  then  gradually 
diminishes.  These  tests  are  of  value  from  the  very 
early  days  of  pregnancy  until  the  death  or  expulsion 
of  the  products  of  conception.  The  more  important 
hormone  tests  now  in  use  are  the  Aschheim-Zondek 
and  its  modification,  the  Friedman’s  test,  the  Estrin 
test,  and  the  Siddall  test. 

Technique  of  the  Hormone  Tests 

1 . Aschheim-Zondek. — A concentrated  early  morn- 
ing specimen  of  urine  from  the  patient  is  collected, 
rendered  slightly  acid,  and  warmed.  Five  immature 
female  mice  three  to  four  weeks  old  are  employed, 
each  mouse  receiving  six  injection  of  0.4  c.c.  of  the 
urine,  or  a total  of  2.4  c.c.  in  two  days,  the  in- 
jections being  made  subcutaneously  with  a tuber- 
culin syringe.  On  the  fourth  day  after  the  injec- 
tions, they  are  killed  by  gas  or  ether,  and  the  ovaries 
are  inspected  with  a magnifying  glass  for  the  pres- 
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ence  of  hemorrhagic  spots  and  yellowish  prolusions, 
developed  corpora  lutea,  which,  when  present,  de- 
note a positive  reaction. 

The  majority  of  investigators  have  found  this 
test  reliable  in  over  95  per  cent  of  cases;  however, 
some  others  have  found  the  unreliability  of  the  test 
considerably  greater.  The  most  disturbing  factor 
of  the  original  .\schheim-Zondek  test  is  the  large 
percentage  of  false  positives,  i.  e.,  positive  reac- 
tions obtained  from  injections  of  urine  from  women 
who  have  not  subsequently  proven  to  be  pregnant. 
^^’e  must,  however,  bear  in  mind  that  other  condi- 
tions may  produce  an  over-production  of  anterior 
pituitary  se.x  hormone  and  may  give  a false  posi- 
tive reaction.  Some  of  these  conditions  are  amenor- 
rhea, the  menopause,  large  ovarian  cysts,  exoph- 
thalmic goitre,  and  the  psychosis  associated  with 
amenorrhea.  There  are  two  principal  disadvan- 
tages of  the  original  Aschheim-Zondek  test.  One  is 
the  difficulty  of  maintaining  a constant  supply  of 
immature  mice,  as  they  mature  so  rapidly;  the  other 
is  the  length  of  time — four  days — required  to  com- 
plete the  test,  .\nother  disadvantage  is  the  high 
death  rate — 10  to  20  per  cent — of  the  mice  inci- 
dent to  the  injections  of  the  urine.  Some  of  these 
disadvantages  have  been  overcome  by  detoxifying 
the  urine,  and  by  using  immature  rats  which  re- 
spond equally  as  well  in  showing  the  typical  changes 
in  the  ovaries. 

2.  Friedman’s  Test. — Friedman’s  modification 
consists  in  substituting  a mature  female  rabbit  for 
the  five  immature  mice  of  the  .\schheim-Zondek  test. 
This  modification  renders  the  test  more  practical  in 
that  only  one  animal  is  used  and  the  time  required 
to  complete  the  test  is  much  shorter.  For  this  test, 
adult  female  rabbits,  four  months  old  and  weighing 
no  less  than  four  pounds,  are  used.  They  must 
be  kept  in  strict  isolation  for  a period  of  thirty 
days,  the  normal  period  of  gestation  for  this  species. 

The  urine  is  collected  in  the  usual  manner, 
warmed  and  injected  with  an  ordinary  hypodermic 
syringe  into  the  marginal  vein  of  the  ear.  Fried- 
man’s technique  calls  for  six  intravenous  injections, 
in  4 c.c.  doses,  in  the  course  of  two  days.  Forty- 
eight  hours  after  the  first  injection,  under  ether 
anesthesia  and  surgical  asepsis,  the  ovaries  are  ex- 
posed through  an  abdominal  incision.  When  the 
test  is  negative,  the  ovaries  appear  normal — firm, 
grayish-white,  bean-shaped,  with  a few  minute  un- 


ruptured, developing  follicles.  When  the  reaction 
is  positive,  the  ovaries  are  enlarged,  pinkish,  ede- 
matous, and  on  the  surface  are  the  characteristic 
large  red,  bulging  corpora  hemorrhagica,  and  fresh 
corpora  lutea.  The  abdominal  incision  is  closed 
with  catgut  and,  if  the  reaction  was  negative,  the 
animal  may  be  retained  for  further  tests.  Several 
variations  in  technique  may  be  used.  Some  work- 
ers use  two  injections  of  10  c.c.  of  urine  on  succes- 
sive days  and  make  the  examination  forty-eight 
hours  after  the  first  injection.  If  the  time  element 
in  the  case  is  important,  as  in  cases  of  suspected 
tubal  pregnancy,  a single  injection  of  15  c.c.  of 
whole  urine  will  suffice.  Twenty-four  hours  after 
the  injection,  the  ovaries  are  examined  and  often 
a positive  reaction  is  found.  If  the  reaction  is 
negative,  the  incision  is  closed,  another  10  c.c.  of 
urine  injected,  and  the  ovaries  examined  again  on 
the  following  day. 

The  main  advantages  of  the  Friedman’s  or  rabbit 
test  are — the  changes  produced  in  the  ovaries  are 
readily  visible  and  interpreted  accurately,  the  ease 
of  maintaining  test  animals,  the  simplicity  of  the 
technique,  and  the  short  time  required  for  ihe  test. 
Most  workers  report  a high  percentage  of  correct 
positives,  ranging  from  97  to  100  per  cent  in  series 
of  cases,  and  this  degree  of  dependability  is  an  im- 
portant advantage.  The  Friedman’s  test  is  now  the 
most  widely  used  of  the  anterior  pituitary  sex  hor- 
mone tests. 

3.  Estrin  Test. — The  estrin  test  depends  upon 
the  demonstration  by  the  vaginal  smear  method  of 
at  least  one  mouse  unit  of  the  hormone  in  15  c.c. 
of  whole  urine  when  injected  into  castrated  mature 
female  mice.  The  amount  of  estrin  excreted  in  the 
urine  during  early  pregnancy  is  relatively  large, 
and  Zondek  estimates  that  there  are  from  300  to  600 
mouse  units  of  the  hormone  present  in  a liter  of 
urine.  The  15  c.c.  of  urine  used  in  the  test  should 
therefore  contain  a minimum  of  four  mouse  units  of 
the  hormone,  more  than  sufficient  to  produce  estrus 
in  the  castrated  animal  employed  in  the  test. 

For  this  test,  three  to  five  mature  female  mice  are 
used.  They  are  examined  daily  by  vaginal  smears 
for  the  occurrence  of  the  estrus  cycle,  and,  if  found 
normal,  are  castrated.  This  is  done  by  the  removal 
of  the  ovaries  through  a low  dorsal  skin  incision  un- 
der ether  vapor  anesthesia.  Castration  can  be  done 
in  a few  minutes  with  practically  no  operative  mor- 
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tality.  Vaginal  smears  from  the  castrated  animals 
are  taken  daily  for  two  weeks  and  examined  micro- 
scopically for  evidence  of  estrus.  If  the  animals 
show  no  evidence  of  estrus,  i.  e.,  the  vaginal  smears 
reveal  only  a few  epithelial  cells  and  a preponder- 
ance of  leucocytes  and  mucus,  15  c.c.  of  morning 
urine  are  injected  subcutaneously  in  six  divided 
doses  into,  each  of  the  mice  in  the  course  of  two 
days.  Vaginal  smears  are  then  taken  daily  and  on 
about  the  third  day,  evidence  of  cellular  activity  in 
the  form  of  nucleated  epithelial  cells  may  be  noted. 
This  is  a mild  reaction  and  further  smears  are  nec- 
essary. A positive  reaction  results  if  the  smear 
shows  a preponderence  of  non-nucleated  epithelial 
cells,  and  the  absence  of  leucocytes  and  mucus. 

The  results  of  this  test  show  a lower  percentage  of 
correct  positives  than  the  other  tests,  but  also  a lower 
number  of  false  positives,  being  only  about  2 per 
cent.  Mazer  and  Goldstein  report  only  one  false 
positive  reaction  in  116  women  who  subsequently 
proved  not  to  be  pregnant,  an  incidence  of  less  than 
1 per  cent  error.  Bland  did  not  encounter  a single 
false  positive  reaction  in  103  non-pregnant  women 
with  symptoms  suggesting  early  pregnancy. 

The  main  advantage  of  the  estrin  test  is  that, 
although  it  is  not  as  sensitive  in  early  pregnancy 
as  the  original  Aschheim-Zondek  test  or  the  modifi- 
cation of  Friedman,  it  is  more  accurate  when  posi- 
tive. 

4.  The  Siddall  Text.— This  test  depends  upon 
the  effects  of  the  two  known  hormones,  the  anterior 
pituitary  sex  hormone  and  the  follicular  hormone, 
estrin,  contained  in  the  blood  serum  of  the  gravid 
w'oman,  upon  the  uterus  and  ovaries  of  immature 
white  mice.  The  increase  in  the  size  or  weight  of 
the  animal  uterus  produced  by  injections  of  blood 
serum  from  gravid  women  is  mainly  due  to  the 
elaboration  of  estrin  by  the  ovaries  of  the  test  animal 
in  response  to  the  anterior  pituitary  hormone  pres- 
ent in  the  blood  serum  of  the  patient,  augmented 
by  small  amounts  of  estrin  which  is  likewise  pres- 
ent in  the  injected  blood. 

One  c.c.  of  blood  serum  of  the  patient  is  injected 
subcutaneously  into  each  of  two  immature  white 
mice  daily  for  four  to  five  days.  On  the  sixth  day, 
the  uterus  and  ovaries  are  removed  in  their  en- 
tirety and  weighed  on  a delicate  scale.  The  weight 
of  the  animal  divided  by  the  combined  weight  of 
the  uterus  and  ovaries  gives  a coefficient  of  400  or 


less  in  positive  cases.  The  normal  ratio  of  the 
weight  of  the  untreated  animal  to  its  generative 
organs  is  600  to  700.  The  Siddall  test  is  less  ac- 
curate than  any  of  the  hormone  tests,  as  proven 
by  Mazer  in  test  cases,  and  it  is  therefore  not  widely 
used. 

Clinical  Application  of  the  Hormone  Tests 

A.  Diagnosis  of  Intra-Uterine  Pregnancy. — The 
importance  of  an  accurate  test  to  differentiate  early 
pregnancy,  uterine  or  ectopic,  from  pathologic  con- 
ditions which  often  simulate  pregnancy,  is  apparent. 
The  diagnosis  of  pregnancy  is  not  always  an  easy 
one  to  make,  and  many  such  errors,  some  with 
grave  complications,  have  occurred.  The  literature 
abounds  with  reports  of  the  use  of  these  tests  in 
the  diagnosis  of  pregnancy,  and  most  prominent 
workers  agree  as  to  their  value  in  difficult  cases. 
The  tests  should  assist  in  the  determination  of  preg- 
nancy, but,  as  with  all  other  diagnostic  procedures, 
should  not  supplant  histor}'-taking  and  thorough 
examinations. 

Even  cases  of  advanced  gravidity  have  been  con- 
fused WTth  large  ovarian  tumors,  cysts,  and  uterine 
growths.  Temporary  amenorrhea  due  to  endocrine 
imbalance  or  depressive  states,  such  as  pulmonar\' 
tuberculosis,  primary  and  severe  secondary-  anemia, 
psychosis  and  Graves’  disease,  often  present  per- 
plexing problems  in  diagnosis,  even  to  the  most  ex- 
pert gynecologists.  Likewise,  the  abnormal  uterine 
bleeding  incident  to  the  menopause  is  often  difficult 
to  differentiate  from  threatened  abortion.  In  any 
case,  when  pregnancy  is  suspected,  but  cannot  be 
definitely  established,  one  of  the  hormone  tests 
should  be  done,  and,  if  found  negative,  should  be 
repeated. 

B.  Ectopic  Pregnancy. — Ectopic  pregnancy,  either 
tubal,  tubo-ovarian,  or  abdominal,  is  a condition 
which  often  results  in  death  if  not  promptly  recog- 
nized and  treated.  In  this  condition,  the  hormonal 
tests  for  pregnancy  are  valuable  as  differential  diag- 
nostic procedures,  and  by  their  use  in  suspected  cases 
the  condition  is  often  diagnosed  before  rupture  and 
intra-abdominal  hemorrhage  occur.  Ovarian  cysts 
or  tumors,  tubo-ovarian  inflammator)’  masses,  pedun- 
culated subserous  fibroid  nodules,  or  pelvic  ab- 
scesses may  closely  simulate  tubal  pregnancy,  where- 
as the  diagnosis  is  readily  made  by  employment  of 
these  tests. 

In  ectopic  pregnancy,  the  concentration  of  the 
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hormone  in  the  urine  does  not  seem  to  be  as  great 
as  in  uterine  pregnancy,  which  shows  profuse  fol- 
licular hemorrhages  in  the  ovaries  of  the  test 
animals,  while  the  hemorrhage  and  hyperemia  is 
less  marked  in  ectopic  pregnancy.  For  this  reason, 
many  workers  advise  concentration  of  the  urine 
in  tests  for  suspected  ectopic  pregnancies.  Spiel- 
man  reported  sixteen  cases  of  ectopic  pregnancy 
proven  by  laparotomy  in  which  the  Friedman’s  test 
was  positive  in  eleven  cases,  and  negative  in  five 
cases.  In  four  of  the  negative  cases,  the  pregnancy 
was  old  with  non-viable  chorionic  tissue,  or  there 
was  complete  absence  of  villi  on  microscopic  ex- 
amination. The  importance  of  the  viability  of  the 
tissues  in  producing  a positive  reaction  has  also  been 
noted  by  Wilson  and  Comer,  and  by  Wladika. 

C.  Fetal  Death  and  Inevitable  or  Missed  Abor- 
tion.— As  long  as  the  placenta  has  some  vascular 
contact  with  the  uterus,  the  production  of  pregnancy 
hormones  continues.  It  is  therefore  apparent  that 
inevitable  abortion  or  death  of  the  fetus  cannot 
always  be  reliably  diagnosed  by  means  of  the  hor- 
mone tests.  These  tests  may  remain  positive  for 
a week  after  total  expulsion  of  the  fetus  and 
placenta.  Bland  and  his  associates  claim,  however, 
that  the  death  of  the  fetus  is  heralded  by  a marked 
diminution  of  the  production  of  estrin,  and  conse- 
quently gives  negative  estrin  tests.  On  the  basis 
of  these  findings,  they  conclude  that  repeated  nega- 
tive estrin  tests  are  strongly  suggestive  of  impending 
termination  of  the  pregnancy.  Spielman  reported 
seven  cases  of  therapeutic  abortion  produced  by 
X-ray  in  w'hich,  by  repeated  tests,  it  was  possible  to 
determine  the  death  of  the  fetus  by  negative  reac- 
tions and  to  predict  subsequent  expulsion  of  the 
dead  fetal  tissues.  The  use  of  this  test  for  the 
diagnosis  of  missed  abortion,  due  to  other  causes, 
is  therefore  apparent. 

D.  Hydatidiform  Mole. — Fortunately  this  con- 
dition is  usually  diagnosed  by  the  clinical  picture, 
but  because  of  the  number  of  cases  that  subse- 
quently develop  malignant  chorionepithelioma,  the 
importance  of  an  early  diagnosis  and  removal  is 
evident.  All  competent  observers  concede  that  the 
excess  of  anterior  pituitary  hormone  present  in  the 
urine  of  gravid  women  disappears  within  two  weeks 
after  the  termination  of  the  pregnancy,  but  that  it 
persists  much  longer  after  the  expulsion  of  a hydat- 
idiform mole.  Also,  it  is  well  known  that  the 


urine  of  these  patients  contains  such  a large  anunt 
of  the  hormone  that  a minute  quantity  of  urinewill 
give  a positive  Aschheim-Zondek  test.  Ehrhard  for 
example,  secured  a positive  reaction  with  1520 
c.c.  of  urine  in  one  case,  and  Reeb  estimatesthat 
the  amount  of  hormone  excreted  in  cases  of  h^lat- 
idiform  mole  and  chorionepithelioma  is  from  ten 
to  500  times  that  excreted  during  normal  pregnacy. 

In  cases  of  bleeding  during  the  first  trimestc  of 
pregnancy  associated  with  a disproportionate  en- 
largement of  the  uterus,  i.  e.,  a larger  uterus  han 
one  would  expect  from  the  history,  the  urine  sbuld 
be  diluted  about  ten  to  twelve  times  with  water  and 
injected  into  the  test  animals.  If  a positive  Bac- 
tion  is  obtained  with  this  dilution,  the  diagiosis 
of  hydatidiform  mole  is  usually  certain.  If  it  re- 
mains positive  over  two  months,  or  reappears  in  'ny 
case  after  being  negative,  the  presence  of  a chorun- 
epithelioma  should  be  suspected.  The  length  of  tme 
during  which  the  Aschheim-Zondek  and  Frid- 
man tests  remain  positive  following  the  evacuaton 
of  a mole  varies  in  different  cases,  depending  ujton 
the  completeness  or  incompleteness  of  the  removal 
of  the  hydatidiform  tissue.  The  tests  become  nega- 
tive sooner  in  those  cases  in  which  the  early  cesa- 
tion  of  bleeding  indicates  complete  evacuation  of 
the  mole.  Therefore,  the  persistence  of  a posit  ve 
test  in  a patient  who  has  ceased  to  bleed  should 
arouse  suspicion  of  chorionepithelioma.  Following 
expulsion  or  removal  of  a hydatid  mole,  ;he 
Aschheim-Zondek  test  should  be  repeated  at  intjr- 
vals  as  a follow-up  routine. 

E.  Chorionepithelioma. — From  the  literature,  it 
is  difficult  to  estimate  the  frequency  of  malignancy 
following  molar  pregnancies,  but  Schumann  has 
concluded  that  the  incidence  is  about  10  per  cent. 
The  clinical  as  well  as  the  histologic  diagnosis 
this  highly  malignant  tumor  has,  in  the  past,  b( 
difficult  and,  indeed,  often  impossible  until  local 
distant  metastases  have  precluded  the  possibility 
a cure.  With  the  advent  of  the  hormone  tests 
method  has  been  evolved  which  assures  the  ea 
recognition  of  this  tumor  at  a time  when  remo 
and  active  radiation  therapy  may  prevent  metasta 
and  fatal  outcome. 

Rbssler  was  the  first  to  call  attention  to  t 
strongly  positive  Aschheim-Zondek  reaction  in  a a 
of  terminal  metastatic  chorionepithelioma.  Numi 
ous  authentic  reports  of  the  value  of  the  Aschhei' 
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Zondek,  reaction  in  the  diagnosis  and  prognosis  of 
chorionepithelioma  have  recently  appeared  in  the 
literature,  including  those  of  Novak,  Aschheim, 
Mack  and  Catherwood,  and  others. 

Increasing  concentration  of  the  hormone  in  the 
urine  longer  than  two  weeks  after  the  termination 
of  a normal  pregnancy,  whether  premature  or  full- 
term,  or  longer  than  two  months  following  the  ex- 
pulsion of  a hydatidiform  mole,  is  strongly  indica- 
tice  of  chorionepithelioma.  Likewise,  the  reappear- 
ance of  a positive  reaction  following  one  or  more 
negative  tests,  is  pathognomonic  of  malignant  de- 
generation. One  of  my  own  cases  at  the  University 
Hospital  well  illustrates  and  corroborates  these  state- 
ments and  will  be  briefly  presented. 

This  patient,  a white  woman,  twenty-three  years 
old,  was  admitted  to  the  hospital  in  June,  1932, 
complaining  of  irregular  vaginal  bleeding  and  pain 
in  the  lower  abdomen  for  seven  months,  following 
a premature  delivery.  Pelvic  examination  revealed 
a tender,  cystic  mass  in  the  right  side  and  general- 
ized lower  abdominal  tenderness.  At  operation, 
the  mass  appeared  to  be  inflammatory,  while  the 
left  adnexa  and  uterus  appeared  normal.  The  right 
tube  and  ovary  were  removed  and  microscopic  ex- 
amination showed  chorionepithelioma  of  the  tube, 
one  of  the  few  authentic  cases  of  primary  tubal 
chorionepithelioma,  judging  from  reports  in  litera- 
ture. Following  operation,  the  Aschheim-Zondek  test 
was  strongly  positive  and  the  patient  was  given  deep 
pelvic  X-ray  therapy.  An  X-ray  of  the  lungs  was 
negative.  Several  weeks  following  the  first  opera- 
tion, a supra-vaginal  hysterectomy  and  left  salpingo- 
oophorectomy  was  done.  After  leaving  the  hospital, 
the  patient  was  then  seen  at  intervals,  the  Aschheim- 
Zondek  test  becoming  negative  after  several  months. 
About  seven  months  after  the  hysterectomy,  the  pa- 
tient again  returned  to  the  hospital  for  observation 
and,  although  symptom-free,  the  test  was  again  found 
positive  and  X-ray  of  the  lungs  showed  early  pul- 
monar)'  metastases.  Deep  X-ray  therapy  was  given 
to  the  chest,  and  at  the  last  examination  the  hor- 
mone test  was  still  strongly  positive.  This  patient 
died  apparently  of  a cerebral  metastasis  several 
months  after  leaving  the  hospital.  This  case  also 
serves  to  corroborate  Rbssler’s  statement  that  after 
extirpation  of  the  uterus  for  chorionepithelioma, 
metastases  may  be  diagnosed  by  means  of  this  test 
before  clinical  symptoms  become  manifest. 

Rapid  and  widespread  metastases  is  one  of  the 


most  important  characteristics  of  chorionepithelioma. 
Metastases  are  most  frequent  to  the  lungs,  brain  and 
vagina,  although  most  any  tissue  or  organ  of  the 
body  may  be  the  site,  especially  the  parametrium, 
kidneys,  bones  and  liver.  Sometimes  the  metastatic 
growths  appear  in  the  vagina  before  the  diagnosis 
of  the  intra-uterine  growth  has  been  completed. 
Another  of  my  cases,  illustrating  the  rapid  metastases 
to  the  vagina,  which  was  rather  unusual  in  its 
manifestations,  was  a case  in  a woman  about  forty- 
five  years  of  age,  gravida  7,  who  complained  of  pain- 
less vaginal  bleeding  for  about  two  weeks,  follow- 
ing several  months  of  amenorrhea.  Examination 
showed  the  uterus  larger  than  would  be  expected 
from  the  history,  and  quite  soft.  A diagnosis  of 
hydatidiform  mole  was  made  and,  in  view  of  the 
patient’s  age  and  parity,  it  was  felt  advisable  to  do 
a hysterectomy,  rather  than  attempt  termination  of 
the  process  per  vaginum.  The  patient  was  op- 
erated upon,  and  on  opening  the  uterus  a large 
hydatidiform  mole  was  encountered.  The  post- 
operative course  was  excellent  until  about  the  sixth 
day  after  operation,  vdien  the  patient  suddenly  had 
a vaginal  hemorrhage.  Examination  revealed  a 
typical  metastatic  chorionepithelioma — a purplish, 
blue  necrotic  mass  on  the  anterior-lateral  vaginal 
wall,  bleeding  profusely.  The  Friedman’s  test  was 
strongly  positive  at  this  time.  The  hemorrhage  was 
checked  temporarily  with  adrenalin  tamponage,  and 
in  several  days  the  mass  was  removed  surgically. 
On  microscopic  examination  the  diagnosis  was  con- 
firmed. Following  this,  the  patient  received  deep 
pelvic  X-ray  therapy,  and  after  several  weeks  the 
hormone  test  was  negative.  The  patient  was  fol- 
lowed in  the  clinic  at  regular  intervals,  and  at  the 
last  report  her  health  was  excellent,  and  there  was 
no  evidence  of  metastases. 

Novak  and  Koff  reported  a case  of  metastatic 
chorionepithelioma  of  the  brain,  with  autopsy  find- 
ings, in  which  the  histologic  changes  in  the  anterior 
pituitary  gland  were  identical  with  those  found 
during  pregnancy,  namely,  an  increase  in  the  modi- 
fied chromophobe  cells  (pregnancy  cells)  containing 
fine  granules  and  staining  pink  with  acid-fuchsin 
and  eosin.  A similar  case  was  recently  reported  by 
Peightal  in  the  American  Journal  of  Obstetrics  and 
Gynecology. 

Another  interesting  case  was  recently  reported  by 
Entwisle  and  Hepp  of  a testicular  chorionepithe- 
lioma in  a white  man,  twenty-three  years  of  age, 
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who  died  from  massive  metastases  in  the  abdomen 
and  lungs.  The  Aschheim-Zondek  test  in  this  ease 
was  positive  before  and  four  weeks  following 
orchidectomy,  and  the  patient’s  breasts  were  lactat- 
ing,  showing  definite  evidence  of  pituitar}-  activit}'. 
This  was  the  second  case  reported  in  the  male,  in 
which  the  changes  in  the  pituitar}-  gland  at  autopsy 
were  characteristic  of  those  in  pregnant  women. 

Up  until  June,  1932,  131  cases  of  chorion- 
epithelioma  in  the  male  had  been  reported.  Schla- 
genhaufer  was  the  first  to  recognize  that  certain 
tumors  of  the  testicles  were  morphologically  similar 
to  chorionepithelioma  of  the  uterus,  and  he  believes 
that  they  are  all  derived  from  teratomas.  According 
to  Delafield  and  Prudden,  these  teratomatous  rests 
in  the  testicle  arise  from  blastomeres,  which  are 
potentially  tri-dermal.  Under  some  stimulus,  the 
tumor  develops,  like  a normal  embr}o,  chorionic 
tissue.  This  in  turn  develops  into  the  testicular 
chorionepithelioma,  a malignant  and  rapidly  metas- 
tasizing neoplasm  similar  to  that  found  in  the 
female.  This  is  another  important  condition  in 
which  the  hormone  test  is  utilized  for  diagnosis  by 
many  urologists. 

SuMM.A^RV  AND  CONCLUSIONS 

1.  The  hormone  tests  for  pregnancy  are  based 
upon  the  detection  of  an  over-production  of  the  two 
hormones,  the  anterior  pituitary  sex  hormone  and 
the  ovarion  follicular  hormone,  estrin,  as  evidenced 
by  changes  produced  in  the  ovaries  and  generative 
tract  of  test  animals  injected  with  the  urine  of  preg- 
nant women. 

2.  These  tests  are  of  distinct  clinical  value  in 
the  differential  diagnosis  between  early  pregnancy, 
either  uterine  or  ectopic,  and  pathologic  conditions 
associated  tvith  amenorrhea  or  irregular  uterine 
bleeding. 

3.  The  Friedman  or  rabbit  test  is  the  most 
valuable  in  the  diagnosis  of  early  pregnancy  in 
that  it  renders  the  highest  per  cent  of  correct  posi- 
tive reactions. 

4.  The  Estrin  test  is  more  reliable  when  posi- 


tive, as  the  incidence  of  error  in  non-pregnant 
women  is  lower  than  in  the  Aschheim-Zondek  test 
and  its  several  modifications. 

5.  The  Siddall  test  is  the  least  reliable  of  the 
hormone  tests  for  pregnancy. 

6.  If  repeatedly  negative,  they  are  of  distinct 
value  in  the  diagnosis  of  death  of  embr}-o  or  fetus. 

7.  concentration  of  the  anterior  pituitar}-  sex 
hormone  in  the  urine  greater  than  that  normally 
found  in  pregnancy  is  ver}-  suggestive  of  hydat- 
idiform  mole. 

8.  The  hormone  tests  are  extremely  valuable  in 
the  diagnosis  of  the  ver}-  malignant  tumor,  chorion- 
epithelioma, especially  after  removal  of  the  primary 
pathology  and  before  clinical  s}-mptoms,  suggesting 
metastases,  are  manifest. 
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CEREBRAL  MALARIA.* 


Frederick  B.  Haar,  M.  D., 

Greenville,  N.  C. 


Pernicious  malaria  produces  a wide  variety  of 
clinical  pictures  such  as  algid,  dysenteric,  pneu- 
monic, typhoidal,  and  cerebral  types.  It  is  the  pur- 
pose of  this  paper  to  discuss  the  cerebral  aspects  of 
the  disease. 

“Pernicious  malaria,”  according  to  Craig,  “indi- 
cates infection  in  which  some  one  symptom  or  group 
of  symptoms  predominates  so  as  to  color  the  clini- 
cal picture,  and  threaten  the  life  of  the  patient.” 
For  examples,  if  the  adrenals  are  attacked,  blood 
pressure  falls;  if  the  lung  capillaries  are  invaded, 
pneumonic  signs  become  evident;  if  there  is  pre- 
dilection for  the  cerebrum,  pyschic  and  neurological 
manifestations  develop.  Masson^  states:  “Cere- 
bral malaria  having  a heavy  and  more  generalized 
segregation  of  parasites  in  the  brain  may  assume 
the  form  of  any  brain  disease.” 

It  is  important,  therefore,  to  keep  in  mind  that 
the  same  plasmodium  which  causes  the  mildest  in- 
fection is  also  capable  of  producing  fatal  results. 

Divergent  views  are  held  as  to  the  exact  pathol- 
ogy of  pernicious  malaria.  The  majority  of  pathol- 
ogists report  that  there  is  a plugging  of  the  capil- 
laries due  to  the  resistance  of  the  parasite,  or  “ac- 
cording to  jVIannabergi,  who  attributes  the  condi- 
tion to  a sort  of  agglutination  or  adhesiveness  that 
holds  the  infected  erythrocyte  to  the  vessel  wall.” 

There  is  a second  group  who  believe  that  it  is 
the  malaria  pigments  which  cause  blocking  of  the 
vessels. 

.A.  third  divergent  view  is  that  the  toxin,  formed 
in  the  red  cell  by  the  parasite,  is  liberated  when 
the  cell  ruptures,  causing  the  symptoms.  Support 
of  this  idea  has  been  found  in  some  fatal  pernicious 
cases  in  which  few  parasites  were  found  in  the 
peripheral  blood  and  no  obstruction  of  the  vessels 
of  the  brain  seen  in  microscopic  sections. 

Golgi’s  Law,  that  the  severity  of  the  attack  is 
determined  by  the  number  of  parasites  in  the  periph- 
eral blood,  has  been  modified  by  Deaderick,^  who 
mentions  four  factors  which  bear  upon  the  per- 
niciousness : 

•Read  before  the  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina,  at  Tarboro,  N.  C.,  December 
1-3,  1936. 


“1.  An  excessive  number  of  parasites. 

“2.  Localization  of  parasites. 

“3.  Toxins  secreted. 

“4.  Individual  predisposition  and  external  etio- 
logical influences.” 

No  doubt  numerous  ca.ses  of  pernicious  malaria 
have  existed  and  have  been  recognized  in  this  sec- 
tion of  the  state.  .An  insight  as  to  the  frequency 
of  the  disease  in  Georgia  was  brought  out  by  Kelly 
and  Sydenstricker^.  They  reported  a series  of  814 
patients  admitted  to  the  hospital  of  the  University 
of  Georgia  between  the  years  1919  and  1934  with 
a clinical  diagnosis  of  malaria. 

Pernicious  manifestations  occurred  in  97  cases 
(19.3  per  cent).  Of  these  pernicious  cases,  cerebral 
malaria  was  present  in  75  (77  per  cent). 

There  were  51  deaths  from  the  total  814  patients 
with  47  due  to  a pernicious  estivo-autumnal  infec- 
tion. 

Thirty-four  of  the  pernicious  cases  (47  per  cent) 
occurred  in  Negroes  and  all  but  one  w'ere  of  the 
cerebral  type. 

It  is  difficult  to  determine  the  prognosis  in  cere- 
bral malaria.  Severity  of  sjTnptoms  is  usually  in 
relative  proportion  to  the  number  of  parasites  pres- 
ent in  blood  smears.  High  mortality  occurs  when 
20  to  75  plasmodia  occur  per  oil  immersion  field. 
Coma  which  persists  24  hours  or  longer  increases 
the  graveness  of  the  case.  Relapse  usually  termi- 
nates in  death. 

In  the  cases  to  be  reported,  quinine  dihydro- 
chloride was  used  intravenously  in  preference  to 
quinine  orally  or  by  gavage.  In  cases  of  chronic 
and  pernicious  malaria,  it  has  been  my  e.xperience 
to  find  the  gastric  acidity  often  reduced.  This  re- 
duction of  acid  decreased  the  absorption  of  the 
quinine. 

The  first  case  is  that  of  a five-year-old  male  negro. 

The  mother,  who  had  been  under  a physician’s 
care  for  two  weeks  for  malaria,  stated  that  her 
son  had  enjoyed  previous  good  health.  The  boy 
complained  of  headache  and  on  the  following  day 
coma,  convulsions,  and  elevated  temperature  oc- 
curred. After  six  hours  the  symptoms  disappeared 
entirely  for  a free  interval  of  three  hours.  He  then 
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relapsed  into  his  former  condition.  After  three  more 
days  of  coma  he  was  brought  to  the  hospital. 

Examination  revealed  a well-nourished  comatosed 
male  having  mild  generalized  con\ailsions.  The 
pupils  were  dilated  but  did  not  react  to  light.  Eye 
grounds  were  normal.  There  was  moderate  rigidity 
of  the  jaws,  but  could  be  easily  opened  with  a 
tongue  depressor.  No  opisthotonos  occurred.  The 
ears  and  phar}Tix  were  negative.  The  lung  field  was 
clear.  The  heart  was  not  enlarged  or  irregular.  A 
soft  hemic  murmur  was  audible  at  the  mitral  area 
and  disappeared  following  a transfusion.  Blood 
pressure  was  120/80,  and  the  pulse  rate  110  per 
minute.  The  abdomen  was  of  no  pathological  sig- 
nificance. Incontinence  of  bladder  and  rectum  ex- 
isted. 

Because  of  the  convulsions,  the  neurological  signs 
were  numerous  and  fleeting,  but  spasticity  of  muscles 
was  constant. 


Laborator}-  findings  were  as  follows: 


Haemoglobin 

40% 

Red  Blood  Cells 

2,000,000 

White  Blood  Cells 

5,200 

Polymorphonuclear 

66% 

Small  Lymphocytes 

- 

27% 

Large  Lymphocytes 

3% 

Transitional  Cells 

4% 

Urine:  .\lbumin  2 plus,  acetone  3 plus,  few 
hyalin  and  granular  casts,  2 to  3 red  blood  cells, 
and  2 to  J white  blood  cells  per  field. 

Blood  Smear:  Ten  to  15  malarial  rings  present 
per  field. 

Blood  Sugar 125  mgm.  per  100  c.c.  blood 

Blood  Urea  28  mgm.  per  100  c.c.  blood 

Blood  Wassermann  and  Spinal  Wassermann  negative 

Blood  Culture  and  Agglutination  Series negative 

Tuberculin  Test negative 

Spinal  puncture  showed  increased  pressure,  but  the  • 
cells  were  normal  and  bacteria  were  not  seen.  There 
was  no  pellicle  formation.  Diagnostic  punctures 
were  done  on  several  occasions,  but  the  fluid  was 
normal. 

The  patient  was  given  molar  sodium  lactate,  glu- 
cose, and  saline  solutions  parenterally  to  combat 
the  marked  dehydration  and  acidosis.  A citrate  blood 
transfusion  raised  the  hemoglobin  to  69  per  cent. 
Further  attempts  to  secure  donors  were  futile. 

By  means  of  gavage  and  parenteral  fluid,  dehy- 
dration and  starvation  were  prevented  for  eighteen 
days. 

The  temperature  was  continuous,  but  reached  nor- 
mal by  lysis  on  the  seventh  day  of  hospitalization. 


For  five  more  days  it  never  went  above  ninty-nine 
degrees  but  fell  daily  as  low  as  ninety-six.  .\fter 
this  the  temperature  gradually  ascended  until  his 
death.  There  was  no  correlation  of  the  tempera- 
ture curs'e  of  this  case  to  any  classical  malarial  tem- 
perature phenomena. 

Anti-malarial  treatment  was  started  by  gavag- 
ing  5^  grs.  atabrine  within  forty-eight  hours.  Be- 
cause no  improvement  was  seen,  quinine  dihydro- 
chloride grs.  2^  were  given  intravenously  twice  a 
day. 

On  the  fourth  day  of  anti-malarial  therapy,  the 
patient  rallied  and  was  able  to  swallow  liquids 
when  placed  in  his  mouth.  Convulsions  ceased,  but 
he  remained  spastic  and  could  neither  hear  nor 
speak.  Vision  was  undisturbed.  This  relative  free 
period  lasted  three  days  and  he  relapsed  into  his 
former  state  until  death  eleven  days  later. 

My  second  case  is  that  of  a ten-month  female 
negro.  The  mother  gave  the  historj’  that  one  month 
previously  the  infant  was  sick  with  diarrhea,  but 
recovered  in  three  weeks.  During  the  fourth  week, 
the  baby  suddenly  developed  a high  elevation  of 
temperature  at  night.  The  following  evening  the 
temperature  again  rose  to  104°  rectal,  and  the  stools 
became  loose.  Generalized  violent  convulsions,  coma, 
and  spasticity  of  muscles  set  in.  That  same  eve- 
ning the  family  physician  referred  the  baby.  The 
history  gave  the  impression  that  encephalitis  would 
be  found  as  a complication  to  a relapse  of  dysentery. 

Physical  examination  revealed  the  pupils  con- 
tracted, increased  tone  of  the  muscles  of  the  jaws, 
neck,  torso,  and  extremities.  The  eye  grounds  were 
normal. 

The  fontanel  was  not  widened,  tense,  or  bulging. 
However,  a spinal  puncture  was  made.  The  fluid 
was  normal  and  no  pellicle  formed.  Stained  smears 
showed  no  bacteria. 

Tetany  signs  such  as  cranio-tabes,  Chvostek,  car- 
popedal spasm,  etc.,  were  absent. 

Gastric  lavage  was  done  to  determine  if  poison 
had  been  ingested,  or  if  undigested  food,  which 
causes  increased  toxicity,  were  present,  but  the  wash- 
ings were  clear.  The  spleen  was  not  enlarged  to 
palpation  or  percussion. 

The  diagnosis  was  reached  after  the  laborator)’ 
work  was  completed. 


White  Blood  Cells 8,000 

Polymorphonuclear  55% 

Lymphocytes  48% 

Eosinophiles  2% 


1937] 


Virginia  Medical  Monthly 


695 


Haemoglobin 70% 

Red  Blood  Cells 4,200,000 


Three  to  four  malarial  rings  were  seen  in  each 
field. 

The  Urine,  Stool,  Wassermann,  Blood  Culture, 
. and  Tuberculin  Test  were  negative. 

The  infant  improved  on  the  third  day  of  illness 
after  two  treatments  of  quinine  dihydrochloride  grs. 
3 had  been  given  intravenously.  She  took  fluids 
and  recognized  the  parents.  This  free  period  was 
of  short  duration,  and  she  died  on  the  fourth  day 
of  sickness  even  though  intravenous  quinine  had 
been  continued. 

The  third  case  is  that  of  a five-months  female  white 
infant  whose  previous  health  had  been  excellent. 
Deliver}"  at  birth  was  normal.  The  mother  gave 
the  complaint  that  the  baby  had  been  vomiting  all 
food  and  water  taken  for  the  past  two  days. 

Two  weeks  previous  to  the  illness  the  infant  had 
been  weaned  to  an  adequate  formula  of  evaporated 
milk  on  the  advice  of  the  family  physician,  who  was 
actively  treating  the  mother  at  that  time  for  a severe 
malarial  infection. 

On  the  second  day  of  vomiting,  medical  aid  was 
secured  for  the  infant.  The  physician  found  the  in- 
fant with  dehydration,  acidosis,  moderate  rigidity  of 
the  neck,  and  a tense  bulging  fontanel.  He  was  sus- 
picious that  an  infection  of  the  meninges  had  oc- 
curred, and  he  referred  the  case. 

On  further  examination  no  infection  of  the  throat 
or  ears  was  present.  No  gastric  wave  was  seen  or 
pyloric  tumor  palpated.  The  spleen  was  not  en- 
larged. Moderate  skin  lag  was  present.  Kernig’s 
sign  not  present. 

A spinal  puncture  showed  increased  pressure,  but 
the  fluid  was  clear  and  contained  eight  cells  per 
cubic  millimeter.  There  was  no  pellicle  formation, 
and  the  culture  was  negative. 

White  Blood  Cells 6,200  per  c.m.m. 

Polymorphonuclear 61% 

Lymphocytes 39% 

Red  Blood  Cells 4,000,000  per  c.m.m. 

Haemoglobin  75% 

In  the  blood  smear,  two  to  three  malarial  rings 
were  found  in  each  microscopic  field. 

The  Urine,  Stool,  Blood  Culture,  Wassermann, 
and  Tuberculin  Test  were  negative. 


Parenteral  fluids  of  5 per  cent  glucose  intraven- 
ously and  saline  intraperitoneally  were  given  to  re- 
store the  fluid  balance.  Protein  milk  was  given  for 
two  days  and  then  whole  lactic  acid  milk  supple- 
mented. Quinine  sulphate  grs.  2 was  given  every 
four  hours  for  twelve  doses.  The  temperature  fell 
in  three  days  from  104°  to  100°  but  rose  to  103° 
on  the  fourth  day.  At  this  time  quinine  dihydro- 
chloride grs.  2 was  given  intravenously  twice  a day 
with  the  result  that  in  three  days  the  temperature 
was  normal. 

A second  spinal  drainage  was  done  for  diagnostic 
and  therapeutic  purpose  when  the  fontanel  became 
tense,  and  the  temperature  rose  on  the  fourth  day. 
Aside  from  increased  pressure  the  fluid  was  normal. 

The  infant  ceased  vomiting  on  the  second  day  of 
treatment  and  meningeal  symptoms  disappeared  fol- 
lowing the  second  spinal  drainage.  Recovery  was 
uneventful. 

Conclusions 

1.  Three  cases  of  cerebral  malaria  in  infants  and 
young  children  are  reported. 

2.  In  any  case  showing  convulsions,  coma,  or 
other  s>Tnptoms  referable  to  the  central  nervous  sys- 
tem in  infants  and  children,  malaria  must  be  con- 
sidered. 

3.  The  use  of  quinine  dihydrochloride  intra- 
venously can  be  safely  used  in  infants  and  chil- 
dren. Also,  it  is  to  be  preferred  to  oral  administra- 
tion of  quinine  or  other  anti-malarial  drugs  in  cases 
of  pernicious  malaria. 

4.  Finally,  diagnosis  of  pernicious  malaria  de- 
pends chiefly  upon  the  exclusion  of  other  diseases 
and  etiological  agents,  and  upon  finding  the  spe- 
cific malarial  parasite  in  the  blood. 
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INTERESTING  CASE  OF  ACUTE  NEPHRITIS  FOLLOWING 
CHRONIC  FOLLICULAR  TONSILLITIS. 


V.  E.  Lascara,  M.  D., 

Wilmington,  Delaware. 


The  following  case  is  reported  because  of  the 
favorable  course  of  a condition  which  at  the  time 
of  admission  presented  a ver}’  unfavorable  prog- 
nosis. The  picture  was  that  of  a youth  whose 
chance  of  life  hung  on  a fine  thread.  His  ex- 
pression was  very  anxious.  He  wanted  to  live. 
The  question  on  admission  was,  “Doctor,  will  he 
die?’’  Whatever  therapeutic  measures  were  to  be 
instituted  required  immediate  action.  This  was  an 
acute  medical  emergency. 

Master  J.  B.,  age  fifteen,  was  admitted  to  our 
Ward  Service  with  the  chief  complaint  of  very 
severe  headache;  blurred  vision;  convulsions;  severe 
sore  throat.  .\11  of  these  SATnptoms  had  a gradual 
onset  eighteen  hours  prior  to  admission,  this  his- 
tory being  obtained  from  his  mother  because  ol 
very  toxic  state  of  patient. 

Family  History:  Nothing  of  importance. 

Past  History:  Had  pneumonia  twice  in  early 
childhood  with  no  apparent  complications.  He  was 
subject  to  frequent  head  colds  and  sore  throat.  He 
had  quinsy  on  two  occasions.  There  was  previous 
history  of  the  usual  childhood  infections.  No  his- 
tory of  operations  or  injuries. 

History  of  Present  Illness:  Three  weeks  prior 
to  admission  patient  was  confined  at  home  because 
of  an  attack  of  quinsy,  which  ruptured  spontaneous- 
ly as  a result  of  frequent  saline  gargles.  Im- 
provement was  evident  thereafter,  .\fter  three  weeks 
of  confinement  he  went  outdoors  and  exposed  him- 
self to  unsettled  weather  conditions.  Six  hours  later 
he  became  suddenly  ill  with  chills;  severe  headache; 
generalized  malaise;  muscular  aches.  These  in- 
cipient complaints  were  followed  by  several  convul- 
sive attacks  of  three  to  five  minutes’  duration.  He 
complained  of  “blindness”  in  both  eyes.  .A.S  time 
elapsed  these  s}Tnptoms  became  exaggerated. 
physician  was  called.  Because  of  patient's  extreme 
toxicity  he  was  immediately  referred  to  the  hospital. 

Physical  Examination:  The  following  salient 
features  were  found: 

1.  youth  of  age  above  stated,  very  restless, 
expression  very  anxious  and  toxic.  He  was  very 
stuporous.  Skin  warm  to  touch. 


2.  Pulse  118,  volume  fair.  Temperature  103° 
(rectal).  Resp.  30. 

3.  Both  pupils  small,  equal,  reaction  to  L and 

sluggish.  2kIoderate  sub-conjunctival  edema. 

4.  Eye  ground  study:  Retinal  vessels  congested, 
prominent,  hyperemic.  No  characteristic  exudate. 
Slight  papillary  edema. 

5.  No  uremic  or  acetone  odor  to  breath;  no  odor 
of  any  possible  poison.  Tongue  coated,  dry.  Both 
tonsils  pustular  and  markedly  hypertrophied,  hy- 
peremic. Pharynx  was  highly  injected.  No  false 
membrane.  Palpable  anterior  cervical  nodes. 

6.  Lungs  showed  only  scattered  coarse  rales. 
Heart  rate  118;  otherwise  negative.  Blood  pres- 
sure 182/100. 

7.  Abdomen  was  negative. 

8.  No  peripheral  edema. 

9.  Reflexes  not  remarkable. 

Laboratory  Data:  W.B.C.  12,000;  Polys  81  per 
cent;  R.B.C.  3,960,000;  Hgb.  76  per  cent  (Dare); 
Blood  Sugar  135  Mgms. ; B.U.N.  12.4  iSIgms. 
Blood  Wassermann  and  Kahn  negative;  Urine:  sp. 
gr.  1007,  albumin  +-]-  + + , sugar  negative:  Hy- 
aline and  granular  casts,  6-7  pus  cells  per  H.P.F., 
12-14  R.B.C.  per  H.P.F. 

Immediate  admission  treatment:  Venesection  100 
c.c.  blood  removed;  hot  pack  of  twenty  minutes’ 
duration.  There  was  sudden  improvement  in  the 
patient  following  these  therapeutic  measures;  he  was 
brighter,  orientation  better;  his  vision  was  improved. 
One  hour  later  ten  c.c.  of  12.5  per  cent  magnesium 
sulphate  was  given  by  the  I.^I.  route.  Eour  hours 
after  this  treatment  there  was  marked  improvement; 
his  pulse  was  of  better  volume;  rate  92,  B.P.  160/98. 
Patient  was  asking  for  food.  His  vision  was  much 
improved.  Ten  hours  after  institution  of  treatment 
his  blood  pressure  was  150/90.  He  was  placed  on 
restricted  fluids.  His  diet  was  arranged  so  that  he 
obtained  sixty  grams  of  protein  in  twenty-four  hours. 
Two  drams  of  magnesium  sulphate  was  administered 
every  other  day  orally. 

Course:  Patient  continued  to  improve  daily.  On 
the  third  day  his  blood  pressure  was  down  to  120/70. 
His  headaches  disappeared;  vision  was  clear.  His 
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urinary  output  was  good.  By  the  eighteenth  hos- 
pital date  he  was  well  on  the  road  to  convalescence. 
No  convulsions  after  admission.  Three  weeks  after 
admission  his  urine  was  negative  for  albumin, 
though  there  were  occasional  hyaline  casts.  The 
red  blood  cells  had  disappeared  from  the  urine. 
On  the  twenty-third  hospital  day  his  tonsils  and 
adenoids  were  removed  under  local  novocaine. 
There  were  no  post-operative  complications.  An 
electrocardiographic  study  was  done.  It  was  nega- 
tive. A P.S.P.  test  gave  a total  of  65  per  cent. 
One  month  after  admission  he  was  discharged  con- 
valescent. 

This  patient  has  been  observed  weekly  in  our 
clinic.  There  has  been  no  recurrence  of  symptoms. 
His  blood  pressure  remains  between  116-120  systolic 
and  60-68  diastolic.  He  is  very  alert.  Gradually 
he  has  been  taken  off  of  his  restricted  diet.  His 
urine  has  remained  negative.  Here  we  have  a re- 
markable recovery  after  an  apparently  hopeless  prog- 
nosis. 

Diagnosis : 

1.  Acute  nephritis  (larval  type)  wdth  cerebral 
edema. 

2.  Chronic  follicular  tonsillitis. 

St.  Francis  Hospital. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia. 

The  report  of  the  State  Health  Department’s 
bureau  of  communicable  diseases,  as  compiled  for 
the  month  of  December,  shows  the  following  cases 
compared  with  the  same  month  in  1935. 

1936  1935 


Typhoid  and  Paratyphoid 27  30 

Diphtheria 113  178 

Scarlet  Fever  172  227 

Measles  137  154 

Meningitis  18  23 

Poliomyelitis  1 5 

Rocky  Mountain  Spotted  Fever 0 2 

Typhus  Fever  • 0 0 

Undulant  Fever 0 3 

Tularaemia  14  38 

Smallpox  0 0 


Stillbirth  Data 

The  new  stillbirth  form,  recently  forwarded  by 
the  State  Registrar  of  Vital  Statistics  to  physicians 
throughout  the  Commonwealth,  so  far  as  can  be 


ascertained,  represents  the  first  attempt  made  in  this 
country  to  secure  accurate  stillbirth  data  on  a state- 
wide basis. 

The  information  will  be  valuable  not  only  from 
a statistical  standpoint  but  should  be  helpful  in 
emphasizing  the  value  of  a Wassermann  test  for 
every  expectant  mother.  Facts  of  a confidential 
nature  need  not  appear  on  the  report  form,  but  may 
be  forwarded  as  privileged  communications. 

Drainage  Work 

The  Department  has  centered  the  drainage  work 
for  malaria  control  largely  in  Tidewater  Virginia, 
though  work  also  has  been  done  in  several  south- 
western counties.  Federal  funds,  allocated  through 
the  U.  S.  Public  Health  Service,  have  made  increased 
operations  possible. 

It  has  been  estimated  that  an  area  of  3,500  acres 
has  been  drained.  The  construction  of  one  hundred 
and  thirty  miles  of  new  ditches  as  well  as  the  clean- 
ing of  nearly  two  hundred  and  twenty  miles  of  exist- 
ing ones  was  involved  in  this  activity. 

Since  1915,  deaths  from  malaria  have  decreased 
ninety  per  cent.  The  morbidity  rate  per  100,000 
now  is  15.5,  in  comparison  with  633.7  in  1915. 

Dental  Hygiene 

During  1936,  twelve  full-time  dentists  were  added 
to  the  department’s  staff  which  brought  the  total  to 
nineteen.  As  is  known,  this  personnel  works  among 
the  rural  school  population  of  restricted  income  or 
of  indigent  families. 

Latest  reports  indicate  that  41,949  children  have 
been  examined  and  6,458  treated.  The  corrections 
number  20,379.  The  enrolment  is  77,215. 

Manual  of  the  Crippled  Children’s  Bureau 

The  Department’s  bureau  of  crippled  children  re- 
cently issued  a manual  of  instruction.  It  has  been 
devised  primarily  to  inform  the  medical  profession 
and  the  interested  laity  on  the  details  of  this  phase 
of  the  Department’s  activities.  It  also  outlines  prac- 
tical cooperative  measures^  Copies  may  be  obtained, 
upon  request,  from  the  Department. 

Health  Conferences 

The  State  Health  Department  conducted  a con- 
ference in  Richmond  for  its  staff  nurses  on  January 
26th.  At  that  time,  a symposium  on  the  crippling 
childhood  diseases  was  conducted. 

Conferences  for  county  health  officers  also  were 
held  by  the  Department  on  January  27th  and  28th. 
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The  subjects  covered  included  venereal  disease  con- 
trol, maternal  and  infant  hygiene,  rural  sanitation, 
and  a detailed  explanation  of  the  activities  of  the 
respective  departmental  bureaus. 

Approximately  one  hundred  and  thirty-five  health 
officers  and  nurses  were  in  attendance. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Franklin  D.  Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richnnond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 


The  Auxiliary  to  the  Accomac-Northampton 

Medical  Societies 

Held  a ver}'  successful  meeting  on  January  5th, 
at  the  home  of  Mrs.  B.  N.  Mears,  Belle  Haven. 

Officers  for  1937  were  elected  and  are  as  follows; 
President,  Mrs.  Jno.  W.  Robertson,  Onancock; 
Vice-President,  Mrs.  Jno.  R.  Hamilton,  Nassawa- 
dox;  Secretary',  Mrs.  O.  R.  Fletcher,  Sanford;  and 
Treasurer,  Mrs.  W.  Carey  Henderson,  Nassawadox. 

Reports  were  read  from  the  State  Meeting  at 
Staunton  in  October. 

The  gifts  of  linens  to  the  Northampton- Accomac 
Hospital  at  Christmas  totaled  $56.00  and  consisted 
of  sheets,  spreads  and  pillow  cases. 

The  Auxiliary'  pledged  its  share  in  the  mainte- 
nance of  a bed  in  a State  Tuberculosis  Sanatorium 
(probably  Blue  Ridge)  for  use  by  ill  phy'sicians  or 
any  dependent  members  of  their  immediate  families. 
The  new  work  project  for  1937  consists  of  supply- 
ing pillows  and  blankets  to  the  hospital.  The  Aux- 
iliary' is  asking  help  from  persons  interested  in  the 
Hospital  and  its  maintenance,  in  the  supplying  of 
pillows,  and  is  also  anxious  to  secure  subscribers 
to  “Hygeia,”  the  health  magazine. 


After  the  business  meeting  a social  period,  with 
the  serv'ing  of  delicious  refreshments,  was  greatly 
enjoy'ed. 

The  following  physicians’  w'ives  were  present : 
Mrs.  W.  T.  Green,  Mrs.  C.  E.  Critcher,  ^Irs.  R.  J. 
White,  Mrs.  E.  W.  P.  Doi\'ning,  Mrs.  J.  L.  De- 
Cormis,  Mrs.  O.  R.  Fletcher,  Mrs.  Jno.  R.  Hamil- 
ton, Mrs.  Jno.  W.  Robertson,  Mrs.  Carey  W.  Hen- 
derson, Mrs.  W.  B.  Trower,  Mrs.  S.  K.  Ames,  Mrs. 
W.  J.  Sturgis,  Mrs.  J.  H.  Hiden,  Mrs.  J.  Fred 
Edmonds,  Mrs.  J.  Mortimer  Ly'nch,  Mrs.  H.  L. 
Denoon,  Jr.,  Mrs.  B.  N.  Mears,  and  Mrs.  E.  Hol- 
land Trower. 

The  next  meeting  is  to  be  held  at  the  home  of 
!Mrs.  J.  Walker  Jackson,  Machipongo,  on  Tuesday, 
.April  16th. 

Mrs.  O.  R.  Fletcher, 

Secretary. 

The  Auxiliary  to  the  Warwick  County  Med- 
ical Society 

Held  its  annual  meeting  in  December.  Mrs. 
Franklin  D.  Wilson  was  our  guest,  and  gave  a very 
instructive  talk  on  the  duties  of  the  various  Chair- 
men and  Committees,  and  installed  the  following 
officers  for  1937  and  1938:  Mrs.  T.  N.  Hunnicutt, 
Jr.,  president;  Mrs.  O.  C.  Jones  and  Mrs.  W.  S. 
Snead,  as  vice-presidents;  Mrs.  T.  C.  Lawford,  re- 
cording secretary';  Mrs.  C.  B Courtney,  correspond- 
ing secretary'-treasurer;  and  Mrs.  W.  O.  Poindexter, 
historian. 

The  meeting  was  held  at  the  Shirley'  Hotel  on 
West  Avenue,  and  was  followed  by  a luncheon. 

The  .Auxiliary'  meets  now  only  four  times  a year 
-so  our  next  meeting  will  not  take  place  until  Alarch. 
ALabel  Potter, 

(Mrs.  H.arold  W.  Potter), 

Chairman  Publicity. 

The  Auxiliary  to  the  Norfolk  County  Med- 
ical Society, 

.At  its  annual  meeting  held  recently,  elected  the 
following  officers;  President,  Mrs.  B.  .A.  Doggett; 
president-elect,  Mrs.  C.  J.  Devine;  vice-presidents, 
IMrs.  R.  M.  Reynolds  and  Mrs.  P.  St.  L.  !Moncure; 
recording  secretary,  Mrs.  .Alex.  Mayo;  assistant  re- 
cording secretary',  iMrs.  E.  R.  Altizer;  corresponding 
secretary',  Mrs.  .A.  .A.  Burke;  assistant  corresponding 
secretary.  Miss  Harriett  Hunter;  treasurer,  Airs.  J. 
W.  Reed;  historian.  Airs.  K.  W.  Howard;  assistant 
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historian,  Mrs.  H.  W.  Rogers;  and  parliamentarian, 
Mrs.  M.  N.  King. 

At  the  first  meeting  of  the  year,  the  members 
voted  unanimously  to  donate  $36.50  for  the  main- 
tenance of  a bed  in  a state  tubercular  hospital.  They 
also  agreed  to  send  $10.00  to  the  State  Auxiliary 
for  the  sinking  fund. 

Dr.  C.  L.  Harrell  spoke  in  behalf  of  the  Victory 
Memorial  Hospital  which  Norfolk  is  planning  to 
build  so  that  the  people  in  the  Second  Congressional 
District  will  have  a place  to  care  for  those  in  its 
territory  who  are  suffering  from  tuberculosis. 

Margaret  E.  Mayo. 

The  Auxiliary  to  the  Princess  Anne  Medical 

Society 

!Met  recently  at  the  home  of  Mrs.  Robert  Wood- 
house  of  Virginia  Beach,  at  w'hich  time  plans  were 
made  for  a musical  tea  to  be  held  in  February.  Our 
auxiliary  is  striving  to  increase  its  membership  and 
to  increase  the  circulation  of  Hygeia  in  our  county. 
Officers  for  the  new  year  are:  President,  Mrs.  I.  L. 
Hancock;  vice-president,  IMrs.  T.  L.  Brooks;  secre- 
tary-treasurer, Mrs.  H.  Floyd  Dormire;  Hygeia 
chairman,  Mrs.  Robert  Woodhouse;  Public  Rela- 
tions chairman,  Mrs.  N.  A.  Nicholson;  and  pub- 
licity, IMrs.  H.  Floyd  Dormire. 

(Mrs.  I.  L.)  Alice  H.ancock. 

Auxiliary  to  the  James  City-New  Kent  Med- 
ical Society. 

The  first  meeting  of  this  Auxiliary  for  1937  was 
held  at  the  home  of  Mrs.  E.  T.  Terrell  of  Williams- 
burg. The  new  president,  Mrs.  T.  B.  Henderson, 
presided,  and  there  were  eight  members  present.  A 
health  program  will  be  the  main  project  for  the  year 
and  a committee,  with  Mrs.  W.  L.  L.  Smoot  as 
chairman,  was  appointed  to  study  local  health  work 
in  schools  and  counties.  This  auxiliary  conducted 
the  tuberculosis  seal  sale  for  James  City  County, 
with  Mrs.  J.  R.  Tucker  acting  as  chairman.  They 
also  helped  the  King’s  Daughters  in  the  distribution 
of  food  and  clothing.  The  president  told  of  a recent 
visit  she  had  made  to  Bel  Roi,  the  home  of  Walter 
Reed,  a project  in  which  the  State  Auxiliary  has 
been  interested. 

The  March  meeting  will  be  held  at  the  home  of 
Mrs.  J.  R.  Tucker  of  Williamsburg. 


Notice ! 

Please  send  your  notices  to  the  publicity  chair- 
man before  the  fourteenth  of  each  month.  If  pos- 
sible, have  them  typed  in  double  space. 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 

EH  Lilly  & Co. 

Ampoules  Pentobarbital  Sodium-Lilly,  0.5  Gm.  (7^4 
grains). 


Merck  & Co.,  Inc. 

Gold  and  Sodium  Thiosulfate-Merck 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  0.01  Gm. 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  0.025  Gm. 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  0.05  Gm. 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  0.10  Gm. 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  0.20  Gm. 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  0.25  Gm. 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  0.30  Gm. 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  0.50  Gm. 
Ampuls  Gold  Sodium  Thiosulfate-Merck,  1.0  Gm. 
Ichthyol-Merck. 


New  and  Nonofficial  Remedies 
The  following  products  have  been  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  inclusion  in  New  and  Nonofficial  Remedies: 


Percomorph  Liver  Oil. — Oleum  Percomorphum.  A mix- 
ture containing  the  fixed  oils  obtained  from  the  fresh  livers 
of  the  percomorph  fishes,  principally  Xiphias  gladius, 
Pnuematophorus  diego,  Thunnus  thynnus  and  Stereolepis 
gigas,  containing  50  per  cent  of  cod  liver  oil.  It  is  biolog- 
ically assayed  to  have  a potency  of  not  less  than  60,000 
units  of  vitamin  A (U.S.P.)  per  gram  and  of  not  less  than 
8,500  units  of  vitamin  D (U.S.P.)  per  gram.  The  actions 
and  uses  of  Percomorph  Liver  Oil  are  the  same  as  those 
for  cod  liver  oil. 


Mead’s  Oleum  Percomorphum. — A brand  of  percomorph 
liver  oil — N.N.R.,  supplied  in  capsules.  Each  capsule  con- 
tains 10  drops  (0.222  Gm.)  of  Mead’s  Oleum  Percomor- 
phum, 50%,  representing  a vitamin  potency  of  not  less  than 
13,300  vitamin  A units  and  1,850  vitamin  D units,  U.S.P. 
Mead  Johnson  & Co.,  Evansville,  Ind. 

Mead’s  Cod  Liver  Oil  Fortified  with  Percomorph  Liver 
Oil. — A mixture  of  cod  liver  oil — U.S.P.  (New  and  Non- 
official Remedies,  1936,  p.  450)  and  percomorph  liver  oil 
(The  Journal  A.M.A.,  Dec.  5,  1936,  p.  1891)  5 per  cent. 
It  has  a potency  of  not  less  than  6,000  vitamin  A units 
(U.S.P.)  per  gram  and  of  not  less  than  850  vitamin  D 
units  (U.S.P.)  per  gram.  Mead  Johnson  & Co.,  Evans- 
ville, Ind. 
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Parathyroid  Extract-Lilly,  1 cc.  Ampules. — Each  cubic 
centimeter  contains  parathyroid  extract-Lilly  (New  and 
Nonofficial  Remedies,  1936,  p.  327)  100  units.  Eli  Lilly  & 
Co.,  Indianapolis,  Ind.  (J.A.M.A.,  Dec.  5,  1936,  p.  1891). 

Thromboplastin  Local-Squibb,  Dental  Package,  six  4 cc. 
vials. — Each  vial  contains  thromboplastin  local-Squibb 
(New  and  Nonofficial  Remedies,  1936,  p.  220)  4 cc.  E.  R. 
Squibb  & Sons,  New  York,  N.  Y. 


Book  Announcements 


A Diabetic  Manual.  For  Practitioners  and  Patients. 
By  EDWARD  L.  BORTZ,  M.  D.,  F.  A.  C.  P.,  Associate 
Professor  of  Medicine,  Graduate  School  of  Medicine, 
University  of  Pennsylvania,  and  assistant  Editor, 
The  Cyclopedia  of  Medicine;  with  a Foreword  by 
GEORGE  MORRIS  PIERSOL,  M.  D.,  F.  A.  C.  P., 
Professor  of  Medicine,  Graduate  School  of  Medicine, 
University  of  Pennsylvania,  and  Editor-in-Chief, 
The  Cyclopedia  of  Medicine.  Illustrated.  F.  A. 
Davis  Company,  Publishers,  Philadelphia.  1936. 
Large  12  mo.  of  222  pages.  Leatherette.  Price, 
?2.00. 

This  book  being  designed  for  physicians,  students 
and  patients  seems  to  meet  somewhat  poorly  the 
needs  of  each  group.  Directions  to  the  patient  are 
so  interspersed  with  technical  phrases  and  extraneous 
matter  as  to  discourage  study  of  them.  On  the 
other  hand,  the  collection  of  pertinent  data  into  spe- 
cial sections  such  as  those  on  dental  and  foot  care 
and  dietetics  is  to  be  commended  since  it  both  fa- 
cilitates instruction  of  the  patient  and  emphasizes 
the  importance  of  these  subjects. 

Wm.  R.  Jordan,  M.  D. 

An  Introduction  to  Materia  Medica  and  Pharmacology. 
By  HUGH  ALISTER  McGUIGAN,  Ph.  D.,  M.  D., 
Professor  of  Materia  Medica,  Pharmacology  and 
Therapeutics,  University  of  Illinois,  College  of  Med- 
icine, Chicago.  And  EDITH  P.  BRODIE,  A.  B., 
R.  N.,  Formerly  Director  School  of  Nursing,  Van- 
derbilt University,  Nashville,  Tenn.;  etc.  St.  Louis. 
The  C.  V.  Mosby  Company.  1936.  Octavo  of  580 
pages.  With  seventy-one  Text  Illustrations  and 
eighteen  Color  Plates.  Cloth.  Price,  $2.75. 

This  textbook  upon  materia  medica  and  phar- 
macology for  nurses  embodies  many  praise-worthy 
innovations.  It  appears  to  be  well  balanced  from 
the  standpoint  of  materia  medica,  pharmacology,  and 
therapeutics.  It  is  extremely  well  illustrated  with 
pictures  of  medicinal  plants  and  graphs  demonstrat- 
ing the  effect  of  drugs  upon  various  systems  of  the 
body  as  determined  by  animal  e.xperimentation. 


The  book  is  well  written  and  well  indexed,  and 
in  the  opinion  of  the  reviewer,  highly  deserving  of  a 
place  as  a textbook  for  the  instruction  of  materia 
medica  and  pharmacology  to  nurses. 

H.  B.  Haag,  M.  D. 

A Health  Education  Workbook.  For  Teachers,  Par- 
ents, Nurses,  and  Social  Workers.  Bv  KATH- 
LEEN WILKINSON  WOOTTEN,  M.  A.,  Professor 
of  Health;  Head,  Department  of  Health  and  Phys- 
ical Education,  Georgia  State  College  for  Women, 
Milledgeville,  Ga.,  etc.  New  York.  A.  S.  Barnes 
Company.  1936.  Quarto  of  292  pages.  Paper. 
Price,  $1.50. 

Under  the  above  caption  Miss  Kathleen  Wootten 
has  compiled  a most  readable  and  instructive  list 
of  plans,  methods  of  handling  and  advice  for  teach- 
ers, parents,  nurses  and  social  workers.  It  is  inter- 
esting to  the  general  practitioner  from  the  fact  that 
it  gives  him  a chance  to  see  at  a glance  what  is 
being  done  in  so  far  as  teaching  health  is  concerned, 
thus  giving  him  a means  of  better  cooperation  and 
understanding  of  a subject  for  which  he  has  very 
little  time. 

For  those  actually  engaged  in  public  health  it 
gives  a basis  for  instruction  and  direction  for  nurses, 
and  other  workers  in  the  health  field. 

The  content  of  the  book  is  designed  to  meet 
present  day  needs  in  the  teaching  of  the  various 
phases  of  health  work.  The  end  of  education  is 
“to  form  worthy  desires”  plus  a nervous  system 
trained  to  express  these  worthy  desires;  there  is  a 
brief  description  of  the  objectives  for  the  student  of 
health  education  as  well  as  the  organizations  that 
have  supported  the  modem  health  education  pro- 
gram. 

The  purpose  of  this  book  is  clearly  stated  as  an 
activity  program  planned  especially  for  the  prac- 
tical training  of  teachers  already  in  service  and  for 
those  in  training.  This  is  a most  valuable  treatise 
and  should  be  in  the  hands  of  all  teachers  for  their 
own  benefit  and  as  a course  of  study,  which  all 
students  should  be  familiar  with.  It  is  clear,  con- 
cise and  well  worth  while. 

C.  L.  OUTLAND,  M.  D. 

Cardiovascular  Disease.  A New  Aspect  of  Cause 
and  Treatment.  By  J.  H.  SCHRUP,  M.  D., 
Dubuque,  Iowa.  Pamphlet  of  20  pages.  Price, 
12  cents. 
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Editorial 


Don’t  Wait  for  Sputum. 

The  modern  treatment  of  acute  lobar  pneumonia 
depends  entirely  upon  an  accurate  bacteriological 
diagnosis.  It  is  essential  to  know  what  type  of 
pneumococcus  we  are  dealing  with  if  we  are  to  ad- 
minister the  proper  specific  antipneumococcic  serum. 
It  is  imperative  that  this  information  be  imme- 
diately available  to  the  clinician.  Formerly  1)^)- 
ing  of  sputum  necessitated  the  loss  of  several  valu- 
able hours  especially  when  the  mouse  method  and 
.Avery’s  culture  medium  methods  were  our  chief  re- 
liance. They  are  still  conceded  to  be  the  most  re- 
liable methods,  but  fortunately  more  rapid  proce- 
dures have  been  developed  and  now  very  little  time 
need  be  lost  in  obtaining  this  essential  information. 
The  best  method  now  available  is  based  upon  the 
“quellung”  or  Neufeld  reaction  and  consists  in 
placing  a fleck  of  sputum  on  three  cover  slips  and 
adding  to  each  a drop  of  specific  rabbit  serum. 
Type  I to  the  first,  Type’ll  to  the  second,  and  Type 
III  to  the  third.  .After  adding  a loopful  of  alkaline 
methaline  blue  to  each  preparation  and  waiting  two 
minutes  an  examination  of  the  hang  drop  is  made 
for  the  characteristic  capsular  swelling  indicative 
of  the  type  to  which  the  organism  belongs.  This 
whole  procedure  requires  just  five  minutes.  It  is 
generally  supposed  that  if  the  patient  is  expectorat- 
ing no  sputum  and  a lung  puncture  is  not  desirable, 
typing  cannot  be  done.  This  is  a mistake.  If  the 


patient  is  asked  to  cough  and  then  the  deep  pharc'nx 
is  carefully  swabbed,  the  material  so  obtained  is 
usually  satisfactory  for  use  in  carrjdng  out  the  Neu- 
feld technique.  This  makes  every  case  of  pneu- 
monia a fit  subject  for  rapid  bacteriological  diag- 
nosis. 

The  Monocyte  in  Differential  Diagnosis. 

The  monocyte  occurs  in  the  normal  peripheral 
blood  in  small  numbers.  This  cell  is  now  pretty 
generally  regarded  as  a product  of  the  reticulo- 
endothelial system,  although  there  are  still  those 
who  derive  it  from  the  lymphocytes  and  others  who 
classify  it  in  the  myelocytic  series.  Large  mononu- 
clear cells  are  increased  in  the  blood  under  a num- 
ber of  conditions  and  in  each  instance  a differential 
diagnosis  is  of  considerable  importance.  Latterly 
attention  has  been  focused  on  these  cells  in  leukemia 
and  the  possibility  of  a third  tj^re  of  leukemia  is  now 
generally  accepted.  This  type  of  blood  dyscrasia, 
however,  must  still  be  regarded  as  a rare  clinical 
occurrence,  constituting  probably  not  more  than  1 5 % 
of  the  acute  leukemias.  Its  clinical  course  is  char- 
acterized by  rapid  progress  in  which  the  prominent 
features  are  hemorrhage  from  the  mucous  membranes, 
petechiae,  moderate  anemia  without  enlargement  of 
the  spleen  or  lymph  glands  and  with  a typical  blood 
picture  in  which  the  monocytes  and  hystiocytes  pre- 
dominate. A few  immature  myelocytes  occur.  The 
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oxydase  reaction  seems  to  be  positive  or  negative 
according  as  the  cells  varj'  in  their  maturity. 

To  the  experienced  hematologist  the  hinphocy- 
tosis  of  infectious  mononucleosis  or  the  increased 
leucoctyes  characteristic  of  h-mphatic  leukemia  or 
the  relative  h’mphocj’tosis  of  agranulocjdosis  oifer 
no  difficulties,  but  even  one  of  considerable  ex- 
perience in  the  examination  of  the  blood  may  well 
falter  in  a differential  diagnosis  between  myelogen- 
ous leukemia  which  has  a well  kno\sTi  monocvlic 
phase,  and  certain  of  the  infectious  diseases, — such 
as  malaria,  for  instance,  which  is  fundamentally  a 
reticulo-endotheliosis  in  which  the  monucjiies  are 
commonly  increased, — in  view  of  the  disconcerting 
fact  that  the  lawful  position  of  the  large  mononu- 
clear cell  of  the  peripheral  blood  has  not  yet  been 
assigned  it  unequivocally  by  the  hematological 
world. 

The  Subsidiary  Nurse. 

During  the  depression  period  trained  nurses  were 
out  of  emplo}’ment  and  the  cr}-  went  up  all  about 
us  that  there  were  too  many  nurses.  Now  on  the 
crest  of  a new  prosperity  wave  we  are  faced  with 
a shortage  of  nurses.  Economics  plays  strange 
tricks  with  the  social  structure. 

Out  of  all  this  there  is  at  least  one  interesting 
turn  of  evehts.  It  was  voiced  in  a statement  before 
a recent  conference  of  the  Southern  Woman’s  Edu- 
cational .Mliance  in  Richmond.  We  refer  to  the  pro- 
posal that  the  time  is  ripe  for  the  institution  of  a 
new  order  of  nurse,  a licensed  trained  attendant,  a 
subsidiary'  nursing  group.  Of  course  the  under- 
graduate or  so-called  “practical  nurse”  is  already 
with  us.  The  proposal  is  to  recognize  her  reason 
for  being,  to  train  her,  license  her  and  publicly 
christen  her  a subsidiary  group  of  the  nursing  pro- 
fession. She  would  be  expected  to  limit  her  atten- 
tions to  the  bedside  care  of  the  less  acutely  ill  and 
to  the  victims  of  chronic  disease  in  their  homes.  She 
would  be  prepared  to  buy  and  cook  food  for  the 
patient  and  his  family.  She  would  be  taught  to 
keep  a home  running  smoothly  and  to  take  charge 
of  the  well  children.  In  the  hospitals  she  would  be 
allowed  to  do  staff  nursing  only  under  the  direction 
and  guidance  of  graduate  nurses.  She  would  be 
prepared  for  this  important  profession  by  a year  or 
more  of  training  in  a hospital  preceded  by  a high 
school  education.  Her  tuition  would  be  without  cost, 
in  fact  she  would  receive  small  monthly  allowances. 


It  is  expected  that  certain  of  the  more  ambitious 
and  better  qualified  of  these  nurses  would  continue 
their  training  in  one  of  the  three  year  courses  offered 
by  the  accredited  schools. 

This  plan  which  has  been  advocated  and  we 
assume  sponsored  by  the  graduate  nurses  has  much 
to  commend  it  and  the  medical  profession  would 
undoubtedly  welcome  the  appearance  of  the  sub- 
sidiary' nurse,  adequately  trained  and  vouched  for 
by’  responsible  licensing  board. 

Prontosil  and  Prontylin. 

Much  has  been  made  in  the  past  of  chemical  dyes 
in  the  parenteral  treatment  of  severe  human  infec- 
tions. At  one  time  hopes  ran  high  that  such  in  vitro 
germicides  as  gentian  violet  and  mercurochrome 
would  prove  effective  in  vivo.  In  all  fairness  we 
have  to  admit  the  failure  of  each  attempt  at  intra- 
venous sterilization  of  the  blood  by  such  agents.  But 
the  search  goes  on  and  new  dyes  are  found  for  ani- 
mal and  human  experimentation. 

Today  we  are  trying  to  evaluate  a dark  red  chem- 
ical synthesized  in  Germany  and  first  therapeuti- 
cally employed  by  Domagli  in  1935.  Variously 
known  as  Prontylin,  Prontosil  and  Prontosil-soluble 
according  to  variations  in  the  chemical  structure  of 
the  original  para-amino-benzene-sulfonamide,  this 
dye  appears  to  have  been  shown  effective  in  both 
animals  and  human  beings  in  the  treatment  of  in- 
fections due  to  beta-hemolytic  streptococci.  The  dye 
has  been  administered  both  orally  and  parenterally. 
It  has  been  extensively  reported  upon  in  foreign 
literature  during  the  last  two  years.  With  the  grow- 
ing use  of  it  in  this  country’  and  the  unfortunate 
premature  publication  in  the  lay  press  of  so-called 
cures,  we  shall  probably  have  a good  deal  of  dis- 
cussion of  the  subject  in  future  .\merican  medical 
literature.  For  the  present  however  we  must  accept 
the  cautious  statement  with  which  Long  and  Bliss 
close  their  article  in  a recent  issue  of  The  Journal 
of  the  American  Medical  Association  reiterating  the 
editorial  comments  of  that  journal  to  the  effect  that 
“much  painstaking  effort  is  necessary  before  the  use 
of  such  dyes  can  be  placed  on  a completely  scientific 
basis.” 

Big  Money. 

From  the  latest  press  release  of  the  Social  Security 
Board  we  learn  that  to  date  $97,252,549.12  has  been 
appropriated  from  the  Federal  Treasury  for  public 
assistance.  “Of  this  amount  $83,149,369.49  is  for 
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assistance  to  approximately  1,117,200  needy  aged  in 
42  States;  $3,627,481.94  for  aid  to  about  32,160 
of  the  needy  blind  in  28  States;  and  $10,475,697.69 
for  aid  to  about  290,240  dependent  children  in  27 
States.” 

Medicine  has  been  vitally  concerned  with  the 
Social  Security  Act  since  its  inception.  It  will  take 
great  interest  in  following  the  activities  of  the  agen- 
cies which  disburse  huge  sums  in  endeavoring  to 
carr}^  out  the  purposes  of  the  Act.  This  same  Social 
Security  Board  may  some  day  be  found  dispensing 
funds  in  support  of  the  program  of  State  Medicine. 

Dr.  Harris’  Book. 

There  have  been  a number  of  county  histories 
written  in  Virginia.  Another,  a history  of  Louisa 
County  by  Dr.  Malcolm  H.  Harris  of  West  Point, 
has  just  appeared,  and  even  a hasty  perusal  justifies 
the  opinion  that  it  deserves  to  rank  with  the  best. 

The  book  begins  with  the  political  history  of  the 
County,  recounting  its  settlement,  describing  its  land 
patents,  telling  how  its  courts  were  constituted,  how 
its  clerks,  burgesses,  sheriffs  and  surveyors  were 
chosen,  giving  an  account  of  the  various  personal- 
ities involved.  The  military  history  of  the  County 
is  sketched  from  the  French  and  Indian  Wars  to 
the  World  War.  The  old  highways  of  the  County, 
such  as  the  Old  Mountain  Road,  the  Three  Notched 
Road,  the  Marquises  Road  and  the  Louisa  Road, 
are  laid  out  before  us  and  we  retravel  them  with  the 
author  in  search  of  the  homes,  schools  and  churches 


which  once  helped  to  form  the  life  of  the  many  in- 
teresting people  who  for  two  hundred  years  have 
made  Louisa  their  home.  The  lives  of  a number  of 
eminent  men  are  sketched  and  due  credit  is  paid  to 
a growing  number  who  made  medicine  their  calling 
and  practised  in  the  county.  A valuable  appendix 
closes  the  book.  Here  the  marriage  bonds  of  Louisa 
may  be  found  as  well  as  extensive  genealogical  notes 
on  many  Louisa  families.  Dr.  Harris’  book  is  a 
large  volume  of  more  than  500  pages  on  good  paper 
and  in  large  type  attractively  printed  by  the  Dietz 
Press  of  Richmond.  It  has  been  handsomely  done, 
and  the  medical  profession  takes  off  its  hat  to  a 
confrere  who  has  made  a valued  contribution  to 
Virginia  outside  the  profession  of  medicine. 

High  Pressure  Dying. 

In  the  December  issue  of  the  Junior  League  Mag- 
azine, Anne  Page  Johns,  a Virginia  doctor’s  wife, 
explains  High  Pressure  Dying  to  a class  of  women 
who  will  probably  pass  on  their  information  to  their 
husbands,  who  probably  need  it.  In  this  article 
Mrs.  Johns  has  brought  together  in  an  inimitable 
style  the  usually  accepted  opinions  regarding  the 
cause,  frequency  and  management  of  high  blood 
pressure,  and  she  has  sought  to  instil  a wholesome 
fear.  If  her  article  falls  into  the  hands  of  the  med- 
ical profession  they  will  no  doubt  say  amen  to  the 
whole  thesis  and  applaud  another  effort,  however 
successful  we  cannot  say,  to  slow  the  tempo  of 
American  life. 


Proceedings  of  Societies 


The  Northampton  County  Medical  Society 

Met  at  the  home  of  Dr.  H.  B.  Magill,  director 
of  the  Northampton  County  Health  Unit  on  Jan- 
uary 6.  After  a delicious  meal  the  Society  held  a 
business  session  at  which  time  the  annual  election 
of  officers  took  place.  Dr.  Griffin  W.  Holland  of 
Eastville,  was  elected  president  for  the  year  1937, 
Dr.  J.  Walker  Jackson  of  Machipongo,  vice-presi- 
dent, and  Dr.  W.  C.  Henderson  was  re-elected  secre- 
tary-treasurer. 

Dr.  J.  M.  Lynch  the  retiring  president  expressed 
has  appreciation  for  the  cooperation  of  the  Society 
and  for  the  work  of  the  Woman’s  Auxiliary  during 
the  year. 


Dr.  Jackson,  delegate  to  the  Medical  Society  of 
Virginia,  gave  a comprehensive  report  of  the  Staun- 
ton meeting,  suggesting  that  the  presidency  of  the 
State  Society  should  be  at  some  near  future  date 
filled  from  among  our  local  doctors. 

Dr.  Magill  presented  in  some  detail  his  program 
of  the  work  of  the  Health  Unit  and  requested  the 
cooperation  of  the  doctors.  He  brought  up  several 
matters  for  discussion.  Committees  were  named  to 
determine  the  advisability  of  the  establishment  of 
certain  clinics  for  the  care  and  instruction  of  indi- 
gent patients  throughout  the  county.  These  matters 
will  be  brought  to  the  attention  of  the  public  in  the 
near  future. 


704 

The  Hanover  County  Medical  Society 

Held  its  regular  meeting  in  Ashland,  January  5. 
Dr.  A.  L.  Carson,  Jr.,  of  the  State  Board  of  Health, 
read  a paper  on  the  much  discussed  topic,  “The 
\\’ell-Baby  Clinic.”  He  gave  a very  thorough  ex- 
planation of  the  clinic.  Dr.  J.  A.  Wright,  of  Dos- 
well,  presented  “The  Accident  Case,”  which  was 
quite  practical  and  beneficial.  The  President,  Dr. 
Judson  Vaughan,  of  Ashland,  spoke  on  “The  Value 
of  County  IMedical  Societies,”  stressing  the  benefits 
derived  from  a good  attendance  and  understanding 
of  its  members,  and  urging  cooperation  of  ever}- 
member,  with  an  idea  of  helping  their  society  pro- 
gress. 

The  next  meeting  will  be  held  on  INIarch  2. 
Dr.  T.  E.  Stanley,  Beaverdam,  is  secretary-treasurer. 

The  Danville-Pittsylvania  Academy  of  Medi- 
cine, 

At  its  annual  meeting  on  November  17,  elected 
Dr.  P.  W.  Miles  as  president  for  1937,  and  Dr.  I.  C. 
Harrison  and  Dr.  W.  E.  Dickerson  as  vice-presi- 
dents. The  Board  of  Trustees  later  elected  Dr. 
Snowden  C.  Hall,  Jr.,  as  secretary-treasurer.  All 
officers  are  of  Danville. 

Albemarle  County  Medical  Society. 

.\t  the  regular  Januar)'  meeting  of  this  Society, 
the  following  officers  were  elected:  President,  Dr. 
V.  W.  Archer,  University  of  Virginia;  vice-president. 
Dr.  E.  C.  Kidd,  Lovingston;  and  secretarj'-treas- 
urer.  Dr.  A.  M.  Smith  (re-elected),  Charlottesville. 


[Februar)', 

Dr.  \\ . H.  Paine  spoke  on  “^leningitis  or  Men- 
ingismus.” 

Warwick  County  Medical  Society. 

At  its  December  meeting,  this  Society  elected  the 
following  officers:  President,  Dr.  G.  C.  Amory, 
Hilton  Village;  vice-president.  Dr.  R.  T.  Pierce, 
Jr.,  Newport  News;  and  secretaix'-treasurer.  Dr.  E. 
B.  IMewborne,  Newport  News. 

At  the  January  meeting.  Dr.  George  A.  Duncan, 
of  Norfolk,  spoke  on  “Low  Back  Pain.” 

Lynchburg  Academy  of  Medicine. 

.\t  the  annual  meeting  of  the  .\cademy,  on  Jan- 
uary 4,  the  following  officers  were  elected  for  1937: 
President,  Dr.  John  Wyatt  Davis,  Sr.;  vice-presi- 
dent, Dr.  Elisha  Barksdale;  and  secretary-treasurer. 
Dr.  C.  E.  Keefer.  All  officers  are  from  Lynchburg. 

Dr.  Joseph  H.  Houck  presented  a paper  on  “Re- 
cent Contributions  to  Gall-Bladder  Surger\’.” 

The  Roanoke  Academy  of  Medicine 

Held  its  first  dinner  meeting  of  the  year  at  the 
Hotel  Roanoke  on  January  4.  The  honor  guests 
at  this  time  were  Dr.  Porter  P.  Vinson,  for  several 
years  in  charge  of  the  Bronchoscopic  Department  of 
Internal  Medicine  at  the  Mayo  Clinic,  but  now  prac- 
ticing in  Richmond;  and  Dr.  J.  Morrison  Hutche- 
son, President  of  the  IMedical  Society  of  Virginia, 
also  of  Richmond.  Dr.  Vinson  spoke  on  “The  Im- 
portance of  Physical  Examination  in  the  Differ- 
ential Diagnosis  of  Chronic  Pulmonarj'  Diseases” 
and  Dr.  Hutcheson’s  subject  was  “Obser\'ations  on 
the  Prognosis  in  Coronary  Thrombosis.” 
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News  Notes 


The  Tri-State  Medical  Association  of  the 
Carolinas  and  Virginia 

Is  to  have  its  annual  meeting  in  Norfolk,  Va., 
February  22  and  23,  with  headquarters  at  the  Mon- 
ticello  Hotel.  An  excellent  program  is  being  ar- 
ranged. Dr.  Douglas  Jennings  of  Bennettsville, 
S.  C.,  is  president,  and  Dr.  J.  M.  Northington,  Char- 
lotte, N.  C.,  secretary. 

Changes  in  State  Health  Department. 

Dr.  C.  Howe  Eller,  formerly  Health  Officer  of 
the  Joint  Health  Department,  Charlottesville,  has 


been  appointed  Director  of  the  Bureau  of  Rural 
Health,  succeeding  Dr.  E.  L.  IMcQuade  who  has  re- 
turned to  his  home  at  St.  John,  N.  B.,  because  of 
ill  health. 

Dr.  P.  M.  Chichester,  formerly  Health  Officer  of 
.Arlington  County,  has  been  named  as  Assistant  Di- 
rector of  the  Bureau  of  Rural  Health,  effective  Feb- 
ruary 1st. 

Dr.  Otis  L.  Anderson,  Past  Assistant  Surgeon, 
Lb  S.  Public  Health  Serv’ice,  has  been  detailed  for 
one  year  to  the  State  Health  Department,  as  its 
venereal  disease  control  officer. 
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The  Pulaski  County  Health  Department  was 
organized  in  the  Southwest  Health  District  on  Jan- 
uary 1st,  and  Dr.  H.  M.  Kelso  assumed  duties  as 
Health  Officer  on  the  16th  of  the  month. 

Dr.  L.  J.  Roper,  for  the  past  fifteen  years  chief 
of  the  Portsmouth  ^^'elfare  Bureau,  has  been  named 
Director  of  the  Virginia  Division  of  Venereal  Dis- 
eases of  the  State  Department  of  Health,  and  will 
begin  his  new  duties  on  February  1st. 

The  Annual  Report  of  the  Surgeon  General 

of  the  U.  S.  Public  Health  Service, 

Covering  the  fiscal  year  ending  June  30,  1936, 
shows  that  health  conditions  in  the  United  States 
have  not  only  been  good  during  the  past  five  years 
but  continue  favorable.  New  low  death  rates  were 
recorded  for  both  typhoid  fever  and  diphtheria  in 
1935,  and  the  tuberculosis  death  rate  maintained  the 
downward  trend  which  has  been  one  of  the  out- 
standing achievements  in  public  health  in  recent 
decades.  A new  low  death  rate  for  infants  under 
one  year  of  age  was  also  recorded,  but  maternal 
mortality  showed  no  significant  decline. 

With  the  decrease  in  many  of  the  communicable 
diseases  which  were  previously  made  the  special  ob- 
ject of  public  health  efforts,  there  has  been  a con- 
comitant increase  in  deaths  from  the  chronic  dis- 
eases. such  as  heart  disease  and  cancer,  and  the 
Public  Health  Service  is  now  devoting  increasing 
attention  to  the  study  of  these  conditions. 

A phase  of  public  health  that  is  receiving  em- 
phasis under  the  new  Surgeon  General  is  that  relat- 
ing to  the  venereal  diseases.  This  attitude  is  fully 
justified  when  we  consider  that  syphilis  alone  ranks 
with  cancer,  tuberculosis,  and  pneumonia  as  a lead- 
ing cause  of  death. 

The  Public  Health  Service  is  now  engaged  in  the 
analysis  of  the  enormous  amount  of  data  secured 
in  1935  and  1936,  in  a survey  of  disabling  illness, 
physical  impairments,  and  facilities  for  medical  care 
among  865,000  families  in  ninety  cities  and  twenty- 
three  rural  counties.  In  addition  to  its  strictly  pub- 
lic health  functions,  the  Service  conducts  twenty- 
five  marine  hospitals  and  relief  stations  in  154  ports 
for  the  hospital  care  and  treatment  of  American 
merchant  seamen  and  other  legal  beneficiaries,  ad- 
ministers two  Narcotic  Farms  for  the  care  and  treat- 
ment of  drug  addicts,  and  furnishes  and  supendses 
medical  and  psychiatric  services  in  Federal  penal 
and  correctional  institutions. 


During  the  year  there  was  inaugurated  the  coop- 
erative public  health  administration  program  author- 
ized under  the  Social  Security  Act,  and  by  the  close 
of  the  year  each  State  had  submitted  a plan  for 
operating  under  the  public  health  provisions  of  this 
Act  and  had  been  allotted  funds  from  the  available 
appropriation. 

The  report  for  1936  covers  the  138th  year  of  the 
existence  of  the  Public  Health  Service,  originally 
created  as  the  Marine  Hospital  Service  by  an  Act 
signed  by  the  Second  President  of  the  United  States, 
John  Adams,  on  July  16,  1798.  The  present  Sur- 
geon General,  Thomas  Parran,  assumed  charge  on 
April  6,  1936,  succeeding  former  Surgeon  General 
Hugh  S.  Gumming,  who  retired  on  January  31, 
1936,  after  serving  as  an  officer  of  the  Public  Health 
Service  for  forty-two  years,  and  as  Surgeon  Gen- 
eral for  sixteen  years. 

Kiwanis  Chairman 

Dr.  George  H.  Reese  has  been  appointed  chair- 
man of  vocational  guidance  and  Dr.  P.  L.  Hill 
chairman  of  support  of  churches  in  the  Kiwanis 
Club  of  Petersburg,  Ya. 

Married. 

Dr.  Clifford  H.  Beach,  Richmond,  Va.,  and  Miss 
Jebbie  Whitehead  of  Chatham,  Ya.,  Januar}-  30. 

Dr.  Robert  Leonard  King,  Seattle,  \\’ash.,  of  the 
class  of  ’28,  University  of  Yirginia,  and  Miss 
Phoebe  Easley  Edmunds  of  Halifax,  Ya.,  Decem- 
ber 29. 

Dr.  Bennette  Edward  Stephenson,  class  of  ’35, 
IMedical  College  of  Yirginia,  now  located  at  Weldon, 
N.  C.,  and  IMiss  Alma  Hazel  IMcGee  of  ^^’illow 
Springs,  N.  C.,  December  29. 

The  Fifth  International  Congress  of  Hos- 
pitals 

Will  be  held  at  Paris  from  July  6th  to  11th,  1937, 
and  will  include  visits  to  some  of  the  large  hospitals, 
the  Cancer  Institute,  and  the  principal  agencies  en- 
gaged in  Public  Health  Work.  At  the  time  of  the 
Congress  scientific  and  pleasure  tours  will  be  con- 
ducted in  various  parts  of  France. 

The  meetings  will  occur  during  the  International 
Exposition  which  will  group  the  exhibits  and  prod- 
ucts of  more  than  fifty  countries  under  the  general 
caption.  Art  and  Technology. 

Persons  attending  the  Congress  will  be  granted 
important  reductions  in  rates  when  traveling  on 
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French  and  foreign  railroads.  The  Exposition 
authorities  also  will  give  special  privileges  to 
visitors. 

Dr.  Malcolm  T.  ^lacEachem  of  the  American 
College  of  Surgeons  is  vice-president  of  the  Inter- 
national Hospital  Association.  The  Federation  of 
the  Hospital  Unions  of  France  has  been  designated 
officially  by  the  Ministr}-  of  Public  Health  to  co- 
operate with  the  International  Hospital  Association, 
and  the  program  and  arrangements  for  the  Congress 
are  now  being  completed. 

Further  information  may  be  obtained  from  M. 
Albert  Chenevier,  chairman  of  the  Committee  on 
Arrangements  for  the  Congress,  No.  3 Avenue  Vic- 
toria, Paris  IV,  France. 

Dr.  S.  H.  Garst 

Of  Staunton,  Va.,  was  elected  a member  of  the 
executive  committee  of  the  local  chapter  of  the 
University  of  Virginia  Alumni  Association  at  its 
meeting  held  in  Staunton,  the  last  of  December. 

Dr.  Charles  C.  Haskell, 

For  a number  of  years  head  of  the  department  of 
physiolog)'  and  pharmacology  of  the  Medical  Col- 
lege of  Virginia  and,  since  1929,  Medical  Director 
of  the  Ciba  Company,  has  returned  to  Richmond 
and  organised  Chas.  C.  Haskell  & Company,  Inc. 
This  firm,  located  at  418  East  Main  Street,  Rich- 
mond, will  manufacture  and  distribute  a line  of 
ethical  prescription  products. 

Doctors  in  Masonic  Offices. 

Names  of  the  following  doctors  are  noted  among 
officers  of  some  of  the  Masonic  Lodges  in  Virginia 
for  this  year: 

Dr.  Julian  H.  Yeatman,  Fork  Union,  has  been 
elected  worshipful  master  of  Fork  Union  Lodge, 
No.  127,  A.  F.  and  A.  M.,  and  Dr.  William  D. 
Prince  of  Stony  Creek  and  Dr.  E.  L.  W.  Ferry  of 
Millers  Tavern  have  been  appointed  stewards  in 
Edwards  Lodge  No.  308,  and  Arlington  Lodge  No. 
102,  A.  F.  and  A.  M.,  respectively. 

Dr.  W.  J.  Wigington, 

Java,  Va.,  was  recently  appointed  a member  of 
the  Pittsylvania  County  Board  of  Health. 

Dr.  Edwin  D.  Vaughan, 

.Ashland,  Va.,  was  recently  elected  president  of 
the  Kiwanis  Club  of  that  place. 


Dr.  W.  S.  Beazley,  Jr., 

Richmond,  Va.,  announces  the  removal  of  his 
home  and  office  to  3400  Park  Avenue,  this  city. 

The  Fifth  Annual  Post  Graduate  Clinic  of 
the  George  Washington  School  of  Medi- 
cine 

Is  to  be  held  this  year  on  Saturday,  February 
twentieth.  Clinics  will  be  held,  papers  will  be  pre- 
sented, laboratories  will  be  open  for  inspection,  and 
luncheon  will  be  served,  all  at  the  Medical  School 
and  Hospital. 

The  University  and  Medical  School  extend  a cor- 
dial invitation  to  all  .\lumni  of  the  Medical  School, 
all  members  of  the  George  Washington  ^ledical 
Society  and  to  all  Physicians  who  will  be  interested 
in  attending  the  meeting. 

The  Banquet  of  the  George  Washington  Medical 
Society  will  be  held  the  same  evening  at  the  IMa)”^- 
flower  Hotel. 

Dr.  Stephen  H.  Watts, 

University,  Va.,  has  been  re-elected  president  of 
the  Farmington  Country  Club,  just  outside  of  Char- 
lottesville, for  the  year  1937. 

The  Petersburg  (Va.)  Hospital  Staff 

Held  its  annual  meeting  on  January  Sth,  with 
Dr.  Ruth  Mason-Grigg  presiding.  New  officers 
elected  for  1937  are  as  follows:  President,  Dr.  Leta 
J.  White;  vice-president.  Dr.  C.  1.  Pirkle;  secretary. 
Dr.  H.  Cantor  (re-elected) ; vice-secretar}-.  Dr. 
Francis  N.  Taylor;  new  member  to  the  medical 
committee  of  the  board  of  directors.  Dr.  E.  L.  Mc- 
Gill (re-elected) ; and  new  member  to  the  chart  com- 
mittee, Dr.  Fletcher  Wright.  All  officers  are  of 
Petersburg. 

Dr.  William  H.  Higgins, 

Richmond,  Va.,  has  been  named  chairman  for 
1937  of  the  committee  on  vocational  service  of  the 
Richmond  Rotary  Club. 

Dr.  W.  C.  Webb, 

Disputanta,  Va.,  was  elected  treasurer  of  the 
Prince  George  Ruritan  Club  at  its  meeting  held  the 
latter  part  of  December. 

Medical  College  of  Virginia  News 

Dr.  E.  C.  L.  Miller,  Directing  Librarian,  was 
elected  secretary  of  the  Conference  of  Academies  of 
Science  for  1938  at  the  December  meeting  of  the 
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American  Association  for  the  Advancement  of 
Science  in  Atlantic  City. 

Miss  Frances  H.  Zeigler,  dean  of  the  school  of 
nursing,  recently  attended  the  joint  sessions  of  the 
Southern  Woman’s  Educational  Alliance  and  the 
Graduate  Nurses’  Association  of  the  District  of 
Columbia  in  Washington.  Miss  Zeigler  headed  a 
discussion  group  on  nursing  problems  at  this  meet- 
ing. 

A paper  by  Drs.  J.  C.  Forbes,  J.  H.  Scherer,  and 
R.  C.  Neale  entitled  “A  Liver  Preparation  Protect- 
ing against  Necrosis  from  Chloroform  or  Carbon 
Tetrachloride  Administration”  was  given  by  Dr. 
Forbes  at  the  annual  meeting  of  the  .American  Asso- 
ciation for  the  Advancement  of  Science  on  Decem- 
ber 28. 

Drs.  Lawrence  T.  Price,  Clyde  F.  Ross,  Kinloch 
Nelson,  Fred  J.  Wampler,  and  Miss  Mar}'  Alice 
Riley  and  Miss  Lillian  Bischoff  of  the  college  staff 
attended  the  Venereal  Conference  called  by  the  sug- 
geon  general  of  the  United  States  Public  Health 
Service  in  Washington  on  December  28,  29,  and  30. 

Excavation  is  w’ell  under  way  on  the  new  dormi- 
tory and  staff  house  site  and  plans  are  fairly  well 
matured  for  the  building  itself.  Bids  will  shortly 
be  requested  on  the  new  building. 

Dr.  W.  G.  Crockett  has  been  made  president  of 
the  American  Association  of  Colleges  of  Pharmacy. 

The  hospital  division  of  the  college  has  purchased 
new  X-ray  equipment  and  new  quarters  have  been 
prepared  in  the  basement  of  Memorial  Hospital. 
This  new  installation  brings  the  X-ray  department 
of  the  institution  unusually  up-to-date  in  this  par- 
ticular field. 

The  new  laundry  and  heating  plant  facilities  will 
be  in  operation  within  the  next  thirty  days.  Funds 
for  these  two  projects  were  secured  from  loans  and 
grants  from  the  Public  Works  Administration. 

A portrait  of  Dr.  George  Ben  Johnston  has  been 
presented  to  the  college  by  Dr.  Moses  Benmosche  of 
New  York,  an  alumnus  of  the  institution  and  a 
former  member  of  the  staff.  This  portrait  has  been 
placed  in  the  college  librar}'  along  with  various 
other  portraits  of  outstanding  men  once  connected 
with  the  college. 


Dr.  W.  T.  Sanger  and  Dr.  Sidney  S.  Negus  at- 
tended a meeting  of  the  New  York  alumni  on  De- 
cember 10.  Dr.  Sanger  gave  a talk  on  the  present 
expansion  and  the  future  needs  of  the  college  and 
Dr.  Negus  showed  the  college  motion  pictures. 

Directors  of  John  Randolph  Hospital  Asso- 
ciation. 

At  a meeting  late  in  December,  Drs.  D.  Lane 
Elder,  Wayne  M.  Phipps  and  T.  E.  Armstrong  were 
among  those  re-elected  as  directors  of  the  John 
Randolph  Hospital  Association  in  Hopewell,  Va. 

Dr.  James  W.  McManus 

Recently  opened  offices  in  Covington,  Va.,  where 
he  will  limit  his  practice  to  urology.  He  had  a 
two-year  rotating  internship  at  St.  Vincent’s  Hos- 
pital in  New  York  City,  including  special  work  in 
urology  under  Drs.  Edward  L.  Keyes  and  and 
Herbert  ^Mohan  and  later  continued  in  this  specialty 
at  the  Long  Island  Medical  College  Hospital,  Belle- 
vue Hospital,  and  the  New  York-Comell  Medical 
Center,  all  of  New  York. 

Dr.  Joseph  F.  Phillips, 

Class  of  ’33,  Medical  College  of  Virginia,  recently 
at  Newport  News,  Va.,  has  located  for  practice  at 
Deltaville,  Va. 

Dr.  Otis  Honored. 

Dr.  Walter  J.  Otis  of  New  Orleans  has  been 
appointed  physician  in  chief  to  the  de  Paul  Sani- 
tarium, a noted  mental  institution  of  that  city.  He 
succeeds  Dr.  H.  Randolph  L^nsworth  who  resigned  to 
engage  in  private  practice.  Dr.  Otis  is  an  alumnus 
of  the  Medical  College  of  Virginia  and  served  as 
interne,  chief  house  officer  and  assistant  superinten- 
dent at  Memorial  Hospital,  Richmond,  later  doing 
neuropsychiatric  work  at  several  northern  hospitals. 
Since  locating  in  New  Orleans,  he  has  been  en- 
gaged in  private  practice  and  has  served  on  the 
neuropsychiatric  services  of  several  local  hospitals. 

Dr.  Richard  W.  Fowlkes, 

Richmond,  Va.,  was  elected  vice-president  of  the 
local  chapter  of  Washington  and  Lee  University 
Alumni,  at  a meeting  held  in  this  city  on  Januar}'  19. 

Doctors  with  Waynesboro  Club. 

The  Waynesboro  Kiwanis  Club  was  reorganized 
early  in  January  at  which  time  Dr.  H.  T.  Hawkins 
was  elected  vice-president  and  Dr.  J.  F.  Hubbard 


708 


ViRGIXLA.  ^IeDICAL  ^IoXTHLY 


[Februan’, 


was  named  as  a member  of  the  board  of  directors. 
Dr.  A.  ^I.  McLaughlin  was  appointed  chairman  of 
the  committee  on  program  and  music,  and  Dr.  B.  K. 
\\'eems,  chairman  of  the  committee  on  under-privi- 
lege children. 

The  Southeastern  Surgical  Congress 

.\nnounces  that  its  eighth  annual  assembly  will 
be  held  in  Louisville,  ^larch  8,  9 and  10,  with 
headquarters  at  the  Brown  Hotel. 

Thirty-seven  of  the  countr}’’s  most  outstanding 
surgeons,  representing  each  branch  of  surgerj',  have 
already  been  placed  on  the  program.  There  will  be 
three  full  days  of  postgraduate  lectures  and  one 
public  meeting  at  which  time  the  C.  Jeff  Miller 
Lectureship  will  be  given.  Dr.  AY.  D.  Haggard 
will  present  the  Memorial  .\ddress  and  other  promi- 
nent surgeons  will  give  talks  on  this  occasion. 

On  Tuesday  evening  the  regular  annual  banquet 
will  be  given  in  the  Ballroom  of  the  Hotel.  Each 
day  at  the  noon  hour  a round  table  conference  will 
be  held  and  at  this  time  questions  on  lectures  de- 
livered previously  may  be  asked  the  speakers.  Ever}’- 
one  is  invited  to  ask  questions  and  to  enter  into  the 
discussions. 

For  information  write  or  wire  Dr.  B.  T.  Beasley, 
secretary-treasurer,  701  Hurt  Building,  Atlanta,  Ga. 

Dr.  Herbert  C.  Jones, 

Petersburg,  Va.,  has  been  re-elected  a vice-presi- 
dent of  the  Petersburg  Chamber  of  Commerce  for 
the  present  year. 

Fund  Granted  for  Medical-Economic  Studies. 

The  Julius  Rosenwald  Fund  has  made  a grant 
of  S165,000  over  a five-year  period,  to  the  Com- 
mittee on  Research  in  YIedical  Economics,  according 
to  an  announcement  by  Edwin  R.  Embree,  presi- 
dent of  the  Fund.  This  Committee,  with  Ylichael 
YI.  Davis  as  chairman,  will  conduct  and  assist 
studies  in  the  economic  and  social  aspects  of  med- 
ical care;  will  train  personnel  for  this  field;  and, 
in  cooperation  with  the  medical  profession  and  other 
agencies,  will  furnish  information  and  consultation 
services  in  behalf  of  rendering  medical  care  more 
widely  available  to  the  people  at  costs  within  their 
means.  The  Committee  will  have  headquarters  in 
New  York  City. 

The  Philadelphia  County  Medical  Society  to 

Have  a Postgraduate  Institute. 

“Diseases  of  the  Chest  and  Upper  Respiratory 


Tract”  will  be  discussed  at  the  second  annual  session 
of  the  Postgraduate  Institute  of  The  Philadelphia 
County  YIedical  Society,  .Ypril  12  to  16,  in  Phil- 
delphia.  This  subject  is  of  great  interest  to  general 
practitioners  and  its  various  ramifications  will  be 
ably  discussed  by  fifty  Philadelphia  physicians,  each 
one  a qualified  teacher.  .\  scientific  exhibit  and  clin- 
ical demonstrations  will  add  to  the  value  of  the 
program. 

YIembers  of  all  County  YIedical  Societies  are  cor- 
dially invited  to  register  as  .Ynnual  YIembers  of  the 
Institute  and  to  attend  its  scientific  sessions.  There 
will  be  a registration  fee  of  $5.00.  Further  infomia- 
tion  may  be  obtained  from  the  Executive  Office  of 
The  Philadelphia  County  YIedical  Society,  21st  and 
Spruce  Streets,  Philadelphia,  Pennsylvania. 

Dr.  Ralph  W.  Jack, 

Recently  of  Farmville,  Va.,  announces  his  re- 
moval to  1004  Huntington  Building,  Yliami,  Fla. 

Dr.  Lewis  W.  Holladay, 

Class  of  ’29,  YIedical  College  of  Virginia,  who 
was  for  several  years  assistant  physician  at  State 
Farm,  Va.,  has  recently  located  in  High  Point, 
X.  C.,  with  offices  in  the  Security  Bank  Building. 
His  practice  will  be  limited  to  urology  and  s^phil- 
ology. 

Dr.  James  F.  Lane, 

Class  of  ’34,  University  of  Virginia  School  of 
YIedicine,  has  been  appointed  and  commissioned 
as  .Assistant  Surgeon  in  the  Regular  Corps  of  the 
U.  S.  Public  Health  Servdce,  U.  S.  Ylarine  Hos- 
pital, Stapleton,  X.  Y. 

Annual  Report  of  Central  State  Hospital. 

The  sixty-fourth  annual  report  of  the  Central 
State  Hospital,  Petersburg,  Va.,  which  covers  the 
fiscal  year  ending  June  1936,  has  recently  been  pub- 
lished. This  shows  a total  number  of  4,232  patients 
under  treatment  during  the  year,  with  522  being 
discharged.  This  is  an  increase  of  123  in  the  num- 
ber of  admissions,  and  an  increase  of  215  in  the  num- 
ber present  at  the  end  of  the  year.  The  number 
present  shows  an  over-crowding  at  this  time  of  732. 
There  were  274  deaths,  or  6.4  per  cent  of  the  total 
under  treatment  during  the  year.  The  most  frequent 
cause  of  death  was  SAphilis  of  the  central  nervous 
system  which  constituted  25.8  per  cent  of  the  total. 

On  X'ovember  27th,  the  new  receiving  unit  of  the 
YIedical  Center  was  put  into  sers’ice  and  all  new 
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patients  are  now  admitted  and  studied  there.  The 
number  of  e.xaminations  and  treatments  given  dur- 
ing the  year  to  patients  from  other  departments  of 
the  institution  was  21,518.  Additional  equipment 
added  to  this  Department,  during  the  year,  is  an 
inductotherm  for  the  treatment  of  general  paralysis 
by  creating  a condition  of  hyperpyre.xia  in  the  pa- 
tient, and  the  installation  of  an  entirely  new  X-ray 
equipment. 

The  total  cost  of  maintenance  for  the  year  was 
$430,792.30.  For  new  buildings,  other  additions 
and  permanent  betterments,  the  cost  was  $65,025.47, 
making  total  e.xpenditures  for  the  year  $495,817.77. 

Dr.  Hugh  C.  Henrj'  is  superintendent  of  the  hos- 
pital, and  his  staff  consists  of  5 physicians,  1 den- 
tist, 12  graduate  nurses,  196  other  nurses  and 
attendants,  2 occupational  therapists,  and  49  other 
officers  and  employees. 

The  Tri-State  Hospital  Association 

Of  Virginia  and  the  Carolinas  will  meet  in 
Raleigh,  N.  C.,  April  22-24.  Approximately  300 
hospital  executives  are  expected  to  attend  this  meet- 
ing. Dr.  Lewis  E.  Jarrett,  Richmond,  is  president 
of  the  Virginia  association. 

Southern  Surgical  Association. 

At  the  annual  meeting  of  this  Association  at  Edge- 
water  Park,  Miss.,  the  middle  of  December,  Dr. 
Fred  W.  Rankin  of  Lexington,  Ky.,  was  elected 
president;  Dr.  Charles  W.  Flynn  of  Dallas,  Texas, 
and  Dr.  Lucian  H.  Landry  of  New  Orleans,  vice- 
presidents;  and  Dr.  Edward  William  Alton  Ochsner 
of  New  Orleans  was  re-elected  secretary  for  a term 
of  five  years.  Birmingham,  Ala.,  was  selected  as 
the  1937  place  of  meeting. 

Visit  in  New  Orleans. 

Dr.  C.  B.  Bowyer,  Stonega,  and  Dr.  R.  L.  Hill- 
man, Emory,  Va.,  went  to  New  Orleans  the  end  of 
the  year,  to  attend  the  races  and  also  the  Sugar 
Bowl  football  game. 

Dr.  J.  Powell  Williams, 

Richmond,  Va.,  announces  the  removal  of  his  of- 
fices to  828  West  Franklin  Street,  this  city. 

The  Mid-Atlantic  Branch  of  the  American 
Urological  Association 

Held  its  third  annual  meeting  in  Richmond,  Va., 
on  January  23rd,  at  the  Richmond  Academy  of 
Medicine  Building,  with  an  attendance  of  about 


sixty  doctors.  Dr.  J.  A.  C.  Colston  of  Baltimore 
presided  and  a number  of  interesting  case  reports 
and  technical  papers  were  presented  at  morning  and 
afternoon  sessions.  Luncheon  was  served  in  the 
.\cademy  dining  room  between  these  sessions  and  a 
dinner  at  the  John  Marshall  Hotel  in  the  evening 
was  the  social  feature  of  the  meeting.  Dr.  H.  A. 
Fowler  of  Washington,  D.  C.,  was  the  only  speaker 
at  this  time. 

Dr.  John  H.  Neff  of  the  University  of  Virginia 
was  elected  president.  Dr.  R.  Arthur  Hooe  of  Wash- 
ington, vice-president,  and  Dr.  A.  1.  Dodson  of 
Richmond  was  re-elected  secretar^'-treasurer.  It  was 
decided  to  hold  the  next  meeting  at  White  Sulphur 
Springs,  W.  Va. 

Dr.  Karl  S.  Blackwell 

Was  re-elected  president  of  the  Central  V.  M. 
C.  A.  of  Richmond,  Va.,  for  his  fifth  consecutive 
year,  at  the  annual  meeting  the  latter  part  of  Jan- 
uary. 

Doctor  Wanted. 

We  have  been  advised  that  a doctor  is  needed  at 
Severn,  N.  C.  Anyone  interested  should  write  to 
“Severn,”  care  this  Journal.  (Adv.) 

For  Sale — 

Latest  model  Sanborn  Motor-graph  ^letabolor. 
Fully  equipped.  Practically  new.  Price  reason- 
able. Address  “Metabolor,”  care  Virginia  Med- 
ical Monthly,  1200  East  Clay  Street,  Richmond, 
Va.  (Adv.) 

Good  Location 

For  eye,  ear,  nose  and  throat  doctor  in  small  Vir- 
ginia town.  Opportunity  also  for  some  general  prac- 
tice. Address  “E.  E.  N.  and  T.”,  care  this  journal, 
1200  East  Clay  Street,  Richmond,  Virginia.  (Adv.) 

For  Sale- 

Office  furniture,  including  instrument  sterilizer. 
Good  condition.  For  information,  address  No.  175, 
care  Virginia  Medical  Monthly,  1200  East  Clay 
Street,  Richmond.  ( Adv.) 


Obituary  Record 

Dr.  James  Edward  Copeland, 

Last  surviving  Confederate  veteran  of  Loudoun 
County,  died  at  his  home  in  Round  Hill,  Va.,  Jan- 
uary 17.  He  was  ninety-one  years  of  age  and  a 
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graduate  of  the  former  Washington  University 
School  of  Medicine,  Baltimore,  in  1876.  At  the 
close  of  the  War  Between  the  States,  he  practiced 
medicine  in  Fauquier  County  for  a short  time  be- 
fore locating  at  Round  Hill,  w'here  he  lived  for  ap- 
proximately fifty  years,  retiring  at  the  age  of  sev- 
enty-five. Dr.  Copeland  had  been  a Mason  for 
sixty-seven  years  and  held  the  IMasonic  veterans’ 
badge  for  fifty  or  more  years  of  membership.  He 
had  been  a member  of  the  Medical  Society  of  Vir- 
ginia for  fifty-two  years.  His  wife,  one  daughter, 
and  a grandson  survive  him. 

Dr.  John  Mettauer  Williams, 

Widely-known  physician  of  Roanoke,  Va.,  died 
December  25,  after  having  been  in  poor  health  for 
several  years.  He  was  a native  of  Rocky  Mount, 
^’a.,  and  was  eighty-five  years  of  age.  Dr.  Williams 
graduated  from  the  Medical  School  of  the  University 
of  Pennsylvania  in  1874.  He  practiced  in  Franklin 
County  for  more  than  a half  a century,  and  had 
been  a member  of  the  Medical  Society  of  Virginia 
for  thirt3'-tw'0  years. 

Dr.  Thomas  Garrettson  Burke, 

Prominent  physician  of  Roanoke,  Va.,  died  De- 
cember 25,  following  a heart  attack,  while  visiting 
in  the  home  of  his  brother.  Dr.  M.  O.  Burke  of 
Richmond.  He  was  a native  of  Alabama  and  a 
graduate  of  the  University  of  Alabama,  School  of 
Medicine,  in  1902.  Dr.  Burke  had  practiced  in 
Roanoke  for  more  than  twenty-five  years,  and  had 
been  a member  of  the  IMedical  Society  of  Virginia 
for  twenty-eight  years.  His  wife,  a brother  and  sis- 
ter sundve  him. 

Dr.  Edward  Williamson  Perkins, 

Prominent  physician  of  Petersburg,  Va.,  died 
at  his  home  in  that  city  on  Januarj^  23rd,  death 
being  the  result  of  a heart  ailment  from  which 
he  had  suffered  for  sometime.  He  was  fifty-nine 
years  of  age  and  graduated  in  medicine  from  the 
University  of  the  South  at  Sew'anee,  Tenn.,  in 
1903.  He  had  been  a member  of  the  IMedical  Society 
of  Virginia  for  a number  of  years.  He  is  survdved 
by  his  wife  and  a son,  Dr.  E.  W.  Perkins,  Jr.,  of 
Sumter,  S.  C. 

Dr.  Edwin  R.  Mickle, 

Formerly  a resident  physician  at  the  Eastern  State 
Hospital,  Williamsburg,  Va.,  died  at  his  home  in 
Tappahannock,  Va.,  on  November  5.  He  was  thirty- 


seven  years  of  age  and  a graduate  from  the  Medical 
College  of  Virginia  in  1923. 

Dr.  James  Henry  Hargrave, 

Prominent  physician  of  Petersburg,  Va.,  died  of 
pneumonia  on  December  29th,  at  the  age  of  fifty- 
nine.  He  was  a native  of  Prince  George  County, 
Va.,  and  graduated  from  the  former  University  Col- 
lege of  Medicine,  Richmond,  in  1899.  Dr.  Hargrave 
is  survived  by  his  wife  and  two  children. 

Dr.  George  Dwight  Johnson, 

Roanoke,  Va.,  died  December  23,  following  a 
heart  attack  as  he  was  driving  home  in  his  car. 
He  was  forty-nine  years  of  age  and  a graduate  of 
the  former  Maryland  Medical  College,  Baltimore, 
in  1913.  Dr.  Johnson  was  at  one  time  a member  of 
the  Medical  Society  of  Virginia. 

Dr.  John  Rainey  Parker, 

Berryville,  Ark.,  died  January  12,  at  the  age  of 
fifty-nine,  following  complications  resulting  from 
bronchial  pneumonia.  He  was  a graduate  of  the 
former  University  College  of  Medicine,  Richmond, 
Va.,  in  1901. 

Dr.  Charles  M.  Fauntleroy, 

Medical  Director  in  the  U.  S.  Public  Health  Serv- 
ice, died  December  3,  1936,  at  Charleston,  S.  C.  He 
graduated  in  medicine  from  the  University  of  Vir- 
ginia in  1906  and  at  the  time  of  his  death  was  sta- 
tioned at  the  U.  S.  Quarantine  Station  at  Charles- 
ton. 

Resolutions  on  Dr.  Gunn. 

The  Southside  Virginia  Medical  Association  at  its 
meeting  in  December  adopted  the  following  resolu- 
tions on  the  death  of  Dr.  S.  E.  Gunn  of  Hopewell: 

Whereas,  Doctor  Savala  Eustace  Gunn  was  separated 
from  us  by  death  on  August  26,  1936,  and 

Whereas,  he  was  a generous,  accomplished  and  dili- 
gent physician,  and 

Whereas,  he  was  our  friend  and  colleague  and  an  ex- 
president of  this  Association,  Now  Therefore  Be  It  Re- 
solved : 

First,  that  we  express  our  profound  sorrow  at  his  pass- 
ing and  our  sympathy  to  his  relatives. 

Second,  that  these  resolutions  be  placed  in  the  minutes 
of  the  Southside  Virginia  Medical  Association. 

Third,  that  they  be  published  in  the  Virginia  Medical 
Monthly,  and 

Fourth,  that  a copy  be  sent  to  his  relatives. 

Wright  Clarkson, 

W.  M.  Phipps, 

J.  M.  Bailey. 
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Old  Way  . . . curing  rickets  in  the 

CLEFT  of  an  ASH  TREE 

For  many  centuries, — and  ajiparently  down  to  tlie  present  time,  even  in  diis 
country — ricketic  children  have  lieen  ]ias.sed  through  a cleft  ash  tree  to  cure  them 
of  their  rickets.  PTazer*  states  that  the  ordinary  mode  of  effecting  the  “cure” 
is  to  split  a young  ash  sapling  for  a few  feet  and  pass  the  child,  naked,  either  three 
times  or  three  times  three  through  the  fissure  at  sunrise.  As  soon  as  the  ceremcn}- 
is  performed,  the  tree  is  bound  tightly  up  and  the  fissure  plastered  over  with  mud 
or  clay.  The  lielief  is  that  just  as  the  cleft  in  the  tree  will  be  healed,  so  the  child’s 
body  will  be  healed,  but  that  if  the  rift  in  the  tree  remains  open,  the  deformity  in 
the  child  will  remain,  too. 

New  Way  . . . 

Preventing  and  Curing  Rickets  with 
OLEUM  PERCOMORPHUM 


Nowadays,  the  physician  has  at  h-s  command,  Mead’s  Oleum  Percomorphum,  a natural 
vitamin  D product  which  actually  prevents  and  cures  rickets,  when  given  in  proper  dosage. 

Like  other  specifics  for  other  diseases,  larger  dosage  may  be  required  for  extreme  cases. 
It  is  safe  to  say  that  when  u..ed  in  the  indicated  dosage,  Mead’s  Oleum  Percomorphum  is 
a specific  in  almost  all  cases  of  rickets,  regardless  of  degree  and  duration.  Mead’s  Oleum 
Percomorphum  because  of  its  high  vitamins  A and  D content  is  also  useful  in  deficiency 
conditions  such  as  tetany,  osteomalacia  and  xerophthalmia.  Mead’s  Oleum  Perccmor- 
phum  is  not  advertised  to  the  public  and  is  now  obtainable  at  drug  stores  at  a new  eco- 
nomical price  in  10  c.c.  and  50  c.c.  bottles  and  10-drop  capsules. 

♦Frazer,  J.  G. : The  Golden  Bough,  vol.  1,  New  York,  Macmillan  & Co.,  1923. 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  un- 
authorized persons.  Mead  J'ohnson  & Company,  Evansville,  Ind.,  U.  S.  A. 
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For  the  adult  memhers  of  the  family,  ‘Benze- 
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A RESOLUTION  OF  THE  COUNCIL 

Reports  of  official  recommendations  to  separate  the  U.  S.  Public  Health  Serv- 
ice from  the  U.  S.  Treasury  Department  and  make  it  a subdivision  of  a proposed 
U.  S.  Department  of  Social  Welfare,  or  of  an  administrative  equivalent,  actuate  the 
Council  of  the  Medical  Society  of  Virginia  to  register  objections  to  such  action  in 
the  following  resolutions; 

Whereas,  As  a Bureau  of  the  U.  S.  Treasury  Department,  the  U.  S.  Public  Health  Service 
for  all  practical,  professional,  and  official  purposes,  has  been  a separate  administrative  en- 
tity, being  supervised  in  detail  by  the  Treasury  Department  only  in  budgetary  and  other 
financial  matters;  and 

Whereas,  The  U.  S.  Public  Health  Service,  thus  functioning  as  a separate  administrative  and 
policy-developing  unit  under  the  Treasury  Department  since  its  organization,  has  rendered, 
and  continues  to  render,  notably  efficient  service  in  the  fields  of  preventive  medicine,  re- 
search, and  public  health;  and 

Whereas,  The  prestige  and  influence  of  the  U.  S.  Public  Health  Service  is  now  recognized  by 
the  people  as  well  as  by  the  medical  profession,  and  such  influence  and  prestige  is  essential 
for  the  protection  of  the  public  health;  and 

Whereas,  The  technical  and  scientific  problems  involved  in  the  effective  functioning  of  this 
type  of  service  require  that  the  administrative  direction  be  centered  in  a physician  who  has 
had  administrative  training  and  experience  and  whose  supervision  in  no  manner  will  be  di- 
rected or  curtailed  by  an  unqualified  superior;  and 

Whereas,  Assuming  that  the  direction  of  the  proposed  Federal  Department  of  Social  Welfare, 
or  of  its  administrative  equivalent,  would  be  given  to  a qualified  physician,  the  present 
problems  of  Social  Welfare  are  so  great  in  themselves  as  to  tax  to  the  utmost  the  work  of 
such  appointee;  and 

Whereas,  The  Public  Health  Service,  as  now  administered  by  the  Federal  Government,  is  a 
major  activity;  now,  therefore,  be  it 

Resolved,  That  the  Medical  Society  of  Virginia,  through  its  Council,  in  regular  session  as- 
sembled, definitely  opposes  any  proposal  to  make  the  U.  S.  Public  Health  Service  a bureau 
or  other  governmental  subdivision  of  a Federal  Department  other  than  of  the  Treasury 
Department;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  Virginia  strongly  urges,  in  the  event  of  any  reor- 
ganization affecting  the  U.  S.  Public  Health  Service,  that  a Federal  Department  of  Public 
Health  be  created  to  include  all  Federal  health  activities  except  those  concerned  with 
the  military  establishments;  and  be  it  further 

Resolved,  That  copies  of  this  preamble  and  of  these  resolutions  be  transmitted  to  the  Presi- 
dent of  the  United  States,  to  each  Senator  and  Representative  in  Congress  from  Virginia, 
and  to  the  Surgeon  General  of  the  U.  S.  Public  Health  Service. 
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SYMPOSIUM  ON  THE  ENDOCRINE  DISEASES 


THE  ENDOCRINES  IN  MEDICINE.* 


E.  L.  .\lexander,  M.  D., 

Newport  News,  Va. 


In  the  brief  time  allotted  to  this  discussion  it  is 
possible  only  to  touch  upon  the  more  important 
j)hases  of  endocrinology.  Some  of  my  remarks  will 
seem  rather  academic  and  I trust  others  will  not 
.■^eem  to  appear  too  far  afield  from  a theoretical 
standpoint. 

\\'ithin  the  past  decade  and  even  as  recent  as  the' 
last  five  years  of  this  decade  much  knowledge  has 
accumulated  concerning  the  physiological  activities 
of  the  endocrines.  Many  hours  of  tedious  work  have 
l)een  done  by  numerous  investigators  to  accumulate 
knowledge  concerning  these  structures  and  when  all 
of  the  conclusions  of  these  investigators  are  sum- 
marized it  apears  that  their  efforts  have  been  by  no 
means  in  vain.  The  fruits  of  these  investigations 
shall  not  be  concerned  necessarily  with  the  light 
that  has  been  thrown  upon  the  physiology  of  these 
structures  but  will  be  far-reaching  in  comprehen- 
sion of  other  tjody  structures  and  their  physiology. 

.\t  the. outset  there  are  two  major  issues  at  hand 
for  our  consideration: 

First — Those  conditions  that  have  arisen  in  the 
l)ody  by  perversion  of  the  physiology  incident  to 
imbalance  of  the  endocrines  by  reason  of  over- 
activity. 

Second — Those  conditions  that  have  arisen  by 
reason  of  under-activity  of  the  endocrines.  It  is  . 
with  these  major  thoughts  in  mind  that  we  wish  to 
consider  the  subject  very  briefly. 

It  is  my  purpose  to  offer  briefly  some  discussion 
concerning 

1.  Etiological  background. 

2.  Symptomatology. 

.■>.  Certain  diagnostic  criteria. 

4.  More  recent  therapeutic  concepts. 

Etiological  background. 

.\.  Heredity:  “Protoplasmic  patterns  are  i)ro- 
jected  upon  offspring.”  I mention  first  of  all  certain 
accumulative  data  that  would  seem  to  indicate  the.. 

♦Read  as  part  of  the  Symposium  on  The  Endocrine 
Diseases  at  the  sixty-seventh  annual  meeting  of  the  Med- 
ical Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


hereditary  influences  that  are  projected  upon  off- 
-spring  by  the  pituitary  gland.  “It  is  not  improbable 
that  any  and  all  forms  of  dwarfism  are  directly 
caused  by  inadequate  pituitary  function  regardless 
of  the  ultimate  cause.”  P E.  Smith  has  shown  that 
some  strains  of  mice  are  found  in  which  the  acido- 
philic cells  of  the  anterior  lobe  are  congenitally  ab- 
•sent.^  Such  animals  are  dwarfed  but  otherwise  nor- 
mal and  able  to  transmit  their  peculiarities  to  their 
descendants  as  a recessive  trait.  .A  possible  parallel 
is  seen  in  the  human  midget  able  to  procreate. 

Dr.  IMax  Deutch  reports  that  he  has  had  the 
opportunity  of  observing  some  of  the  members  of  a 
family  in  which  somatic  hypoplasia  seems  to  be 
transmitted  through  normal  as  well  as  dwarf  mem- 
bers of  the  family.  None  of  these  dwarfs,  however, 
showed  any  evidence  of  glandular  disease;  it  would 
be,  however,  ver)'  interesting  to  learn  some  day 
whether  or  not  these  dwarfs  had  any  changes  in  the 
pituary  gland  especially  with  reference  to  the  acido- 
philic cells. 

Concerning  another  very  important  endocrine  dis- 
order, namely,  diabetes,  it  is  said  by  Joslin,  “Dia- 
betes is  an  out  and  out  hereditarj'  disease.  .\n  indi- 
vidual who  is  to  have  it  is  born  with  it.”^  Presuming 
that  diabetes  is  an  endocrine  disorder  and  presuming 
that  it  represents  a hypo-functioning  of  the  pancreas, 
the  out  and  out  heriditar)'  aspects  of  endocrine  im- 
I)alance  are  very  plausible. 

“Family  predisposition”  in  thyroid  disease  is  well 
recognized.  Viewing  the  problem  from  another 
angle,  it  is  Dr.  Crile’s  belief  that  certain  animals 
by  reason  of  certain  needs  have  through  the  ages  de- 
veloped special  glandular  relationships  to  fit  these 
needs  for  survival  and  progress  of  the  species.^  To 
illustrate:  the  deer  that  depends  upon  swift  flight 
has  large  adrenal  glands  and  a small  thyroid, 
whereas  in  man  this  need  does  not  exist.  It  is  found 
that  his  thyroid  is  much  larger  proportionately  than 
his  adrenals.  The  demands  of  his  species  have  not 
been  for  flight  but  have  teen  concerned  with  mental 
activity.  It  seems  logical  that  those  structures  which 
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stimulate  activity  tend  to  hypertrophy,  and  hence 
hyperplasia  of  the  thyroid  gland  comes  by  reason 
of  this  need.  We  recognize  that  to  some  degree  at 
least  human  mental  achievement  is  dependent  upon 
an  active  thyroid  gland.  It  is  probable  that  intel- 
lectuality depends  upon  a hyperactive  endocrine 
system.  The  possessors  of  these  systems  undoubtedly 
accomplish  more  in  a shorter  life  span  but  succumb 
more  quickly  to  “the  diseases  peculiar  to  civilized 
man.” 

B.  Congenital  influences:  Everc'one  is  familiar 
with  iodine  deficiency  in  endemic  goitre  region  giving 
rise  at  times  to  congenital  goitre  and  cretinism.  It 
has  been  shown  not  infrequently  that  babies  born  of 
diabetic  mothers  die  of  hyperinsulinism,  apparently 
because  of  the  compensatory  increased  production  of 
islet  tissues  in  utero.  After  birth  there  is  no  longer 
need  for  this  extra  tissue,  hence  too  much  insulin  is 
secreted  for  the  needs  of  the  body.  It  is  conceivable 
therefore  that  certain  deficiencies  of  the  mother, 
when  the  child  is  in  utero,  give  rise  to  compensator}' 
phenomena,  manifest  on  the  one  hand  by  hyper- 
plastic changes  without  hyperfunction  and  on  the 
other  hand  by  hyperplastic  changes  with  hyperfunc- 
tion, giving  rise  to  almost  any  conceivable  picture  of 
endocrine  imbalance.  These  facts  must  always  be 
borne  in  mind  in  consideration  of  the  etiology  of 
endocrine  imbalance. 

C.  Environmental  influences:  “The  child  is 
father  of  the  man.”  I am  sure  many  extrinsic  fac- 
tors influence  favorably  or  unfavorably  the  glands 
of  internal  secretion.  In  consideration  of  conditions 
such  as  dwarfing  it  must  be  borne  in  mind  that 
pituitary  deficiency  is  by  no  means  the  entire  cause 
of  the  dwarfing  process.  We  can  mention  that  cer- 
tain chronic  diseases  such  as  congenital  heart  dis- 
ease, congenital  syphilis,  diabetes  mellitus,  vitamin 
deficiencies  such  as  rickets,  and  many  other  condi- 
tions give  rise  to  the  dwarfing  process.  While  they 
should  belong  in  the  classification  perhaps  of  con- 
genital causes  or  even  hereditary  influences  they  are 
mentioned  along  with  environmental  influences. 

In  the  regions  where  goitre  is  endemic,  what  is 
described  as  adolescent  goitre  is  not  infrequently 
observed,  the  result  of  course  of  iodine  deficiency  in 
this  important  period  of  life.  In  order  for  the  human 
body  to  maintain  itself  in  physiologic  equilibrium, 
adequate  nourishment  to  the  tissue  must  be  main- 
tained. 


The  effect  upon  the  pancreas  of  continued  over- 
abundance of  carbohydrates  is  well  known  and  there 
seems  to  be  a definite  predisposition  to  diabetes  mel- 
litus in  those  patients  who  long  continue  to  over- 
indulge in  excessive  amounts  of  this  food.  The  in- 
fluence of  vitamin  deficiency  can  conceivably  alter 
the  functional  balance  of  these  structures.  Isolation 
of  cevitamic  acid  from  the  adrenal  glands  has  been 
accomplished.  When  the  final  chapters  have  been 
written  concerning  endocrine  hormones,  it  is  my  be- 
lief that  they  will  be  found  in  .some  biochemical 
relationship  to  the  vitamins.^  Mention  must  be  made 
here  of  the  recent  works  concerning  the  relationship 
of  sodium  metabolism  to  adrenal  function.  It  has 
been  mentioned  heretofore  concerning  the  influences 
of  iodine  deficiency  upon  the  thyroid  gland  and  we 
recognize  the  relationships  of  parathyroid  influence 
upon  calcium  and  phosphorus  metabolism.”  Mc- 
Carrison  calls  specific  attention  to  the  fact  that  both 
diet  and  filth  (bacteria)  play  an  important  role  in 
favoring  the  development  of  goitre  and  that  they  are 
more  goitrogenic  if  and  when  the  intake  of  iodine  is 
low  and  are  usually  less  goitrogenic  or  entirely 
innocuous  in  the  presence  of  an  excess  of  iodine.® 
One  concludes  from  such  observations  that  for  an 
individual  to  remain  in  physiological  balance,  or  in 
other  words,  to  be  in  a state  of  normal  health,  there 
must  be  granted  certain  premises: 

1.  The  protoplasmic  patterns  must  be  in 
balance. 

2.  The  conditions  in  utero  must  be  favorable. 

3.  The  environmental  factors  must  be  ade- 
quate. 

Either  one  of  these  conditions  not  normal  exposes 
the  individual  to  a physiological  imbalance  of  his 
endocrine  glands. 

The  symptomatology  will  be  considered  in  the 
light  of  both  hyper-  and  hypo-secretory  phases.  I 
shall  not  consider  the  surgical  nor  gynecological 
phases  of  this  subject  as  they  will  be  discussed  later 
on  today. 

At  this  time  I wish  to  refer  to  certain  animal  ex- 
periments that  have  taken  place  in  recent  times  that 
will  shed  some  light  upon  the  hyper-  and  hypo- 
secretory  functions.  The  pituitary  gland  has  been 
called  the  master  gland  inasmuch  as  it  plays  such 
an  important  role  in  the  physiology  of  the  body  by 
reason  of  the  elaboration  of  so  many  substances 
which  influence  profoundly  other  glands.  This  can 
best  be  accomplished  by  an  enumeration  of  the 
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changes  that  take  place  in  the  animal  body  when 
the  i)ituitary  gland  is  ablated.  In  the  young  animal : 

1.  Cessation  of  growth 

2.  Growth  of  hair  is  retarded 

2.  Secondary  teeth  do  not  erupt 

4.  Epiphyseal  closure  is  retarded 

5.  Sexual  development  is  inhibited 

In  the  adult  animal: 

1 . The  growth  of  hair  and  healing  of  wounds 
are  retarded 

2.  There  is  definite  decrease  in  weight 

2.  I'he  b.m.r.  is  substantially  reduced 

4.  Hypoglycemia  appears 

5.  Increased  sensitivity  to  insulin 

6.  Most  important,  there  is  a definitely  marked 
atrophy  of  all  the  glands  of  internal  secre- 
tion. 

The  reasons  for  these  changes  appearing  are  be- 
cause of  the  lack  of  elaboration  of  the  following 
groups  of  hormones  that  are  now  generally  believed 
to  Ije  produced  by  the  pituitary  gland: 

1.  The  growth  hormone 

2.  Gonadotropic  hormone 

.1.  Lactogenic 

4.  Thyrotropic 

5 . Ketogenic 

6.  Diabetogenic 

7.  *.'\drenotropic 

8.  Parathyrotro})ic 

The  j)rerequisite  for  the  manifestations  of  these 
influences  must  be  the  specific  hormone  elaborated 
by  the  pituitar}-  act  in  the  presence  of  that  specific 
glandular  tissue.  In  other  words,  thyrotropic  hor- 
mones of  the  pituitary  exert  no  action  in  the  absence 
of  the  thyroid  gland.  This  condition  prevails  for 
the  other  hormones  mentioned. 

A beautiful  example  of  the  manifestation  of  the 
relationship  of  pituitary  function  to  that  of  the  pan- 
creas is  illustrated  by  the  hypophysectomized  pan- 
createctomized  animal.  The  laboratory  animal  whose 
pancreas  has  been  removed  immediately  develops 
diabetes  mellitus  and  dies  very  soon  in  diabetic 
coma,  whereas  the  animal  that  has  been  pancreatec- 
tomized  then  hypophysectomized  does  not  die  in 
diabetic  coma  but  may  linger  for  many  days  and 
weeks  and  dies  not  of  diabetes,  but  from  emaciation 
not  wholly  unlike  that  described  by  Simmonds, 
namely,  cachexia  and  emaciation.  This  is  a brief 
reference  to  a vast  amount  of  experimental  data 
that  has  accumulated  from  many  laboratories 


throughout  the  world  by  different  investigators. 
Many  of  their  conclusions  are  similar;  some  are  of 
course,  dissimilar. 

In  man  certain  conditions  appear  when  there  is 
hyposecretion  of  the  pituitary'  glands.  These  are 
enumerated  as  follows: 

1.  Hyposecretory  conditions  of  the  pituitary 
glands. 

a.  Before  puberty 

( 1 ) Adiposogenital  dystrophy. 

(2)  Dwarfism  or  infantilism. 

(3)  Cryptorchidism. 

b.  After  puberty 

(1)  Simmonds’  disease  (pituitary'  ca- 
chexia). 

(2)  Impotence  and  sterility. 

The  clinical  picture  of  adiposogenital  dystrophy 
is  characterized  by  a characteristic  adiposity: 

1.  Distribution  of  girdle  fat  about  the  abdo- 
men and  buttocks. 

2.  Large  breasts. 

3.  Shoulder  pads  of  fat  and  amenorrhea.  Un- 
doubtedly gonadotropic  and  ketogenic  hor- 
mone elaborated  by  the  anterior  pituitary 
are  deficient  in  this  condition. 

The  sy'mptoms  of  infantilism: 

1.  A child  that  never  reaches  maturity. 

2.  Skeleton  development  does  not  take  place. 

3.  Voice  remains  high  pitched. 

4.  Body  hair  is  scarce  over  the  body. 

5.  The  sex  glands  are  not  developed. 

6.  There  is  retarded  mental  development. 
There  are  many  other  mixed  types  of  hypo- 

pituitary,  hypo-thyroid  and  hypo-gonadal  dys- 
trophies that  are  not  within  the  province  of  this 
discussion. 

Hypofunction  of  the  pituitary  gland  in  adult  life 
has  been  described  by  Dr.  Simmonds  and  is  known 
as  Simmonds’  disease  or  pituitary  cachexia.  Card- 
inal symptoms  are: 

1 . Emaciation. 

2.  Anorexia. 

3.  Vlental  lethargy  and  profound  depressed 
.state  of  mind. 

4.  Gastro-intestinal  disorders. 

5.  Somatic  weakness,  and  many  others. 
Conditions  of  hyperfunction  of  the  pituitary  in 

adult  life  are  two: 

1 . Acromegaly. 

2.  Gigantism. 
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If  the  hypersecretion  of  the  pituitary  gland  be- 
comes manifest  before  ossification  has  been  com- 
pleted, a state  of  gigantism  results,  whereas,  if  the 
abnormal  function  takes  place  after  complete  ossi- 
fication, the  condition  of  acromegaly  is  produced. 
On  the  one  hand  we  have  the  individual  of  gigantic 
proportions,  with  large  head,  heavy  features,  and 
hands  with  the  so-called  spade-like  characteristics. 
Individuals  oftentimes  complain  of  severe  headaches 
with  sometimes  diminution  in  the  fields  of  vision, 
optic  atroph}’  and  temporal  hemianopia. 

Condition  of  hypo-secretion  of  the  pancreas: 
'I’he  most  important  condition  associated  with  hypo- 
-secretion  of  the  pancreas  is  of  course  concerned  with 
the  disease  which  we  speak  of  as  diabetes  mellitus. 
In  this  disorder  there  is  of  course  decreased  produc- 
tion of  the  active  principle  of  the  pancreas,  namely, 
insulin.  It  is  now  generally  recognized  that  there 
are  extra  pancreatic  influences  which  undoubtedly 
influence  the  carbohydrate  tolerance  and  intolerance. 
It  would  seem  that  the  insulin  resistance  so  often 
encountered  in  patients  with  diabetes  is  caused  by 
extra  pancreatic  factors.  Those  which  respond  in  a 
normal  fashion  to  the  administration  of  insulin 
would  seem  to  be  primarily  pancreatic.  The  in- 
fluences here  of  other  endocrine  glands  would  seem 
to  play  a considerable  part  in  connection  with  this 
disorder.  Our  hopes  brighten  with  the  dawn  of  a 
new  era  and  it  is  spoken  of  by  Joslin  as  the  Hage- 
dorn  era.  Joslin  says  “The  Banting  era  which  we 
are  now  leaving  was  wonderful  and  even  more  was 
awe-inspiring.  During  these  last  fourteen  years  you 
and  I have  seen  diabetics  gain  hope  and  strength. 
Insulin  has  breathed  life  into  their  dry  bones.  They 
stand  upon  their  feet  a mighty  army.”  Now  comes 
another  great  achievement  in  which  very  soon  you 
and  I will  perhaps  administer  one  dose  of  insulin 
daily  to  maintain  the  carbohydrate  balance  of  the 
patient,  whereas,  we  have  been  previously  giving 
three.  The  fears  of  a typical  and  terrible  midnight 
insulin  reaction  will  soon,  I am  sure,  be  a thing 
of  the  past.  You  and  I have  patients  getting  insulin 
with  whom  there  are  daily  fears  of  fatal  hypo- 
glycemic reactions  with  the  old  insulin.  It  is  an 
inspiration  to  recognize  this  new  preparation  which 
will  soon  be  available  to  all  diabetics.  What  an 
achievement  this  becomes  in  a life’s  work  of  a single 
man.  We  bow  in  tribute  to  the  investigative  in- 
genuity of  Dr.  Hagedorn.  Moreover,  this  brightens 
the  future  for  other  achievements  not  only  as  it  con- 


cerns dial)etes  but  other  meml)ers  of  the  chain  of 
endocrines. 

Hyperfunction  of  the  Pancreas. 

Whenever  there  is  liyi)erplasia  of  the  pancreatic 
tissue  or  tumors  of  the  jiancreatic  islets,  an  over- 
production of  insulin  occurs  which  gives  rise  to  the 
clinical  syndrome  now  known  as  hyper-insulinism. 
The  symptoms  of  course  vary  with  the  degree  of 
hypoglycemia  existing.  There  are  many  mild  typjes 
of  hyper-insulinism  giving  rise  to  low  grade  tyj)es 
of  symiptoms  of  borderline  character.  The  symptoms 
of  the  borderline  hypoglycemic  group  may  be  listed 
as  follows. 

1.  Patient  oftentimes  complains  of  hunger 
coming  on  comparatively  earl}’  after  the  in- 
gestion of  a meal. 

2.  Following  the  appearance  of  the  sensation 
of  hunger,  if  food  is  not  soon  taken  the  in- 
dividual complains  of  weakness,  nervousness, 
and  not  infrequently  headache,  all  of  which 
symptoms  are  relieved  almost  immediatel}'  by 
food. 

Recently  I had  a patient  under  observation,  a 
young  man,  aged  twenty-five,  who  for  the  past  ten 
years  has  had  headache,  migraine  in  type,  coming  on 
usually  between  11  A.  M.  and  12  noon.  He  had 
sought  many  plans  of  treatment  including  many 
clinical  studies  by  several  competent  physicians,  but 
with  no  relief  from  the  headache.  Inquir}'  into  his 
plan  of  eating  disclosed  somewhat  as  follows:  A 
large  meal  was  taken  at  5 P.  M.  There  was  no  food 
on  retiring.  He  took  a breakfast  consisting  of  one 
slice  of  toast  and  coffee.  No  further  food  was  taken 
until  the  lunch  hour  about  12  noon.  Blood  sugar 
examination  with  a fasting  stomach  at  8 o’clock  in 
the  morning  was  90  mgs.  and  at  11  o’clock  was  65 
mgs.  Re-arrangement  of  food  habits  by  having  him 
eat  a large  breakfast  high  in  calories  and  taking  a 
cracker  or  .some  other  nourishment  between  break- 
fast and  lunch  has  totally  and  completely  relieved 
all  of  this  patient’s  symptoms  with  no  sign  of  head- 
ache since  that  time.  We  must  take  in  consideration 
the  mild  types  of  hyper-insulinism,  bearing  in  mind 
always,  in  my  opinion,  that  a blood  sugar  examina- 
tion made  just  before  the  patient  complains  of  .symp- 
toms is  of  considerably  more  value  than  taking 
routine  fasting  blood  sugar  in  the  morning  several 
hours  before  the  onset  of  symptoms. 

We  must  bear  in  mind,  however,  that  there  are 
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other  forms  of  hypoglycemia  which  cannot  be  de- 
scribed under  the  clinical  term  of  h)'per-insulinism 
that  are  caused  by  extra  pancreatic  factors  such  as 
adrenal  disease,  pituitar}-  disease,  thyroid  disease, 
liver  diseases,  renal  glycosuria,  prolonged  muscular 
exercise.  In  the  more  profound  degrees  of  hypo- 
glycemia with  ver}-  low  blood  sugars,  one  must  bear 
in  mind  the  possibility  and  oftentimes  probability 
of  pancreatic  islet  tumors.  With  unrelievable  hypo- 
glycemic symptoms  it  is  an  act  of  wisdom  to  con- 
sider exploration  of  the  pancreas,  because  brilliant 
results  have  been  reported  by  the  removal  of  these 
islet  tumors. 

The  Thyroid  Gland. 

There  is  perhaps  no  more  beautiful  monument  in 
all  of  medicine  to  the  relief  of  human  suffering  than 
is  seen  in  the  combined  cooperative  efforts  between 
surgeons,  laboratory  investigators,  and  internists  in 
the  treatment  of  thyroid  disorders.  It  is  now  gen- 
erally recognized  that  persistent  h}T)erthyroidism 
must,  after  careful  diagnostic  study  and  adequate 
medical  management,  be  relieved  by  surgical  meas- 
ures. We  must  bear  in  mind,  however,  the  physio- 
pathological  changes  associated  with  these  disorders 
in  order  to  interpret  failures  so  frequently  encoun- 
tered and  so  difficult  to  explain.  In  hyperplastic 
conditions  of  the  thyroid  we  can  assume  from  inter- 
relationship^ of  glandular  functions  that  there  must 
be  changes  taking  place  in  the  other  glands  along 
with  those  obvious  ones  appearing  in  the  thyroid. 
\\'hen  enough  of  the  gland  is  removed  to  prevent 
recurrence  of  thyrotoxic  symptoms,  I wonder  if 
changes  do  not  occur  in  some  of  the  other  important 
glands  with  resultant  alterations  in  the  physiolog)’ 
of  their  hormones. 

Hypothyroidism. 

In  the  discussion  of  this  syndrome  it  becomes 
again  a matter  of  degree.  Everyone  is  familiar  with 
the  classical  s}Tnptoms  characterizing  the  patient 
with  myxedema  and  cretinism.  It  seems  that  the 
most  important  difficulty  arises  in  the  milder  types 
of  hypothyroidism  occurring  in  both  children  and 
adults.  Happily  enough,  however,  we  have  a means 
of  measuring  the  basal  metabolic  rate  computed  on 
the  basis  of  the  average  for  normal  individuals. 
When  we  come  to  the  small  child,  however,  it  is 
oftentimes  difficult  to  get  very  much  help  from  basal 
metabolic  rate  determinations.  It  has  been  reported 
that  high  cholesterol  values  are  of  value  in  estimat- 


ing thyroid  hypofunction ; however,  there  is  consid- 
erable disagreement  among  those  writing  about  the 
subject.  In  my  own  hands  the  estimation  of  blood 
cholesterol  as  an  important  diagnostic  criterion  in 
thyroid  disorder  has  been  entirely  disappointing  and 
for  the  moment  I have  abandoned  its  use.  In  those 
cases  in  which  repeated  estimations  of  the  metabolic 
rates  do  not  give  the  necessary  information,  I have 
depended  upon  the  clinical  symptoms  and  relied  on 
the  therapeutic  tests  by  the  cautious  use  of  small 
doses  of  thyroid  gland  substance.  I have  previously 
called  attention  to  the  influences  of  thyroid  disorder 
upon  certain  allergic  conditions  and  it  is  my  opinion 
that  many  unexplained  s}'mptoms  are  oftentimes  in- 
terpreted in  terms  of  hypometabolic  phenomena  by 
carefully  done  and  consecutively  repeated  basal 
metabolic  rate  determinations. 

The  Adrenal  Gland. 

The  stTnptoms  of  absolute  failure  of  the  adrenal 
gland  characterized  by  those  classical  symptoms  de- 
scribed many  y^ears  ago  by  .\ddison  need  no  further 
elaboration  at  this  time.  I do  wish,  however,  to  call 
attention  to  the  mild  degrees  of  adrenal  insufficiency 
that  are  characterized  by  the  term  asthenia.  Chiefly 
among  which  are:  1.  Hypotension;  2.  Some  pig- 
mentation of  the  skin;  and  3.  Vertigo,  general  ner- 
vous instability,  exhaustion  and  fatigue. 

The  clinical  use  of  small  amounts  of  cortical  ex- 
tract will  sometimes  establish  the  existence  of  such 
a deficiency. 

The  conditions  of  hyperactivity  of  the  adrenal 
glands  have  been  concerned  largely  with  a produc- 
tion of  an  excessive  amount  of  epinephrin.  Hyper- 
tension has  been  found  in  many  cases  to  be  asso- 
ciated with  paragangl ionic  tumors.  Elevated  blood 
pressures  have  also  been  seen  in  association  with 
cortical  tumors  and  hyperplasia  of  the  cortical  cells. 
Some  of  these  tumors  have  been  accompanied  by 
hirsutism,  amenorrhea  and  obesity. 

The  beautiful  work  of  Dr.  Crile  in  the  denerva- 
tion of  the  adrenal  gland  and  the  treatment  of  those 
disorders  which  he  describes  as  being  associated 
with  civilization  are  as  yet  unestimated.  Time 
only  will  serve  to  evaluate  the  vast  amount  that  he 
and  his  collaborators  have  done.  His  work,  how- 
ever, undoubtedly  holds  promise  for  the  future. 

Despite  the  vast  amount  of  laboratory  and  clin- 
ical data  that  has  accumulated  concerning  a better 
understanding  of  the  glands  of  internal  secretion. 
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therapeutic  solutions  to  many  of  the  perplexing 
problems  are  still  very  limited.  However,  much 
progress  has  been  made  and  much  more  will  be 
forthcoming  by  reason  of  the  knowledge  gained  in 
the  physiological  mysteries  that  heretofore  have 
shrouded  these  structures. 

I shall  attempt  to  outline  briefly  the  more  impor- 
tant therapeutic  achievements  at  this  time.  The 
treatment  of  adiposogenital  dystroph}'  has  by  and 
large  been  found  to  be  somewhat  unsatisfactory. 
Recently  some  encouraging  reports  have  come  from 
some  workers  that  this  condition  may  be  treated 
successfully.  So  frequently  patients  with  this  syn- 
drome have  correspondingly  low  metabolic  rates. 
The  judicious  use  of  anterior  pituitary-like  sex  hor- 
mone (Antuitrin-S)  along  with  thyroid  gland  sub- 
stance and  careful  attention  to  caloric  intake  have 
given  encouraging  results. 

Since  the  advent  of  the  anterior  pituitary-like  sex 
hormone,  first  described  by  Aschheim  and  Zondek, 
of  Germany,  and  Smith  in  this  countriq  appearing  in 
the  urine  of  pregnant  women,  this  preparation  has 
become  available  in  a much  more  purified  form  than 
could  be  possibl}-  isolated  by  the  present-day  known 
methods  of  specific  pituitary  hormonal  extraction. 
Given  a case  of  adiposogenital  dystrophy,  the  care- 
ful administration  of  this  hormone  along  with  the 
judicious  use  of  thyroid  gland  substance  together 
with  attention  to  other  details,  continued  over  a suf- 
ficiently long  periods  of  time  patiently  and  per- 
sistently, will,  I believe,  in  the  vast  majority  of 
cases  yield  satisfactory  results.  In  the  management 
of  pituitary  dwarfism  or  infantilism  a satisfactory 
beginning  has  been  made  with  the  use  of  anterior 
pituitary-like  hormone  recovered  from  urine  from 
pregnant  women  together  with  pituitary  extract  at 
least  rich  in  the  growth  factor.  Most  encouraging 
results  have  come  from  the  use  of  anterior  pituitary- 
like  sex  hormone  parenterally  administered.  It  is 
of  value  in  the  treatment  of  cryptorchidism.''  The 
writers  reporting  these  cases  suggest  that  the  ages 
lietween  nine  and  thirteen  years  are  the  most  ad- 
vantageous for  the  institution  of  hormone  therapy.* 
Such  other  conditions  as  enuresis  and  diabetes  in- 
sipidus have  been  successfully  treated  with  this  hor- 
mone. There  are  many  interesting  reports  in  the 
literature  concerning  the  treatment  of  Simmonds’ 
disease.®  Recently  Herman  has  reported  the  suc- 
cessful treatment  of  three  cases  of  Simmonds’  dis- 
ease or  pituitary  cachexia  with  anterior  pituitary 


extract.  It  is  now  generally  recognized  that  pituitar) 
gland  extract  of  the  anterior  lobe  is  of  definite  and 
.specific  value  for  the  relief  of  this  disorder.  The 
consensus  of  opinion  seems  to  l)e  that  the  oral  ad- 
ministration of  the  pituitary  gland  preparations  are 
of  little  value.  I would  call  attention  to  the  milder 
forms  of  pituitary  cachexia  that  undoubtedly  do 
exist.  In  some  of  those  asthenic  malnourished  and 
hypo-sexed  constitutionally  inadequate  individuals 
it  would  seem  a logical  procedure  to  use  pituitary- 
gland  substances  as  a therapeutic  test.  It  may  be 
that  many  of  our  present-day  difficult  office  problems 
may  be  relieved  by  the  use  of  specific  hormonal 
extract  in  some  of  those  difficult  cases  in  which  no 
remedy  on  earth  seems  to  be  of  any  avail. 

The  treatment  of  those  conditions  associated  with 
hyperpituitarism  such  as  acromegaly,  gigantism  and 
pituitary’  basophilic  tumors  is  limited  to  surgical  re- 
moval of  the  tumor  or  irradiation  of  the  pituitary- 
region.  Encouraging  reports  have  come  concerning 
irradiation.  In  1913^®  Beclere  reported  a case  of  a 
girl  with  acromegaly  who  had  symptoms  of  severe 
headache,  dizziness,  vomiting  and  serious  visual  dis- 
turbances, who  showed  some  evidence  of  gigantism 
as  well  as  sexual  infantilism.  Improvement  of  her 
symptoms  was  shown  in  two  weeks  and  one  year 
later  she  was  symptom  free  by  irradiation.^^  Dr. 
Barr  reported  a case  of  a farmer  boy  with  severe 
headaches  who  was  relieved  and  the  progress  of  the 
disease  arrested  by  the  use  of  irradiation  therapy. 
Pituitary  basophilic  tumors  have  been  reported  to 
yield  to  X-ray^  therapy.  This  seems  the  most  en- 
couraging outlook  because  surgery  at  the  best  en- 
counters considerable  difficulty  with  the  removal  of 
these  tumors. 

Treatment  of  the  one  major  hyposecretory  secre- 
tion of  the  pancreas,  diabetes,  lies  not  within  the 
province  of  this  presentation.  In  passing  I should 
like  to  mention,  however,  that  the  treatment  of  this 
disease  with  specific  pancreatic  hormonal  substance 
represents  in  my  opinion  the  major  achievement  in 
endocrine  therapy. 

The  treatment  of  hypersecretory  conditions  of  the 
pancreas  causing  hypoglycemia  of  severe  degree  at 
this  moment  rests  with  the  surgeon.  However, 
milder  cases  of  hypoglycemia  as  the  result  of  pan- 
creatic hyperinsulinism  can  be  treated  in  a most 
successful  fashion  by  a properly  regulated  dietary- 
program  carefully  outlined  by  the  physician  and  in- 
telligently executed  by  the  patient. 
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Sj)ecific  hypersecretor}'  disorders  of  the  thyroid 
like  those  of  the  pituitary  and  pancreas  rest  with  the 
surgeon.  In  those  conditions  of  absolute  failure  of 
the  thyroid  function,  as  seen  in  myxedema  and 
cretinism,  no  more  brilliant  therapeutic  results  can 
be  achieved  in  any  disorder  encountered  in  all  medi- 
cine. .\lmost  overnight  a lethargic,  sleepy,  anemic, 
chilly,  scaly,  constipated,  toad-like  individual  can 
Ije  transformed  into  a normal  human  being.  The 
cretinic  moron  type  of  undisciplined  impossible  child 
can  be  likewise  changed  to  one  that  brings  joy  and 
pride  to  its  anxious  mother.  The  milder  states  of 
thyroid  hypofunction  must  be  ever  kept  in  mind. 
Many  of  these  patients  are  restored  to  normal  health 
by  the  careful  use  of  thyroid  preparation  properly 
administered  over  sufficiently  long  periods  of  time. 
One  must  bear  in  mind  that  one  might  be  dealing 
with  glandular  deficiency  which  although  not  abso- 
lute as  seen  in  myxedema  may  continue  throughout 
life  and  thereby  need  medication  throughout  life. 
Many  of  our  failures  have  been  because  we  have 
failed  to  emphasize  to  the  patient  that  once  the 
presence  of  the  deficiency  has  been  definitely  estab- 
lished, it  becomes  necessary  to  take  this  substance 
over  long  periods  of  time.  I would  emphasize  the 
use  of  small  doses  of  thyroid  gland  substance  in 
the  beginning.  I have  seen  many  failures  becau.se 
the  physidan  started  off  with  too  large  a dose. 
Myxedematous  and  cretinic  patients  frequently  are 
very  sensitive  to  the  specific  gland  substance  and 
too  large  a dose  will  react  violently. 

H}-persecretory  conditions  of  the  adrenal  glands 
like  those  of  the  th}  roid  are  in  the  hands  of  the  sur- 
geon. 

The  most  important  hyposecretory  disorder  of  the 
adrenals  was  described  by  Addison  many  years  ago 
and  up  until  a few  years  ago  was  a hopeless  malady. 
With  the  isolation  of  the  specific  hormone  from  the 
adrenal  cortex,  some  of  these  hopeless  patients  have 
been  saved.  The  relationship  of  adrenal  function 
to  sodium  metabolism  has  been  previously  referred 
to  and  it  is  worthy  of  our  consideration  to  bear  in 
mind  the  importance  of  salt  balance  in  patients  with 
-Addison's  disease  whom  we  are  treating  with  cor- 
tical extract.  Here  again  in  the  borderline  cases, 
the  careful  use  of  .«mall  doses  of  cortical  extract  as 
a therapeutic  test  may  be  sometimes  effectively  used. 

I have  purposely  omitted  some  of  the  links  in  the 
large  chain  of  endocrines,  not  because  of  their  un- 
importance, but  because  this  discussion  is  already 


much  too  long.  Oftentimes  we  feel  rather  helpless 
with  patients  before  us  with  perplexing  mi.xtures  of 
endocrinopathies  and  oftentimes  there  is  so  little  that 
can  be  done  for  the  sufferer.  However,  we  must  not 
be  discouraged  but  look  hopefully  to  the  future  that 
holds  boundless  possibilities.  .\s  referred  to  before. 
Dr.  Joslin  speaks  of  the  Hagedorn  era  in  the  treat- 
ment of  diabetes  mellitus.  The  thought  here  so  in- 
spiring is  that  by  a process  of  mixing  a substance 
with  specific  pancreatic  hormone  the  effects  of  this 
hormone  will  be  tremendously  prolonged.  As  a mat- 
ter of  sjjeculation,  might  it  not  in  the  not  far  dis- 
tant future  be  applied  to  other  hormones  prolonging 
their  effects  to  increase  therapeutic  efficacy? 

SUMM.ARY 

1.  An  attempt  has  been  made  to  outline  some  of 
the  etiological  factors  responsible  for  endocrine  im- 
balance. 

2.  Brief  mention  is  made  of  certain  laboratory 
experiments  upon  the  endocrines. 

3.  Mention  is  made  of  some  of  the  cardinal 
sj-mptoms  of  hypo-  and  hyper-secretor}’  functional 
disorders. 

4.  Some  of  the  more  important  therapeutic  pro- 
cedures are  outlined. 
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THE  ENDOCRINES  IN  GYNECOLOGY  AND  OBSTETRICS.* 


C.  J.  Andrews,  M.  D., 

Norfolk,  Va. 


Our  conception  of  the  function  of  the  organs  of 
reproduction  as  well  as  some  of  the  pathological  and 
clinical  problems  has  been  considerably  influenced 
by  the  development  of  knowledge  regarding  the  en- 
docrine glands.  All  of  these  glands  probably  con- 
tribute, but  the  principal  actors  in  this  drama  are 
the  ovary,  pituitary  and  thyroid,  ^^'e  may  recall  that 
there  are  two  ovarian  hormones;  the  follicular  hor- 
mone, or  estrin,  and  the  corpus  luteum  hormone, 
or  progestin.  Estrin  is  secreted  by  the  follicle  be- 
fore and  after  ovulation,  and  progestin  from  the 
corpus  luteum  after  ovulation.  Estrin  is  also  sup- 
plied by  the  placenta.  The  anterior  pituitary  sup- 
plies two  hormones  particularly  concerned  with  the 
sex  organs:  prolan  A,  which  stimulates  the  primor- 
dial follicle  to  a full-grown  graafian  follicle,  and 
prolan  B,  which  is  the  so-called  luteinizing  hormone. 

The  thyroid  through  its  metabolic  functions  con- 
trols all  to  some  extent.  The  ovarian  and  pituitary 
hormones  are  recovered  from  the  blood  and  urine 
in  certain  conditions.  Interest  in  this  subject  has 
been  greatly  increased  by  the  discovery  of  both 
qualitative  and  quantitative  biologic  tests  for  these 
hormones.  The  Allen  and  Doisy^  biologic  test  for 
estrin  was  first  described  by  them  in  1923  and  has 
been  accepted  as  a standard  both  as  a quantitative 
and  qualitative  test.  It  is  useful  not  only  in  de- 
termining the  presence  and  quantity  of  this  hor- 
mone in  the  blood  or  urine,  but  in  evaluating  the 
potency  of  therapeutic  preparations.  The  Fluh- 
mann  test  for  the  luteinizing  hormone  of  the  an- 
terior pituitarj'  has  similar  purposes.  ^licroscopic 
study  of  slides  from  biopsy  of  the  endometrium  has 
proved  of  considerable  diagnostic  value,  as  well  as 
a useful  check  on  questionable  results  of  organo- 
therapy. 

A few  valuable  therapeutic  agents  have  been  made 
available  and  some  of  previous  repute  have  at  least 
been  placed  under  considerable  suspicion  of  being 
worthless. 

A consideration  of  the  clinical  application  of  any 
knowledge  or  progress  in  this  subject  may  be  of 

*Read  as  part  of  the  Symposium  on  The  Endocrine 
Diseases  at  the  sixty-seventh  annual  meeting  of  the  Med- 
ical Society  of  Virginia  in  Staunton,  October  13-15,  1936. 


more  interest  at  this  time.  The  disorders  of  men- 
struation constitute  a large  proportion  of  gynecolog- 
ical complaints,  and  probably  all  of  these  are  in 
some  way  related  to  endocrinology.  It  would  first 
seem  suitable  that  we  consider  briefly  what  is 
thought  to  be  the  normal  physiology  of  the  men- 
strual cycle.  The  development  of  the  follicle  under 
stimulation  of  anterior  pituitary,  or  prolan  A,  is 
the  first  step.  This  occupies  the  first  half  of  the 
cycle,  and  ends  with  rupture  of  the  graafian  follicle, 
or  ovulation.  The  development  of  the  corpus  luteum 
occurs  during  the  second  half  of  the  cycle.  Estrin 
is  secreted  by  the  follicle  and  progestin  by  the  cor- 
pus luteum.  Estrin  stimulates  growth  of  the  en- 
dometrium and  is  responsible  for  the  change  of  the 
endometrium  from  the  resting  stage  at  the  end  of 
menstruation  to  the  proliferative  stage.  Progestin 
changes  this  to  the  secretory  or  premenstrual  phase. 
Each  of  these  stages  may  be  recognized  by  micro- 
scopic study. 

Estrin  and  anterior  pituitary  hormone,  prolan  B, 
may  be  found  in  blood  and  urine  in  certain  condi- 
tions and  have  the  peculiar  characteristics  of  ap- 
pearing in  varying  quantities  according  to  the  time 
of  the  cycle.  Estrin  content  is  greater  about  the 
time  of  ovulation  and  just  before  menstruation,  tak- 
ing a sudden  drop  at  the  beginning  of  menstruation. 

Dysfunctional  Bleeding;  This  is  perhaps  the 
most  serious  variation  from  normal.  Its  nature 
varies  according  to  the  age  of  the  patient,  but  almost 
invariably  the  premenstrual  or  secretory  phase  is 
absent,  the  proliferative  stage  having  progressed  to 
a condition  typical  of  hyperplasia.  In  practically 
all  cases  under  forty  years  of  age  it  is  associated 
with  pituitary  deficiency.  This  is  not  the  case  in 
premenopausal  bleeding  as  the  anterior  pituitary  is 
here  hypertrophied  and  excess  of  secretion  is  found 
in  the  blood.  The  anterior  pituitary,  so-called 
luteinizing  hormone,  has  its  greatest  usefulness  here. 
It  is  known  to  cause  luteinization  in  test  mice,  and 
was  at  first  thought  to  correct  the  bleeding  in  this 
way.  Apparently  this  is  not  true  in  the  human 
species,  but  it  does  in  a considerable  number  of 
cases  relieve  the  bleeding.  It  is  well  known  that 
in  a large  number  it  does  not.  Its  usefulness  is 
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greater  in  the  young.  Bleeding  of  the  premenopause 
is  not  usually  controlled  by  it.  This  is  not  sur- 
prising when  consideration  is  given  to  the  fact  that 
an  excessive  secretion  of  anterior  pituitary  hormone 
is  alread}'  present,  due  to  the  hypertrophy  of  the 
anterior  pituitary  which  occurs  after  complete  ova- 
rian failure.  This  group  usually  needs  curettage 
and  radium  in  ap{>ro})riate  dosage,  and  fortunately 
surger}'  is  not  so  undesirable  as  at  an  earlier  time. 
\\’hen  anterior  pituitary  like  hormone  (pregnancy 
urine  hormone)  is  used  it  is  best  given  at  the  be- 
ginning of  the  flow,  100-200  r.  u.  daily  for  five 
or  si.x  doses.  Since  progestin  has  Ijeen  made  avail- 
able, though  still  expensive,  its  use  would  appear 
to  be  a more  direct  method  of  attack.  Carter  and 
Hamblen-  have  used  it  with  good  results,  and 
rhowed  the  results  on  the  endometrium  also.  Wilson 
and  Elden^  report  the  use  of  progestin  in  five  cases 
of  uterine  bleeding  with  hyperplasia.  They  used 
very  small  doses,  3/25  m.  u.  giving  1/25  daily  for 
three  days  in  one  case  and  much  larger  in  the  others. 
Ml  cases  were  apparently  improved. 

Hypothyroidism  is  often  a factor,  particularly  in 
young  girls,  and  the  use  of  thyroid  is  usually  ef- 
fective here,  but  some  require  transfusion  and  the 
use  of  parathyroid  hypodermically  and  calcium  in 
the  vein.  (1  have  had  good  results  from  corpus 
luieum  before  progestin  was  available,  given  intra- 
venousl}-  in  a very  severe  case  of  bleeding  at  the 
first  menstrual  period.) 

Certain  ovarian  tumors  affect  very  decidedly  the 
function  of  menstruation,  principally  by  the  secre- 
tion of  hormone.  Granulosal  cell  tumors  secrete 
large  amounts  of  female  sex  hormone  and  ma)’  start 
the  periods  at  a very  early  age  and  cause  other 
evidence  of  precocious  sex  development,  or  the 
periods  may  return  with  regularity  years  after  the 
menopause.  It  is  interesting  here  to  note  another 
growth,  the  arrhenoblastoma,  which  secretes  the  male 
hormone,  and  a patient  affected  by  this  may  de- 
veloj)  many  secondar}-  male  characteristics  which 
again  revert  to  female  on  removal  of  the  tumor. 

■Amenorrhea  is  most  complicated  from  an  endo- 
crine standpoint.  The  endometrial  curettings  may 
show  an  atrophic  condition,  a h}-perplasia,  or  even  a 
premeirstrual  endometrium;  the  latter  has  been  ex- 
plained by  ]>ersistence  of  the  corpus  luteum;  the 
atrophic  by  either  pituitary  or  ovarian  failure.  The 
hyj>er{)lasia  in  some  cases  is  thought  to  be  due  to 


persistence  of  a follicle  giving  a continued  and  ex- 
cessive supply  of  estrin. 

The  blood  findings  may  give  some  help  in  classi- 
fying the  causal  factors.  Blood  tests  for  estrin 
or  anterior  pituitar}-  taken  with  the  endometrial 
findings  give  valuable  information  as  to  treatment 
and  prognosis.  If  anterior  pituitary  is  found  regu- 
larly in  the  blood,  it  is  good  evidence  of  ovarian 
failure  of  severe  nature,  such  as  surgical  removal 
or  radium  or  X-ray  would  give,  and  therefore  the 
outlook  is  poor.  The  general  type  and  appearance 
of  the  individual  gives  a valuable  suggestion  as  to 
the  condition.  The  typical  appearance  of  the  hypo- 
pituitary  patient,  excessively  fat  and  with  abnormal 
distribution,  is  well  known  (Frbhlich’s  disease). 
Pituitary  cachexia,  Simmonds’  disease,  is  another 
t}  pe  of  pituitary  deficienc}’,  where  amenorrhea  is  the 
first  symptom. 

The  typical  hypo-ovarian  subject  is  often  thin 
and  visceroptotic — a tall,  slender  type — is  usually 
nervous  and  has  many  complaints  and  may  have 
had  many  unsuccessful  operations.  There  are  many 
types  between  these  e.xtremes,  some  being  of  normal 
appearance. 

Thyroid  deficiency  is  the  leading  factor  in  a small 
but  important  group.  This  more  often  occurs  in 
young  unmarried  women  and  sometimes  after  preg- 
nancy. The  thyroid  group  are  more  easily  diag- 
nosed and  the  treatment  is  obvious.  In  the  group  in 
which  the  ovarian  function  is  demonstrated  to  be 
absent  no  amount  of  treatment  will  restore  the 
periods.  One  case  of  Simmonds’  disease^  has  been 
reported  cured  by  anterior  pituitary  like  substance 
from  pregnancy  urine. 

Estrin  in  large  amounts  followed  by  progestin 
gives  uterine  bleeding,  but  the  cost  is  almost  pro- 
hibitive and  the  necessity  for  continued  repetition 
is  most  discouraging.  If  there  are  no  other  symp- 
toms it  may  be  well  to  acquaint  the  patient  with 
the  fact  that  absence  of  periods  is  not  in  itself 
harmful.  Many  believe  that  it  leads  to  disaster  and 
therefore  demand  much  unnecessary  treatment. 

Sterility  : At  present  we  assume  that  all  other 
causes  of  sterility  are  eliminated.  Any  failure  of 
normal  physiology  of  the  endocrines  seems  to  play 
a part  here.  Conception  can  only  take  place  near 
the  time  of  ovulation,  which  is  about  fourteen  days 
before  the  beginning  of  the  next  period.  Some 
women  notice  a slight,  low  abdominal  pain  at  the 
time  of  ovulation.  This  may  be  followed  by  a dis- 
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cliarge  of  a small  amount  of  mucus.  This  informa- 
tion is  used  as  a means  of  contraception  as  well  as 
conception.  Undeniably  ovulation  and  conception 
sometimes  occur  at  other  times.  There  may  he  no 
ovulation  although  menstruation  is  regular.  Ex- 
amination of  endometrial  scrapings  before  expected 
period  will  show  absence  of  secretor}-  phase  of  en- 
dometrium, which  denotes  absence  of  progestin  and 
absence  of  ovulation.  Failure  to  ovulate  may  be  cor- 
rected by  anterior  pituitary  treatment  in  rare  cases. 

Amenorrhea  is  most  discouraging,  but  even  here 
conception  sometimes  occurs.  It  is  not  known  just 
how  the  thyroid  is  related  but  it  is  often  a factor 
and  any  unexplained  case  calls  for  study  of  thyroid 
function.  Even  if  the  basal  metabolism  rate  is  not 
notably  low,  small  doses  of  th}’roid  may  be  help- 
ful. 

Progestin  would  seem  to  help  by  preparing  the 
endometrium  if  fertile  ovulation  should  occur.  In- 
trauterine instrumentation  may  cause  ovulation,  and 
this  may  be  the  explanation  of  conception  which 
follows  D and  C,  stem  pessar}'  (a  rare  occurrence), 
or  insufflation  of  the  tubes.  The  quality  of  the 
germ  plasm  is  considered  by  embryologists  to  be  an 
important  factor.  A poor  quality  may  result  in 
abortion  if  conception  does  occur. 

Dysmenorrhea:  Estrin  stimulates  uterine  con- 
tractions. Progestin  relaxes  it.  This  property  of 
progestin  has  suggested  its  use  in  dysmenorrhea. 
Elden  and  Wilson®  have  recently  reported  seventeen 
cases  of  severe  dysmenorrhea  treated  wdth  progestin, 
2/25  to  1 r.  u.  during  the  six  days  previous  to  the 
menstrual  period,  with  47  per  cent  complete  relief. 
This  would  appear  to  be  better  than  has  been  re- 
ported by  other  means  except  possibly  separation 
of  pre-sacral  nerves  or  hysterectomy.  It  is  also 
recommended  for  treatment  of  after  pains.  Estrin 
is  recommended  in  dysmenorrhea  associated  with 
hypoplasia  and  irregular  periods,  and  in  a few  cases 
is  certainly  hel{)ful.  When  dysfunction  of  the 
thyroid  can  be  demonstrated,  thyroid  medication  has 
been  found  to  be  helpful. 

Menopause:  It  is  to  l)e  understood  that  the 

menopause  in  the  majority  of  cases  is  clinically 
nothing  except  the  cessation  of  menstrual  periods 
and  relief  from  the  burden  of  child  bearing.  There 
is  a group  which  is  severely  troubled  by  the  familiar 
vasomotor  and  other  nervous  symptoms.  Here  estrin 
therapy  has  its  principal  usefulness  and  if  given  in 
sufficient  do.stage  often  gives  satisfactory  relief. 


Senile  vaginitis,  a secondary  symptom  of  the  loss 
of  ovarian  function,  has  been  greatly  relieved  by 
the  use  of  estrin  in  adequate  amounts. 

Gonorrheal  vaginitis  in  children  has  long  been 
very  difficult  to  cure,  requiring  a year  or  more. 

I bis  is  l)elieved  to  be  due  partly  to  the  undeveloped 
character  of  the  mucous  memijrane  of  the  genital 
tract,  which  is  very  susceptil^le  to  and  harbors  the 
germ.  In  the  adult  the  many  layered  squamous  cell 
surface  of  the  vaginal  tract  is  resistant  to  the  gono- 
coccic infection.  Lewis®  and  others  have  used  it 
and  report  that  estrin  therapy  changes  the  vaginal 
mucosa  of  children  to  approximate  the  adult  type 
of  squamous  cell  epithelium  which  is  resistant,  and 
results  in  speedy  cure.  It  probably  will  require  time 
and  much  clinical  experience  to  fully  evaluate  this. 

Premenstrual  Tension:  This  is  a name  given 
by  Frank^  to  a group  of  symptoms  familiar  to  all 
who  treat  women.  It  is  principally  characterized 
by  extreme  nervousness,  vascular  instability  and 
breast  hyperplasia  preceding  the  period.  This  con- 
dition is  definitely  relieved  when  the  menstrual  flow 
begins.  The  findings  consist  of  an  excess  of  estrin 
in  the  circulating  blood,  and  a decrease  of  excretion. 
Frank  found  only  about  350  m.  u.  being  excreted 
during  the  cycle,  the  average  normally  being  about 
1500  m.  u.  The  threshold  for  estrin  is  high  rather 
than  an  excessive  production.  He  has  obtained 
relief  in  some  cases  by  giving  a bottle  of  citrate  of 
magnesia  and  no  water  until  the  purgative  acts,  after 
which  water  is  given  freely.  Geo.  Van  S.  Smith* 
observes  that  progestin  stimulates  estrin  excretion, 
and  it  is  suggested  by  Maser  and  Goldstein®  as  a 
remedy. 

The  relation  of  the  endocrines  to  the  physiolog}- 
of  the  breasts  is  very  definite,  though  the  exact 
[)roces£es  are  not  so  clearly  understood.  The  breasts 
are  subject  to  a sex  cycle  somewhat  similar  to  that 
of  the  endometrial  cycle  and  are  characterized  by 
stimulation  and  growth  of  the  epithelial  cells  of  the 
acini,  followed  by  regression.  Certain  errors  of 
function  carry  this  process  on  to  a pathological  con- 
dition known  variously  as  chronic  mastitis,  mazo- 
plasia  and  mastopathy.  Whitehouse^®  believes  this 
stimulation  is  due  to  corpus  luteum.  He  has  treated 
twenty  cases  with  theelin  and  reported  seventeen  re- 
lieved after  a few  months  treatment.  His  hypo- 
thesis is  that  the  excessive  luteinization  is  due  to 
anterior  pituitary  and  therefore  treatment  should 
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l)e  directed  toward  inhibition  of  the  hypophysis, 
which  is  his  reason  for  using  theelin. 

Cutler^’  suggested  the  use  of  ovarian  residue  and 
rej^xjrted  thirteen  of  fifteen  cases  relieved. 

Taylor^-  recently  made  a study  by  quantitative 
tests,  in  a series  of  breast  cases,  for  estrin  and  an- 
terior pituitary  hormones,  but  could  find  no  con- 
stant variation>  on  which  to  l)ase  a definite  conclu- 
.sion. 

'I'he  relation  of  estrogenic  substances  to  the  de- 
velopment of  cancer  was  considered  l)y  Loeb  in  1919. 

number  of  investigators  have  reported  on  this 
since.  Recently  Gardner,  Smith,  Strong  and  Allen^® 
reported  the  develoj^ment  of  mammary  cancer  in 
28  of  126  mice  treated  125  days  with  estrogenic 
hormones.  Also  seven  of  these  developed  sarcoma 
at  the  site  of  injection.  Xo  such  results  have  been 
shown  on  the  human  species.  However,  these  re- 
sults are  of  sufficient  importance  to  question  the 
advisability  of  the  long  continued  use  of  estrogenic 
substances  in  large  cjuantities  during  the  menopause 
and  particularly  in  cases  previously  treated  for  can- 
cer by  panhysterectomy  or  radium,  as  is  now  being 
done.  It  is  conceivable  that  this  hormone  might 
stimulate  the  development  of  some  latent  cancer  cells 
which  might  otherwise  remain  dormant.  The  stimu- 
lating effect  of  pregnancy  on  malignant  growth  is 
well  known.  It  is  possible  that  this  may  be  due 
to  the  increased  estrogenic  content  of  the  blood 
at  that  time. 

Pregnancy  : During  pregnancy  at  least  two 
hormones  appear  in  the  blood  and  are  secreted  in 
much  larger  amounts  than  at  any  other  time.  The 
source  of  this  increased  supply  is  probably  the 
placenta.  Estrin  is  increased  but  does  not  reach 
its  peak  until  the  latter  part  of  pregnancy.  The 
anterior  pituitary  like  hormone  appears  considerably 
increased  soon  after  the  missed  period.  This  fact 
is  responsible  for  the  well-known  diagnostic  preg- 
nancy test  of  Aschheim  and  Zondek  and  the  Fried- 
mann modification  of  that  test.  These  tests  are  of 
uiKjuestionable  value  and  are  remarkably  accurate. 
Even  allowing  for  errors  in  technic  and  interpreta- 
tion, they  cannot  be  expected  to  be  100  per  cent 
correct  as  they  only  show  the  presence  of  a relatively 
increased  amount  of  anterior  pituitary  like  hormone. 
At  the  menopause  or  after  ovariotomy,  the  anterior 
pituitary  hypertrophies  greatly  and  gives  an  in- 
creased .secretion  almost  as  great  as  during  preg- 
nancy. This  condition  is  more  likely  to  give  what 


is  known  as  reaction  one,  or  large  follicles  without 
hemorrhage  into  them.  This  diagnostic  procedure 
is  of  even  more  value  in  the  diagnosis  of  mole,  or 
chorioepithelioma.  The  anterior  pituitary  like  hor- 
mone should  not  appear  in  the  urine  longer  than  two 
or  three  weeks  after  labor.  If  it  continues  for  a 
much  longer  period  it  is  highly  suggestive  of  chorio- 
epithelioma, in  which  case  the  reaction  may  be  ob- 
tained by  even  1/10  the  amount  of  urine  required  in 
the  pregnancy  test.  If  this  test  is  negative  it  does 
not  entirely  rule  out  chorioepithelioma,  as  at  least 
one  case^'*  has  been  reported  in  which  the  tumor 
was  apparently  cut  off  from  the  circulation  and  did 
not  give  positive  reaction.  The  value  of  this  test 
is  emphasized  by  the  well-known  fact  that  curettage 
is  unreliable  as  a diagnostic  procedure. 

.\  skin  test  for  pregnancy  has  been  described  by 
Gilfillen  and  Gregg. This  is  based  on  the  theory 
that  if  anterior  pituitary  like  substance  is  present 
in  the  system  the  woman  will  not  react  to  intradermal 
injection  of  this  substance.  They  inject  2 mms. 
of  fresh  antuitrin-S  intradermally.  In  fifteen  min- 
utes to  half  an  hour  characteristic  skin  reaction 
appears  if  the  patient  is  not  pregnant  and  harbors 
no  decidual  cells. 

It  has  long  been  known  that  the  presence  of  the 
corpus  luteum  of  pregnancy  was  necessary  to  the 
continuance  of  early  pregnancy.  Since  the  avail - 
abilitv  of  progestin,  the  product  of  corpus  luteum, 
this  has  been  found  to  be  a valuable  agent  in  the 
treatment  of  threatened  abortion,^®  particularly  habit- 
ual abortion  of  unknown  cause.  It  is  well  to  re- 
member that  the  use  of  estrin  in  early  pregnancy 
may  cause  contraction  of  the  uterus  and  abortion. 
Hnbitual  abortion  is  so  often  associated  with  low 
basal  metabolism  rate  that  this  must  be  considered. 

The  demands  made  on  the  thyroid  during  preg- 
nancy are  considerable  and  result  normally  in  in- 
creased thyroid  activity.  The  basal  metabolism 
rate  usually  increases  as  much  as  twenty  p>oints, 
but  drops  to  the  original  level  soon  after  delivery. 

Labor:  The  use  of  pituitrin,  or  the  posterior 
pituitary  hormone,  in  labor  is  too  well  known.  It 
may  be  useful  occasionally  as  an  auxiliary  in  the 
medical  induction  of  labor,  given  in  2 mm.  doses, 
particularly  after  rupturing  the  membranes,  but  I 
regret  to  say  that  it  is  still  being  used  in  the  first 
and  second  stages  of  labor.  Some  of  these  v'ictims 
have  a ruptured  uterus  as  a result,  and  in  others 
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tlie  bad  result  is  not  apparent  at  the  time,  but  the  in- 
jury to  the  cervix  may  give  much  disability  later. 

The  u.se  of  adrenalin  to  relax  the  spasm  of  the 
uterus  in  labor,  commonly  known  as  Bandl’s  ring, 
was  first  suggested  by  a member  of  this  Society,  Dr. 
M.  P.  Rucker,  and  has  been  accepted  generally  as 
a valuable  contribution. 

No  attempt  is  made  here  to  make  an  exhaustive 
review  of  this  subject.  The  time  limit  alone  makes 
this  impossible,  but  an  effort  is  made  to  state  the 
endocrine  problem  as  related  to  gynecology  and  ob- 
stetrics in  as  simple  terms  as  possible.  Attention 
is  called  to  some  of  the  principal  clinical  conditions 
involved,  particularly  the  more  recent  developments. 
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SURGERY  AND  THE  ENDOCRINES.=^ 

Edwin  P.  Lehman,  M.  D., 

University  of  Virginia, 

Charlottesville.  Va. 


Every  surgical  uperation  is  an  experiment  in  en- 
docrine function,  no  matter  how  simple  the  pro- 
cedure may  Ite  nor  how  apparently  unrelated  to  the 
endocrine  glands.  The  initial  fear  of  operation, 
the  action  of  preliminary  and  anaesthetic  drugs,  loss 
of  blood  and  the  other  phenomena  that  culminate 
in  surgical  shock,  all  evoke  endocrine  responses 

*From  the  Department  of  Surgery  and  Gynecology, 
University  of  Virginia  School  of  Medicine. 

Read  as  part  of  the  Symposium  on  the  Endocrine  Dis- 
eases at  the  sixty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia  in  Staunton,  October  13-1  5,  1936. 


which  in  certain  instances,  may  be  beyond  the  pow- 
ers of  individual  glands.  .Although  the  surgeon 
must  be  constantly  aware  of  the  possible  dangers 
that  ma}'  result  from  his  insults  to  the  endocrine 
economy,  these  general  physiological  considerations 
cannot  be  more  than  mentioned  here. 

Except  for  the  ancient  practice  of  castration, 
the  history  of  surgery  of  the  endocrines  begins  with 
the  surgery  of  the  thyroid,  which  is  still  the  most 
common  and  probably  the  liest  understood  applica- 
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tion  of  surgical  therapy  in  the  endocrine  field.  It 
may  be  well  to  emphasize  the  fact  that  any  detailed 
reference  to  the  treatment  of  goitre  has  been  here 
deliberately  omitted,  implying  not  that  there  is  noth- 
ing new  in  the  surgery  of  thyroid  disease,  but  that 
adequate  discussion  of  this  much  cultivated  subject 
would  prevent  the  discussion  of  anything  else. 

I have  attempted  to  classify  the  contacts  of  sur- 
gery with  the  endocrine  system.  (Table  I.)  In  this 
classification  only  those  surgical  attacks  that  from 
assembled  evidence  seem  to  be  firmly  established  are 
presented  without  brackets.  The  bracketed  material 
includes  not  only  surgical  concepts  that  will  prob- 
ably not  survive,  but  also  certain  approaches  that 
may  become  e.^tablished  surgical  procedure  in  the 
future. 

•Attempts  have  been  made  to  carry  over  into  other 
hyijerfunctional  endocrine  states  the  principle  estab- 

Table  I. 

I.  Diseases  of  Single  Endocrine  Glands 

•A.  Hyperfunction 

1.  Hyperplasia 

a.  Thyroid 

b.  (Pancreas) 

c.  (Parathyroid) 

d.  (Adrenal) 

2.  Functioning  neoplasms 

a.  Pancreas 

b.  Parathyroid 

c.  Gonad,  male  and  female. 

d.  Pituitary 

e.  Adrenal,  cortical  and  medullary. 

IL  Hypofunction 

1.  Substitution  therapy  (often  a medical  or 

gynecological  problem) 

a.  Insulin 

b.  Parathormone 

c.  Thyroxin 

d.  Adrenalin 

e.  Cortin 

f.  Gonad  fractions 

g.  Pituitary  fractions  (undescended  testis) 

2.  Direct  attack 

a.  (Transplantation  of  glands) 

3.  Indirect  attack 

a.  (Sympathectomy,  pancreas) 

b.  (Ligation  of  pancreas) 

C.  No  disturbance  of  endocrine  function 

1.  Hypertrophy 

a.  Non-toxic  goitre 

2.  Non-functioning  neoplasms 

a.  Ovary 

. b.  Thyroid 

c.  Pancreas 

d.  Pituitary 

e.  Adrenal 


3.  Inflammations 

Abscess,  cellulitis,  tubercle,  etc. 

4.  Trauma 

II.  Endocrines  as  Drugs  Without  Known  or  Suspected 
Disturbance  of  Endocrine  Function: 

In  treatment  of 

A.  Haemorrhage 

B.  Shock,  primary  and  secondary 

C.  Paralytic  ileus 

III.  Endocrine  Gland  Operations  to  Modify  Physiolog- 
ical Activity  of  Other  Organs  Without  Known 
Disturbance  of  Endocrine  Function. 

•A.  (Thyroidectomy,  total) 

1.  (Angina  pectoris) 

2.  (Congestive  failure) 

B.  (Adrenalectomy,  partial) 

Classification  of  contacts  of  surgery  with  the  endocrine 
system.  (The  bracketed  material  represents  surgical  ap- 
proaches not  firmly  established.) 

lished  in  thyroid  disease  of  greatly  reducing  the 
bulk  of  hyperplastic  tissue.  These  attempts  in  rela- 
tion to  the  parathyroid  and  the  pancreas  will  be  dis- 
cussed. The  results  of  the  application  of  this  prin- 
ci))le  to  the  adrenal  are  not  yet  convincing. 

I'he  subject  of  the  functioning  endocrine  neo- 
])la.sm  is  one  of  the  most  fascinating  of  the  newer 
developments  of  endocrinology.  Following  the  rec- 
ognition of  the  effect  in  animals  and  man  of  an 
overdose  of  insulin,  Harris,^  in  1923,  presented  his 
classical  paper  on  the  recognition  of  hypoglycemic 
states  in  man.  These  conditions  are  characterized 
by  abnormal  weakness  in  the  absence  of  food,  with 
or  without  major  attacks  of  insulin  shock,  ranging 
from  vasomotor  collapse  through  unconsciousness 
and  convulsions  to  death,-  attacks  always  associated 
with  low  blood  sugar  and,  except  in  the  fatal  cases, 
always  temporarily  relieved  by  the  administration 
of  sugar.  The  surgical  importance  of  this  syndrome 
lies  in  the  fact  that  it  is  frequently  caused  by  func- 
tioning neoplasms  of  the  islets  of  Langerhans,  which 
in  most  instances  are  surgically  removal)le  with  com- 
plete cure  of  the  condition.  In  some  instances  such 
tumors  have  not  been  found,  and  in  some  instances 
such  tumors  are  malignant  and  cannot  lie  removed.^ 

'I'he  jjroldem  of  the  practitioner  in  regard  to  hyper- 
insulini.sm  is  two-fold,  namely,  diagnosis  and  the 
choice  of  cases  for  surgical  consultation.  Fortunately 
the  therapeutic  test,  i.  e.,  the  administration  of  sugar 
l)y  mouth  or  liy  vein  during  an  attack,  is  a simple 
procedure  which  any  practitioner  can  carry  out. 
.Adeejuate  laboratory  study,  particularly  of  the  blood 
sugar,  under  hospital  conditions  is  essential  before 
the  surgeon  can  justifialdy  advise  exploration  of  the 
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pancreas.  The  choice  of  cases  for  surgical  explora- 
tion must  be  made  by  joint  decision  of  the  physician 
and  the  surgeon.  Xo  conservative  surgeon  would  ad- 
vise exploration  in  the  minor  grades  of  hyperinsulin- 
ism  controllable  liy  frequent  sugar  intake.  Those 
cases  should  be  sulijected  to  surgical  treatment,  how- 
ever, in  which  the  attacks  are  frequent  and  severe 
in  spite  of  adequate  medical  management. 

In  thirt}-five  operative  cases  collected  by  \\hi])- 
ple  and  Frantz, twenty  tumors  were  found.  All  of 
these  twenty  cases  were  relieved  of  symptoms  with 
the  exception  of  one  operative  death.  In  the  fifteen 
cases  in  which  no  tumors  were  found,  a partial 
resection  of  the  pancreas  was  performed  analogous 
to  partial  thyroidectomy.  In  only  five  of  these 
cases  was  there  relief  of  s}'mptoms,  but  in  the  suc- 
cessful five  the  resection  was  more  radical  than  in 
the  remaining  ten.  Subtotal  resection  of  the  pan- 
creas for  chronic  hypoglycemia  has  not  on  the  whole 
represented  surgical  success  and  must  still  be  con- 
sidered as  experimental.  On  the  other  hand  in  the 
resection  of  pancreatic  tumors,  we  must  recognize 
one  of  the  most  striking  successes  in  recent  surgical 
liistory.  It  cannot  be  urged  too  strongly  that  the 
practitioner  of  medicine  be  on  the  alert  for  this 
clinical  picture,  that  he  confirm  his  suspicion,  first, 
l)y  the  therapeutic  test  and,  .second,  by  blood  sugar 
.studies,  and  that  in  proper  cases  he  ask  for  ex- 
ploration at  fit  surgical  hands. 

second  group  of  functioning  neoplasms,  the  sur- 
gical relationships  of  which  have  become  somewhat 
stabilized,  is  a group  of  tumors  of  the  parathyroid 
glands  with  the  associated  manifestations  of  hyper- 
parathyroidism. Two  distinct  forms  of  the  disease 
are  recognized,  namely,  Recklinghausen’s  osteitis 
fibrosa  cystica  generalisata,  and  multiple  and  recur- 
rent kidney  stone.  Rarer  clinical  forms  have  been 
described,  the  exact  limitations  of  which  are  not 
clear. 

Osteitis  fibrosa  cystica  is  a disease  characterized 
by  multiple  c}’sts  of  bone  which  may  become  obvious 
clinically  by  the  occurrence  of  deformities  or  of 
pathological  fractures.  The  presence  of  cysts  is  as- 
sociated with  muscular  weakness  and  hypotonia, 
vague  joint  and  muscle  pains,  and,  frequently,  by 
constipation.  There  may  be  polyuria  and  poly- 
dipsia. The  cysts  may  be  accompanied  by  general 
demineralization  of  the  bones  with  accompanying 
decrease  in  stature.  .Although  the  diagnosis  may 
lie  suspected  on  clinical  and  X-ray  study  of  the 


patient,  it  can  lie  confirmed  only  Iw  study  of  the 
calcium-phosphorus  metabolism,  a disturbance  in 
which  constitutes  the  pathology  t)f  the  disea.se. 

This  fundamental  chemical  disturbance  consists 
in  a negative  calcium  balance  resulting  from  an 
over-supply  of  the  secretion  of  the  parathyroids, 
namely.  j)arathormone.  Continuous  loss  of  calcium 
from  the  body  results  in  the  withdrawal  of  calcium 
from  the  skeleton  and,  hence,  in  the  demineraliza- 
tion of  the  bones  and  the  replacement  of  bone  by  soft 
tissue  in  the  form  of  cy.sts.  It  also  results  in  an 
increased  excretion  in  the  urine  of  calcium,  which 
may  be  ])recipitated  in  the  urinary  passages  in  the 
form  of  calculi.  Fortunately,  the  presence  of  a 
negative  calcium  balance  is  indicated  by  changes 
in  the  amounts  of  calcium  and  phosphorus  in  the 
blood,  easily  determined  by  any  competent  clinical 
pathologist.  These  changes  consist  in  an  elevation 
of  the  blood  calcium  and  a depression  of  the  blood 
phosphorus,  findings  that  are  essential  to  diagnosis. 
It  is  important  for  the  surgeon  to  insist  on  the  dem- 
onstration of  typical  disturbances  either  in  the  blood 
values  of  calcium  and  phosphorus,  or  in  the  level 
of  calcium  metabolism  before  considering  operation, 
f'hurchill  and  Cope®  say  “ 'Exploratory  operation’ 
to  confirm  or  disprove  a doubtful  diagnosis  has  little 
or  no  place  in  this  field.  The  findings  of  the  labora- 
tory are  more  exact  than  the  dissection  by  the  sur- 
geon.’’ In  other  words  surgical  attack  must  be 
limited  to  those  cases  presenting  characteristic  clin- 
ical and  chemical  findings. 

The  jilace  of  surgery  in  the  treatment  of  hyi)er- 
parathyroidism  resulting  from  functioning  tumors  is 
fi-xed.  The  disease  is  essentiall}’  chronic  and  pro- 
gressive. Whether  its  manifestations  be  calculous 
or  skeletal,  ultimately  it  cripples  the  patient.  The 
elimination  of  the  cause  is  necessary  and  can  be  ac- 
complished only  by  surger}-.  When  the  tumor  has 
lieen  removed,  symptoms  ordinarily  improve  and  the 
progress  of  the  disease  is  stopped. 

We  have  so  far  discussed  the  problem  as  one  of 
tumor  of  the  parath}roid  glands.  The  question  is 
still  unsettled  as  to  whether  here  also,  as  in  the 
thyroid  and  possibly  in  the  jiancreas,  there  may 
exist  a state  of  hyperplasia  of  the  parathyroids  re- 
sulting in  the  same  clinical  and  chemical  disturb- 
ances. Churchill  and  Cope,  in  1934,  were  skeptical 
of  this  possibility.  In  1936,®  however,  they  believe 
that  it  occurs,  and  cite  six  cases  among  thirty  in 
their  series  in  which  the  removal  of  large  quantities 
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of  hyperplastic  ])arathyroid  tissue  without  evidence 
of  tumor  has  resulted  in  marked  clinical  and  chem- 
ical improvement.  It  is  obvious,  however,  that  the 
surgery  of  hyperplasia  of  the  parathyroids  is  still 
poorly  defined.  The  surgeon  will  do  well  not  to 
assume  adequate  treatment  in  a case  of  hyperpara- 
thyroidism by  removing  even  moderately  enlarged 
parathyroids  without  adequate  search  for  tumor,  a 
procedure  which  presents  a technical  problem  of  the 
most  difficult  and  trying  variety. 

It  is  the  duty  of  the  practitioner  of  medicine  to 
urge  adequate  study  by  X-ray  and  by  the  clinical 
laboratory  of  patients  in  whom  this  disease  might 
possibly  be  present.  If  the  presence  of  the  disease 
is  confirmed,  it  is  his  duty  to  see  that  it  comes  into 
the  hands  of  a surgeon  capable  of  a successful  and  a 
safe  search  for  tumor. 

Time  suffices  only  for  mention  of  the  important 
functioning  neoplasms  of  the  pituitary,  the  male 
and  female  gonad  and  the  adrenal,  tumors  often 
involving  striking  alterations  in  body  structure  and 
function.  One  need  only  name  acromegaly,  giant- 
ism, pituitary  basophilism,  gcmecomastia,  masculini- 
zation,  precocious  puberty,  delayed  menopause,  paro- 
xysmal h}pertension  and  other  clinical  states  to  ap- 
preciate how  extensive  a field  is  here  omitted. 

'I'he  brilliant  accomplishments  of  endocrine  sub- 
stitution tlierapy  are  for  the  most  part  not  germane 
to  our  topic.  The  always  vexed  question  of  the 
treatment  of  undescended  testicle  must  be  discussed, 
however,  in  view  of  a recent  attack  on  the  problem 
from  its  endocrine  aspect.  In  any  large  series  of 
cases  the  results  of  surgical  treatment  are  found  to 
be  disappointing.  Wangensteen  reported  no  more 
than  50  per  cent  of  satisfactory  results.  Any  satis- 
factor\-  substitute  for  surgery  in  this  condition  must 
be  welcome. 

'I'he  gonadotropic  hormone,  the  anterior  pituitary- 
like  substance  which  is  found  in  the  urine  of  preg- 
nancy, has  been  employed  both  experimentally  in 
the  production  of  premature  descent  of  the  testes 
in  animals,®-  " and  clinically  in  the  treatment  of  de- 
layed descent  in  the  human  patient. 

It  is  important  to  outline  the  natural  history  of 
undescended  testicle  untreated.  Until  recently,  the 
view  has  been  held  that  testicles  undescended  at 
twelve  months  will  never  descend.*  In  1934,  Drake’® 
challenged  this  statement  on  the  basis  of  his  ex- 
perience in  a boys’  school,  and,  within  the  past 
year,  Williams,”  of  England,  has  presented  similar 


evidence  in  support.  They  have  found  that  over 
70  per  cent  of  cases  descend  spontaneously  at 
puberty.  Inasmuch  as  less  than  3 per  cent  of  the 
2,014  cases  observed  by  Williams  presented  the 
anomaly,  it  is  obvious  that  a very  small  number  of 
cases  will  need  treatment  of  any  sort.  The  difficulty, 
of  course,  resides  in  predicting  which  cases  will  need 
treatment. 

A careful  analysis  of  reports’’  covering  ap- 
proximately one  hundred  cases  treated  with  the  hor- 
mone from  pregnancy  urine  strongly  suggests  that 
this  treatment  actually  may  repeat  in  the  patient 
the  phenomena  observed  in  the  exjierimental  animal. 
.Although  in  any  single  case  descent  during  treat- 
ment would  be  equivocal,  the  high  frequency  of  this 
occurrence  in  many  reported  cases  is  strongly  sug- 
gestive, particularly  as  the  descent  has  so  frequently 
occurred  in  the  course  of  treatment  long  before  ex- 
pected puberty. 

If  it  is  true  that  the  descent  of  the  testes  is  favored 
b)’  this  method  of  treatment,  the  question  of  dis- 
advantages or  dangers  must  be  raised.  Cabot’*  has 
emphasized  the  danger  of  causing  premature  sexual 
development  with  accompanying  psychic  changes, 
undesirable  at  an  early  age.  Dorff*  has  observed 
undesirable  sexual  maturity  and  issues  a warning 
against  it.  The  difficulties  attendant  on  spontaneous 
sexual  precocity  are  familiar  to  every  pediatrician. 
'I'he  later  psychic  and  sexual  experiences  of  boys 
treated  with  hormone  are  yet  unknown,  but  the  re- 
[)orts  available  present  no  evidence  that  later  prob- 
lems have  arisen. 

Other  questions  to  be  raised  are  those  of  dosage 
and  of  the  optimum  period  for  treatment.  In  the 
literature  are  found  cases  which  have  apparently 
responded  almost  overnight  to  a dose  as  small  as 
100  rat  units,  and  others  which  have  not  responded 
until  over  20,000  rat  units  have  been  given,  in  at 
lea.st  one  instance  45,200.®  In  general  it  is  apparent 
that  the  larger  doses  are  followed  more  frequently 
by  descent  of  the  testes  and  that  descent  is  apparently 
more  apt  to  occur  the  nearer  the  patients  are  to 
pubert}-.  It  would  seem  logical  therefore  to  defer 
treatment  until  early  adolescence.  'Fhis  conclusion 
is  further  fortified  by  the  fact  that  precocious  sexual 
develo])ment  need  not  then  be  so  greatly  feared. 

In  general,  the  following  program  suggests  itself. 
In  the  absence  of  hernia  or  of  an  acute  surgical  com- 
plication, cases  of  undescended  testis  should  prob- 
able receive  no  treatment  until  the  beginning  of 
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puberty.  If  descent  does  not  begin  then,  it  is  prob- 
ably justifiable  to  make  a trial  of  hormone  treat- 
ment rather  than  to  accept  at  once  the  necessity  for 
surgical  handling.  If  an  adequate  effect  is  not 
observed  in  the  course  of  a few  months,  operation 
must  be  accepted. 

It  has  been  the  dream  of  surgeons  for  many  years 
that  the  transplantation  of  missing  glandular  tissue 
from  a healthy  person  to  the  patient  would  obviate 
the  necessity  for  substitution  therapy.  Within  the 
last  three  years  there  has  appeared  a new  principle 
of  attack  on  this  problem. 

Many  experimental  and  clinical  attempts,  largely 
unsuccessful,  have  been  made  to  transplant  glands 
of  internal  secretion.  Following  the  demonstration 
of  the  incompatibilities  between  the  bloods  of  in- 
dividuals, the  assumption  has  been  made  that  some 
form  of  hitherto  unrecognized  incompatibility  be- 
tween the  issue  of  the  donor  and  the  tissue  of  the 
host  has  been  responsible  for  lack  of  success.  Stone^^ 
conceived  the  idea  that  by  habituating  the  graft  to 
the  tissues  of  the  host  before  transplantation  this 
handicap  could  be  overcome.  His  method  of  accom- 
plishing this  end  is  to  grow  the  gland  in  tissue  cul- 
ture in  a medium  containing  the  host’s  blood.  After 
the  growth  of  the  gland  tissue  is  established  in  the 
new  medium,  the  proliferating  cells  are  transplanted 
into  the  host. 

In  a prolonged  series  of  animal  experiments  a 
higher  proportion  of  successful  transplantations  has 
been  obtained  than  by  any  other  method.^^  This 
success  has  justified  the  hope  that  the  new  principle 
may  in  the  future  offer  a solution  to  this  heretofore 
insoluble  clinical  problem.  Stone  has  employed 
it  clinically  in  about  fifteen  cases  of  parathyroid 
deficiency.  Of  these  he  records  five  as  probably  suc- 
cessful. Several  others  have  shown  improvement 
in  .symptoms,  but  are  not  to  be  classed  as  definite 
cures.  smaller  number  of  thyroid  grafts  have  been 
done  in  the  human  being,  none  of  which  he  records 
as  successful. 

.Although  the  value  of  Stone’s  method  is  still 
unproven,  it  offers,  both  theoretically  and  on  the 
basis  of  practical  results  to  date,  a conception  of 
unlimited  future  possibilities.  Unfortunately,  the 
present  difficulties  of  tissue  culture  somewhat  limit 
its  adoption. 

Under  the  heading  of  the  indirect  attack  upon 
hypof unction  of  endocrine  glands  are  grouped  two 
procedures  which  are  both  somewhat  doubtful  in 


rationale  and  without  striking  practical  effect.  The 
attempt  to  increase  the  circulation  of  the  pancreas  in 
so-called  “insulin  sensitive”  diabetes  by  splanchnic 
sympathectomy  and  thereby  to  increase  the  activity 
of  the  island  cells  has  been  undertaken  a few  times 
w'ithout  permanent  success.  The  ligation  of  the 
pancreatic  duct  near  the  head  of  the  pancreas  has 
had  equally  equivocal  results.  This  procedure  is 
based  upon  the  observed  increase  in  the  number  and 
size  of  the  islands  following  the  classical  ligation 
experiments  through  which  insulin  was  first  isolated. 

The  diseases  of  the  endocrine  glands  which  are 
not  associated  with  disturbances  of  function  need 
not  detain  us.  They  include  the  non-toxic  varieties 
of  goitre,  the  non-functioning  tumors  of  the  various 
endocrine  glands,  inflammations,  and  trauma.  The 
surgery  of  these  lesions  is  in  most  instances  soundly 
based  and  to  some  degree  technically  perfected. 

The  employment  of  substances  from  the  pituitary 
gland  and  from  the  adrenal  gland,  in  the  treatment 
of  haemorrhage,  shock  and  paralytic  ileus,  has  fur- 
nished a useful  addition  to  the  surgical  armamen- 
tarium, but  the  indications  and  value  of  these  modal- 
ities cannot  be  dwelt  upon  here. 

The  present  trend  of  surgery  towards  attempts 
to  modify  the  physiological  balance  of  organs  or 
systems  has  found  expression  in  the  endocrine  field. 
The  most  striking  of  these  expressions  has  been  the 
attempt  to  modify  the  activity  of  the  diseased  heart 
by  lowering  the  rate  of  metabolism  through  total 
thyroidectomy.  There  is  a logical  objection  to  the 
practice  of  superimposing  surgical  myxoedema  upon 
a damaged  heart.  Although  the  heart  may  be  called 
upon  to  do  less  work,  yet  at  the  same  time  it  is  prob- 
ably rendered  less  able  to  do  that  work  through 
decrease  of  muscle  tonus.  We  must  not  forget  that 
the  myxoedema  heart,  as  pointed  out  by  Christian 
and  others,  may  be  in  itself  a source  of  disability. 
Reports  are  becoming  less  enthusiastic  for  the  use 
of  the  method  in  congestive  heart  failure,  possibly 
because  the  choice  of  suitable  cases  is  not  yet  well 
established.  In  angina  pectoris  results  have  been 
somewhat  more  encouraging.  In  view  of  the  dis- 
advantages of  myxoedema,  however,  total  thyroid- 
ectomy should  perhaps  at  the  present  time  yield  first 
place  in  the  treatment  of  angina  to  one  of  the  forms 
of  attack  upon  the  sympathetic  nerve  supply  to  the 
heart. 

In  this  hurried  and  incomplete  review  of  the  rela- 
tionships of  surgery  to  the  endocrine  system,  an  at- 
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tempt  has  been  made  to  emphasize  the  elements  of 
immediate  vital  interest.  ^lany  points  of  equal  im- 
portance have  had  to  be  ignored  or  dismissed  with  a 
brief  reference.  As  Graham^®  has  recently  said,  the 
therapy  of  the  endocrine  system  is  now  largely  sur- 
gical. If  transplantation  of  endocrine  glands  be- 
comes practicable,  the  therapy  of  the  more  marked 
disturbances  of  endocrine  function  will  be  almost  en- 
tirely surgical.  This  greatly  increased  intimacy  of 
surgery  and  the  endocrine  system  is  in  line  with  the 
jrresent  trend  of  surgical  thought  toward  physiologic 
considerations.  The  surgeon  of  today,  in  a sense 
undreamed  of  by  our  professional  forbears,  must 
struggle  to  be  not  only  diagnostician,  pathologist, 
and  technician,  but  also  more  than  a little  bio- 
chemist and  physiologist. 
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Discussion  of  Papers  by  Drs.  Ale.xander,  Andrews  and 
Lehman  in  the  Sy.mposiu.m  on  the  Endocrine  Diseases. 

Dr.  Ja.mes  H.  Smith,  Richmond:  In  dividing  the  sub- 
ject of  today’s  symposium  into  three  parts,  medical, 
gynecological  and  surgical,  the  division  has  been  made 
that  was  followed  by  the  British  medical  profession  in 
their  celebration  of  the  jubilee  year  of  King  George  V. 
'I'he  parallel  is  further  borne  out  in  that  one  of  the 
three  noted  Englishmen  who  took  part  in  that  program 
included  in  his  review  the  subject  of  the  hormones.  We 
are,  therefore,  following  a distinguished  precedent. 

Starling’s  idea  of  chemical  control,  the  idea  to  which 
the  name  hormone  or  messenger  has  been  applied,  dates 
back  no  further  than  1905.  When  we  consider  its  new- 
ness, it  is  truly  remarkable  to  contemplate  the  progress 
that  has  been  made.  That  progress  is  strikingly  indi- 
cated and  helpfully  summarized  in  the  papers  just  read. 

We  are  at  a stage  in  the  development  of  endocrinology 
when  it  is  possible  to  believe  that  anything  may  occur. 
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Because  this  is  so,  we  must  try  constantly  to  distinguish 
between  what  we  know  clinically  and  what  we  know 
physiologically.  This  distinction  was  impressively  drawn 
in  one  of  Novak’s  recent  papers  when  he  said;  “If  this 
paper  dealt  with  gynecologic  endocrinology  instead  of 
gynecologic  organotherapy,  it  would  be  difficult  to  crowd 
within  its  restricted  limits  a recital  of  the  brilliant  ac- 
complishments within  that  field.  ...  It  is  not  so  diffi- 
cult,” he  added,  “to  find  space  for  the  accomplishments 
in  the  field  of  organotherapy.” 

In  discussing  the  excellent  and  practical  papers  that 
have  been  presented,  my  remarks  must  necessarily  be 
general  in  character.  Even  so,  trying  not  to  be  too 
vague,  we  may  think  of  the  present  body  of  knowledge 
related  to  the  ductless  glands  as  divisible  into  three  parts. 
'I'he  speakers  have  already  indicated  such  a differentia- 
tion. First,  there  is  a large  domain  which  the  physio- 
logist is  exploring  but  which  he  has  not  yet  mastered  so 
as  to  put  new  remedies  into  the  hands  of  the  clinician. 
Some  of  this  work  not  yet  translated  into  practical 
therapy  has  already  taken  on  importance  in  the  diag- 
nostic clinic.  A good  illustration  is  the  Aschheim-Zondek 
test,  which  serves  also  to  illustrate  the  earlier  comment 
that  almost  anything  is  possible.  Most  of  us  would  have 
been  quite  incredulous  if  told  a few  years  back  that,  in 
the  event  of  pregnancy  in  a woman  there  would  arise 
in  the  pituitary  gland  (or  in  the  chorion)  processes 
which  so  affect  the  urine  that,  when  injected  into  a 
female  rabbit,  the  animal’s  uterine  appendages  would 
undergo  changes  so  as  to  indicate  pregnancy  in  the 
woman.  Intricate  as  it  is,  it  has  come  to  be  a routine 
diagnostic  procedure. 

The  second  and  third  divisions  in  the  present  status  of 
endocrinology  may  be  called,  respectively,  the  field  of 
experimental  therapy  and  the  field  of  established  therapy. 
By  the  term  “experimental  therapy,”  I mean  the  trial  of 
certain  surgical  procedures  and  the  administration  of 
certain  organic  products  not  yet  of  proven  value,  meth- 
ods of  treatment  to  which  Novak  suggestively  refers  as 
sufficiently  logical  to  permit  their  being  carried  out  “with 
no  loss  of  dignity  or  self-respect.”  This  is  an  essential 
step,  the  traversing  of  the  borderland  between  labora- 
tory and  common  practice,  in  the  development  of  any 
therapy.  But  the  very  brilliance  of  success  achieved  in 
endocrine  therapy  demands  that  experimentation  be  kept 
under  scientific  restraint.  The  physiologist  in  his  labora- 
tory may  pursue  as  ardently  as  he  pleases  whatever  line 
of  investigation  may  appeal  to  his  imagination.  The  clin- 
ician distinctly  may  not.  If  and  when  he  embarks  on 
untried  or  inconclusively  tried  therapy,  he  must  frankly 
admit  at  least  to  himself  the  nature  of  his  undertaking. 
In  this  guarded  attitude,  a few  favorably  placed  clin- 
icians, without  injustice  to  the  patient  may  succeed  in 
learning  something  and  contributing  to  the  knowledge  of 
others.  Needless  to  say,  the  near-charlantry  of  poly- 
glandular therapy  does  not  come  within  the  scope  of 
such  legitimate  clinical  investigation.  I was  impressed 
by  Dr.  Lehman’s  conservative  attitude  toward  thyroid 
surgery  for  heart  disease,  and  it  seems  to  me  that  such 
conservatism  is  for  the  present  eminently  right.  On  the 


other  hand,  it  is  stimulating  to  think  of  what  parathyroid 
surgery  may  do  for  some  of  those  people  who  manu- 
facture urinary  calculi  perennially. 

In  the  field  of  surgery  the  results  of  thyroidectomy  for 
hyperthyroidism  and  of  parathyroidectomy  in  osteitis 
fibrosa  cystica  are,  of  course,  among  the  most  brilliant 
of  modern  therapeutic  achievements. 

Turning  briefly  to  forms  of  established  organotherapy, 
the  striking  characteristic  of  what  has  been  accomplished, 
whether  in  medicine,  gynecology  or  surgery,  is  specificity. 
The  effect  of  a given  organic  preparation  may  be  mul- 
tiple. For  example,  adrenalin  raises  blood  pressure  and 
relieves  bronchial  spasm;  extract  of  posterior  lobe  of  the 
pituitary  gland  (pituitrin)  raises  blood  pressure  and  is 
oxytocic.  Though  the  effect  is  multiple,  it  is  in  each 
respect  clear-cut  and  definite.  Indeed,  if  a gland  begins 
to  appear  to  have  many  and  diverse  physiological  actions, 
then  the  investigators  begin  to  attribute  to  it  many  and 
diverse  hormones  and  set  about  separating  them.  The 
anterior  pituitary  illustrates  this  well.  From  this  at- 
titude of  the  physiologists  the  clinician  does  well  to  take 
the  cue  that  if  he  is  to  prescribe  intelligently  the  use  of 
organic  preparations,  it  must  be  with  a definite  effect 
in  v’iew. 

Another  important  feature  of  organotherapy  is  the 
fact  that  with  a few  striking  exceptions,  oral  adminis- 
tration is  valueless.  Practically,  the  exception  is  the 
thyroid.  The  estrogenic  principle  represented  by  theelol 
is  perhaps  another,  but  it  appears  that  there  is  a better 
chance  of  success  in  ovarian  substitution  therapy  with 
parenteral  use  of  the  principle  as  represented  by  theelin. 
As  far  as  1 know,  the  adrenal  cortex  hormone  is  not 
available  commercially,  though  its  efficacy  administered 
by  mouth  in  Addison’s  disease  seems  to  be  well  estab- 
lished. The  necessity  for  parenteral  use  of  important 
hormones  is  illustrated  by  adrenalin,  insulin  in  diabetes 
and  parathyroid  in  tetany. 

It  would  be  a provocativ'e  thing  if  in  this  casual  list 
1 should  claim  to  have  mentioned  all  the  established  items 
of  organotherapy.  It  would  be  more  discreet  to  admit 
that  they  represent  the  limits  of  my  acquaintance.  The 
principle  represented  by  antuitrin-S  obtained  from  the 
urine  of  pregnant  animals  appears  to  be  useful  in  at 
least  some  cases  of  uterine  bleeding.  The  reason,  of 
course,  that  the  whole  subject  of  gynecologic  organo- 
therapy lags  behind  that  of  gynecologic  endocrinology 
is  the  complexity  of  the  underlying  pathology.  It  is  one 
of  the  most  promising  fields  for  further  investigation 
both  in  the  laboratory  and  in  the  clinic.  Dr.  Andrews 
and  Dr.  Alexander  have  well  expressed  the  promise  and 
the  pitfalls  of  organotherapy. 

1 want  to  congratulate  the  Society  and  the  speakers  on 
a most  interesting  symposium  dealing  with  a rapidly 
developing  subject. 

Dr.  .Andrews,  closing  discussion:  Dr.  Smith  has  called 
attention  to  the  important  fact  that  this  subject  needs  to 
be  under  continued  scientific  study  and  surveillance.  We 
recognize  the  danger  of  using  inert  products  in  some 
cases  and  possibly  in  others  actually  producing  harmful 
results. 
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CAUTION  IN  THE  USE  OF  PROTAMINE  INSULIN. 


William  R.  Jordan,  M.  D., 

Richmond,  V'a. 


Protamine  insulin  is  now  on  sale  at  drug  stores, 
and  probably  many  diabetics  will  be  treated  with 
it  shortly.  The  early  reports  were  so  enthusiastic 
that  the  impression  has  arisen  that  harmful  effects 
such  as  severe  hypoglycemic  reactions  are  extremely 
improbable.  The  gradual  descent  of  the  blood  sugar 
level  brought  about  by  this  insulin  of  slow  and 
prolonged  action  supposedly  makes  unlikely  the  de- 
velopment of  clinical  reactions  or  at  least  gives  such 
timely  warning  that  severe  reactions  do  not  occur. 
Such  has  not  been  true  in  my  experience  of  the 
use  of  this  insulin  in  the  past  year.  So  far  I 
have  treated  only  seventeen  patients  with  it,  but  .some 
of  these  patients  have  used  this  insulin  for  prac- 
tically the  full  year.  Unconsciousness  has  occurred 
in  six  cases,  and  in  three  instances  the  duration  of 
the  reaction  was  far  longer  after  the  initiation  of 
treatment  for  the  hypoglycemia  than  is  usually  true 
with  regular  insulin.  .Although  carelessness  in 
cariA'ing  out  the  treatment  advised  led  to  these  severe 
reactions  in  four  of  these  patients,  the  errors  were 
glaring  in  only  two  in.stances  and  in  four  of  the  six 
cases  mild  reactions  occurred  at  similar  times  even 
when  dire(*tions  were  followed.  These  hypoglycemic 
reactions  have  been  troublesome  almost  entirely  in 
the  cases  being  tried  on  a single  daily  injection  of 
protamine  insulin  alone.  In  these  cases  the  in- 
jection was  made  prior  to  breakfast  and  the  reac- 
tion occurred  between  midnight  and  breakfast,  most 
often  just  prior  to  the  time  of  injection  of  insulin. 
Enough  protamine  insulin  to  take  care  of  the  three 
meals  is  usually  too  much  for  the  fasting  period 
during  the  night.  For  this  reason  I have  prescribed 
a bedtime  lunch  and  the  taking  of  the  breakfast 
fruit  as  soon  as  the  patient  awakes  in  the  morning. 
In  other  cases  this  has  been  insufficient,  and  reduc- 
tion of  the  amount  of  protamine  insulin  was  neces- 
sary. I'o  compensate  for  this  the  injection  of  a few 
units  of  regular  in.sulin  just  prior  to  breakfast  was 
made. 

Local  reactions  with  redness,  swelling,  pain  and 
tenderness  at  the  site  of  injection  have  occurred  in 
several  cases,  in  one  of  which  the  family  discon- 
tinued the  use  of  the  new  insulin  because  of  these 
reactions.  Several  months  later  resumption  of  this 


insulin  in  the  latter  case  led  to  similar  reactions 
which  ceased  after  a month  of  continuous  u.se.  In  a 
second  case  local  reactions  began,  or  at  least  be- 
came really  troublesome,  some  months  after  the 
initiation  of  treatment.  third  case  has  had  local 
reactions  with  prolonged  induration  but  little  or  no 
discomfort  after  every  injection  of  regular  insulin 
for  the  preceding  nine  years  and  after  the  protamine 
insulin  for  the  past  six  months. 

.\nother  disturbing  feature  of  the  treatment  with 
protamine  insulin  is  a result  of  its  prolonged  action. 
Occasionally  a patient  will  be  unable  to  take  food, 
due  to  nausea,  vomiting  or  unconsciousness  occurring 
shortly  after  the  injection  of  the  new  insulin  de- 
signed for  utilization  of  the  food  intake  of  the  en- 
tire day.  It  then  becomes  necessary  to  supply  food 
repeatedly  throughout  the  day  and  night  by  artificial 
routes  such  as  by  .stomach  tube  or  the  intravenous 
needle. 

The  following  case  presents  the  unusual  picture 
of  hypoglycemia  giving  rise  to  some  other  condition, 
]iossibly  cerebral  edema,  which  caused  prolonged 
mental  aberration  lasting  two  days.  The  general 
appearance  of  the  patient  and  the  irregular  respira- 
tion combined  with  the  other  findings  to  form  a 
most  alarming  picture  which  persuaded  me  that 
protamine  insulin  used  improperly  can  be  really 
injurious. 

Case  Report 

Case  No.  54,  a girl  of  eleven  years,  with  diabetes 
of  nearly  five  years’  duration,  had  been  treated 
with  fifty-eight  units  of  regular  insulin  in  four  doses 
daily.  In  spite  of  a do.se  of  thirteen  units  at  one 
A.  ISI.,  her  fasting  blood  sugar  six  hours  later  varied 
from  205  to  .370  mg.  For  this  reason  treatment  with 
three  injections  of  regular  insulin  before  meals  and 
a ten  P.  M.  dose  of  protamine  insulin  was  begun. 
One  night  the  mother  was  not  at  home  and  the 
grandmother  gave  the  injection  of  protamine  insulin 
at  nine  P.  M.  Being  unable  to  see  the  fine  lines 
on  the  U-40  scale,  she  measured  out  the  same  num- 
ber of  lines  on  the  U-20  scale.  In  other  words  she 
doubled  the  dose  of  insulin.  At  about  three  M. 
the  patient  was  found  unconscious  and  delirious  and 
thrashing  around  in  bed.  The  family  attempted  to 
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give  orange  juice,  but  clenched  teeth  and  vomiting 
nullified  the  effects  of  their  treatment.  About  four 
hours  after  the  onset  of  S}mptoms  I saw  the  patient 
who  presented  the  picture  of  a typical  insulin  reac- 
tion such  as  she  had  had  on  other  occasions  and 
which  had  been  relieved  fairly  promptly  with  glucose 
by  vein.  Without  taking  a blood  sample  I gave  her 
16  cc.  of  50  per  cent  glucose.  She  then  improved 
enough  to  drink  orange  juice  and  to  lie  quietly  in 
bed.  Three  hours  later  I was  called  back  to  see  the 
I)atient  because  she  had  vomited  the  orange  juice, 
had  not  eaten  breakfast,  and  all  the  symptoms  of 
severe  hypoglycemia  had  returned.  I then  gave  30 
cc.  of  50  per  cent  glucose  by  vein  and  the  juice  of 
three  oranges  by  mouth,  again  with  only  partial  im- 
provement. Followdng  this,  glycosuria  occurred  but 
unconsciousness  persisted.  Within  the  next  two 
hours  acetone  appeared  in  the  urine  and  fifteen  units 
of  regular  insulin  was  given.  In  spite  of  this  in- 
sulin, glycosuria  and  acetonuria  increased  and  the 
blood  sugar  was  found  to  be  160  mg.  three  hours 
after  the  insulin.  Aside  from  the  mental  state,  the 
shrieking,  and  the  intermittent  involuntary  contrac- 
tions of  various  groups  of  muscles,  nothing  abnor- 
mal was  found  on  physical  examination.  Fifteen 
hours  after  the  onset  of  symptoms  the  patient  began 
to  ask  for  water,  but  she  did  this  in  a daze  and 
seemed  unaware  of  her  surroundings.  Involuntary 
urination  occurred  frequently.  She  was  kept  on  a 
liquid  diet  with  frequent  injections  of  small  doses 
of  insulin,  and  the  following  day  the  ketonuria  dis- 
appeared and  the  blood  sugar  was  again  160  mg. 


Spinal  puncture  showed  normal  pressure,  dynamics 
and  other  findings  save  for  ten  lymphocytes.  Stupor 
and  delirium  continued  throughout  the  second  day, 
but  the  morning  of  the  third  day  fifty-two  hours 
after  the  onset  of  symptoms,  she  awoke  with  a clear 
mind  and  no  recollection  of  the  events  of  the  pre- 
ceding two  days.  No  further  untoward  symptoms 
or  signs  were  noted  and  recovery  was  prompt  and 
complete. 

Summary 

The  employment  of  protamine  insulin  with  or 
without  zinc  has  been  followed  in  a number  of  cases 
with  local  and  general  reactions  which  are  at  times 
severe.  One  case  with  a very  severe  hypoglycemic 
reaction  is  reported. 

Conclusions 

Protamine  insulin  seems  of  marked  benefit  as  a 
supplement  to  regular  insulin  in  many  cases  and 
occasionally  gives  striking  results  in  entirely  replac- 
ing the  regular  insulin.  It  is  undoubtedly  of  value 
in  cases  needing  midnight  doses  of  regular  insulin 
to  lower  the  fasting  blood  sugar.  Its  use  should 
be  restricted  to  cases  in  which  close  observation  and 
careful  management  are  employed  and  certainly  at 
first  to  patients  who  will  follow  carefully  all  details 
of  the  treatment  prescribed,  since  it  does  give  rise 
to  unpleasant  and  at  times  alarming  reactions.  In- 
discriminate use  should  be  avoided  because  of  its 
powerful  and  prolonged  action. 

Medical  Arts  Building. 


DR.  HUNTER  HOLMES  McGUIRE, 
Surgeon,  Teacher,  Author,  and  Man.* 


Marshall  J.  Payne,  M.  D.,  F.  A.  C.  S.. 

Staunton,  Va. 


One  hundred  years  ago  today.  Dr.  Hunter  Holmes 
McGuire  was  born.  On  that  day,  a great  epoch  in 
history  was  wrought — for  Dr.  McGuire  made  his- 
torv.  Dr.  McGuire’s  part  in  the  making  of  history 
was  not  limited  to  any  narrow  restricted  sphere. 
The  records  of  his  deeds  reveal  that  he  was  engaged 
in  notable  affairs  and  important  events  in  the  pro- 

♦Address  broadcast  at  the  foot  of  the  monument  of  Dr. 
Hunter  Holmes  McGuire  in  the  Capitol  grounds,  Rich- 
mond, Virginia,  under  the  auspices  of  the  Medical  College 
of  Virginia,  on  the  one-hundredth  anniversary  of  his  birth, 
October  11,  1935. 


fession  of  medicine  and  surgery.  W’e  find  also  that 
he  employed  even  greater  efforts  in  the  civil  affairs 
of  his  native  state,  and  was  awarded  an  enviable 
and  unchallenged  place  of  distinction  by  the  people 
of  Virginia  for  his  service  in  times  of  war  and  of 
peace,  in  testimony  of  which  this  silent  statue  is  im- 
mutable evidence. 

Historical  personages  in  all  ages  have  controlled 
the  interests  and  shaped  the  happiness  of  mankind. 
The  earthly  destiny  of  the  human  race  has  been 
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largely  directed  and  influenced  by  the  makers  of 
history.  Men  come  and  act  a part  on  the  world 
stage  and  go  on,  and  history  is  made  for  either  peril 
or  success.  During  the  hundred  years  just  past, 
the  world’s  history  has  been  literally  rewritten.  This 
is  true  esjiecially  of  the  history  of  medicine  and  sur- 
ger}-.  Dr.  McGuire  acted  well  his  part  in  the  mak- 
ing of  the  history  of  medicine  and  surger}-. 

Dr.  McGuire  lived,  so  to  speak,  in  two  ages  of 
surgery  and  medicine — in  the  transition  j)eriod,  that 
is.  during  the  period  when  the  modern  theory  of 
the  cause  of  disease  processes  was  being  evolved  and 
e.stablished.  He  was  one  of  the  foremost  men  to 
ado{)t  and  put  into  practice  the  outstanding  ad- 
vances in  the  healing  art.  His  influence  as  a leader 
was  established  in  both  ages  of  the  practice  of  med- 
icine and  surgery. 

Xo  cne  can  be  unappreciative  of  the  signal  honor 
paid  to  him  by  invitation  to  have  a part  in  con- 
nection with  the  ceremony  at  the  hundredth  anni- 
versary of  the  birth  of  Dr.  Hunter  McGuire.  I 
am  not  unmindful  of  my  inability  in  the  use  of 
words  and  e.xpression  of  speech  to  fittingly  portray 
to  you  in  part  something  of  the  influence  of  the 
worthy  deeds,  accomplishments,  and  conduct  in  the 
life  of  this  distinguished  man.  The  mind  leads  on 
and  the  will  reaches  out  for  strength  and  hope  for 
the  fulfillment  of  the  task,  for  never  before  in  my 
life  has  thought  been  more  worthily  engaged.  The 
life  of  Dr.  Hunter  McGuire  challenges  and  inspires 
in  the  minds  of  thinking  men  noble  efforts,  and 
quickens  the  desire  for  higher  achievements. 

I am  familiar  with  the  greater  part  of  his  printed 
secular  and  medical  contributions.  I have  heard 
him  dramatically  and  forcibly  describe  some  im- 
portant phenomena.  I have  witnessed  his  matchless 
operative  skill.  I have  learned  of  incidences  in  his 
practice  of  medicine  and  surgery  from  laymen  and 
physicians.  I have  been  told  by  his  grateful  pa- 
tients of  his  sympathy  in  their  suffering  and  his 
eager  ready  wish  to  relieve  their  ills.  I heard  one 
patient  tell  of  how  Dr.  McGuire  removed  his  urinary 
bladder,  washed  it  in  a pan,  and  returned  it  to  its 
place,  and  he  was  cured.  I have  listened  to  his  as- 
sistant tell  of  the  pride  of  doing  menial  things,  or- 
dered by  Dr.  McGuire,  in  order  that  he  might  sit  at 
his  feet  and  learn  of  him.  I recall  the  first  time  I 
ever  heard  of  an  ajipendectomy  being  done,  and  that 
by  Dr.  McGuire.  The  patient  in  this  operation 
was  an  intimate  j)ersonal  friend  and  classmate,  a 


fellow  medical  student.  I was  told  only  a few 
days  ago  by  a then  youth  how  the  neighboring  boys 
climbed  trees  hoping  to  get  a glimpse  of  Dr.  Mc- 
Guire the  surgeon.  I have  Ijeen  impressed  with 
the  active  part  taken  by  him  in  the  public  life  of 
our  Commonwealth — “As  ijold  in  Virtue’s  cause  he 
spoke.”  All  of  these  intimate  jiersonal  impressions 
irresistibly  compel  me  to  speak  of  the  influence  of 
Dr.  Hunter  IMcGuire  as  surgeon,  teacher,  author, 
and  man. 

As  surgeon,  not  only  in  the  South,  but  in  the 
world.  Dr.  McGuire  ranked  as  a pioneer.  Though 
compelled  to  rely  on  the  complaint  and  history  of 
the  patient’s  illness  as  given  by  the  family  or  the 
patient,  yet,  by  thoroughly  alert  and  sensitively 
trained  special  senses  developed  to  the  highest  pos- 
sible degree.  Dr.  McGuire  almost  unerringly  con- 
firmed or  disproved  the  jiatient’s  statement  and 
reached  a correct  diagnosis. 

One  of  the  most  outstanding  and  lasting  impres- 
sions in  my  mind  of  Dr.  McGuire  was  his  superb 
de.scription  of  “facial  expressions,”  originally  used 
l)y  him  as  a diagnostic  means  in  acute  traumatic  or 
pathological  conditions  of  the  abdominal  cavity.  He 
seemed  able  almost  intuitively  to  make  a correct 
diagnosis  and  to  correct  errors  in  diagnosis.  We 
must  bear  in  mind  that  he  was  not  aided  by  modern 
extensive  laboratory  findings  of  the  blood,  the  urine, 
of  tissues,  and  of  secretions  of  the  body,  nor  was  it 
ever  possible  for  him  to  have  the  aid  of  the  X-rays. 
The  X-rays  had  not  then  been  evolved.  We  may 
well  understand,  then,  the  fitness  of  his  mind  for 
close  and  accurate  observation  and  for  the  logical 
conclusions  characteristic  not  only  of  his  methods 
of  diagnosis,  but  shown  in  every  act  of  his  life. 

His  surgical  work  and  operative  procedures  were 
done  without  the  present-day  modern  equipment  and 
facilities.  He  did  not  have  the  advantages  of  the 
pressure  steam  sterilizers  for  dressings  and  instru- 
ments, nor  did  he  have  the  modern  retractors,  con- 
veniently adapted  clamps,  perfect  needles,  or  needle 
holders,  aseptic  absorbable  sutures  or  rubber  gloves. 
It  may  be  said  that  the  equipment  for  hospitals  and 
surgeons  was  almost  totally  lacking  in  convenience 
and  efficiency.  Surgical  history  tells  that  the  nature 
and  extent  and  technique  of  all  radical  operative 
procedures  have  been  extended  and  refined  by  the 
experiences  of  individual  surgeons.  During  the  life 
of  Dr.  McGuire,  the  thoughts  of  the  operator  and 
the  technique  of  operative  procedures  were  prac- 
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tically  original,  and  in  many  cases  extemporaneous 
with  the  exception  perhaps  of  operations  for  ampu- 
tations and  ligations  of  arteries.  Therefore  opera- 
tive technique  at  that  time  varied  with  each  sur- 
geon. It  was  under  these  trying  and  difficult  sur- 
roundings that  the  master  mind,  the  steady  and 
deft  hand  combined  to  sublimely  fit  Dr.  Hunter  Mc- 
Guire for  leadership  in  surgery  and  bring  to  him 
out.standing  success  in  his  life’s  work. 

“Ligation  of  the  abdominal  aorta  for  inguinal 
aneurism,  was  first  performed  by  Sir  Astley  Cooper 
in  1817  and  has  l)een  since  repeated  by  McGuire 
of  Richmond,  Virginia.”  (See  Quart.  Journal  of 
Medicine  and  Science,  August,  1869,  page  5.)  “In 
the  case  of  Dr.  McGuire  it  was  intended  to  tie  the 
common  iliac,  but  the  aneuri.sm  was  found  to  in- 
volve the  aorta  and  burst  during  the  examination.” 
(American  Journal  of  Medical  Sciences,  October, 
1868,  page  415.)  The  above  references  may  be 
conveniently  found  in  the  Principles  and  Practice 
of  Surgery,  by  John  Ashhurst,  Jr.,  M.  D.,  published 
in  1882,  by  Henry  C.  Lea’s  Son  & Company,  Phil- 
adelphia, pages  573  and  574. 

“Hunter  McGuire,  one  of  the  most  distinguished 
teachers  of  surgeons  in  the  South,  was  Stonewall 
Jackson’s  surgeon.  He  was  the  first  to  tie  the  aorta 
after  Sir  Astley  Cooper,  1868.”  From  William  D. 
Haggard,  Nashville,  Tenn.,  Address  of  the  Retir- 
ing President,  The  Background  of  the  American 
Surgeon,  page  166,  .American  College  of  Surgeons, 
twenty-two  year  book,  1935. 

These  references  prove  that  Dr.  McGuire  was  the 
second  surgeon  in  the  world  to  tie  the  abdominal 
aorta.  The  bursting  aneurism  during  the  examina- 
tion added  an  emergency  at  which  even  the  bolde.st 
operators  of  this  day,  surrounded  with  the  most  ex- 
tensive equipment  and  help,  would  quake  with  fear. 
This  illustration  serves  to  impress  us  with  the  dar- 
ing courage  and  skill  of  Dr.  McGuire.  Sir  Fred- 
erick Treves  well  said  that  “A  shaking  hand  is 
embarrassing  to  the  surgeon,  and  a shaking  brain 
is  fatal  to  the  patient.”  Neither  hand  nor  brain 
were  ever  so  affected  in  Dr.  McGuire. 

Dr.  McGuire,  through  his  written  and  printed 
publications  and  contributions  to  the  standard  sur- 
gical works,  was  noted  both  in  America  and  in  for- 
eign countries.  He  was  recognized,  therefore,  as  one 
fitted  to  speak  authoritatively  on  things  j)ertaining 
to  surgical  practice. 

.As  a teacher,  his  ability,  learning,  and  skill  “was 


j)ublished  in  the  mouths  of  his  students,”  and  this 
continues  true  even  to  this  day.  While  teaching  at 
the  Aledical  College  of  Abrginia  in  his  early  life 
and  just  after  the  Civil  War,  he  would  gather  to- 
gether the  students  of  his  classes  and  trudge  three 
times  each  week  to  the  Chimborazo  Hospital,  where 
in  its  wards  he  taught  at  the  bedside,  showing  and 
emphasizing  the  then  methods  of  diagnosis  and 
operative  jirocedures.  I'he  special  j)rivilege  of  con- 
ducting his  classes  in  the  Chimborazo  Hospital  was 
given  to  Dr.  McGuire  by  the  staff  of  the  hospital, 
all  LTnited  States  officers  and  doctors,  in  recogni- 
tion of  the  ability  of  the  teacher  and  the  man.  This 
pioneer  work  in  teaching  medicine  and  surgery  was 
perliaps  the  first  attempt  at  what  is  properly  called 
the  bedside  case  method  of  instruction.  The  method 
employed  by  Dr.  McGuire  in  that  time  is  still  in 
practice  today. 

Time  permits  me  to  make  but  brief  reference  to 
Dr.  McGuire  as  an  author.  All  of  his  writings,  in 
substance  of  thought  and  expression,  showed  great 
strength  of  meaning.  The  typical  characteristics 
shown  by  internal  evidence  in  the  writings  of  Dr. 
VIcGuire  are  very  similar  to  those  .seen  in  the  lan- 
guage of  General  George  Washington.  Both  Gen- 
eral Washington  and  Dr.  McGuire  had  the  power 
of  thought  and  of  expression  of  a master  mind. 
Dr.  VIcGuire’s  oration  on  General  Stonewall  Jack- 
.son  shows  that  these  men,  companions  in  war  and 
devoted  friends,  were  alike — humble  in  spirit  and 
great  in  action. 

A study  of  the  intimate  acts  of  Dr.  McGuire  in 
connection  with  some  important  events  in  the  history 
of  our  State  reveals  his  controlling  and  beneficent 
influence.  In  the  affairs  of  our  State  as  related 
to  our  national  government.  Dr.  McGuire  was  an 
ardent  supporter  of  “states’  rights.”  Therefore  he 
fearlessly  identified  himself  wdth  those  who  held 
that  the  states  were  sovereign.  The  sovereignty  of 
the  states  is  the  one  fundamental  principle  of  our 
national  government.  We  of  the  older — and  I think 
saner — order  of  thinkers  admit  and  recognize  the 
sovereignty  of  the  United  States  government  as  fore- 
most, yet  we  hold  that  the  sovereignty  of  the  United 
States  government  depends  solely  and  entirely  on  the 
sovereign  states  bound  together  to  form  the  United 
States.  Without  the  sovereign  states  we  cannot  have 
nor  can  a sovereign  United  States  exist.  Dr.  Mc- 
Guire and  men  of  his  time  familiar  with  the  prin- 
ciples of  government,  the  needs  of  our  sovereign 
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states,  the  needs  of  the  sovereign  United  States  and 
its  people,  would  not  consent  to  abandonment  of  the 
established  principles  of  law,  order,  and  govern- 
ment of  the  sovereign  states.  And  thus  the  inalien- 
able rights  of  the  sovereign  state  and  its  people  were 
preserved  and  the  perpetuation  of  the  sovereign 
United  States  government  made  possible. 

The  influence  made  by  Dr.  McGuire  on  the  mind 
of  even  the  casual  obser\'er  lived  on,  never  to  be 
effaced.  His  personality  and  strength  of  mind  re- 
vealed the  bigness  of  the  man.  His  bigness  im- 
pressed me — everyone.  He  was  a big  doctor-surgeon, 
and  yet  had  he  been  a lawyer,  a preacher,  or  an 
artisan,  he  would  have  dignified  his  calling  and 
made  it  a success.  His  servants,  pupils,  associates. 


and  friends  saw  the  bigness  of  his  mind  and  char- 
acter and  the  bigness  of  his  service  to  humanity,  and 
proclaimed  him  a man  among  men.  Dr.  McGuire 
loved  his  country  and  he  loved  its  people.  He 
loved  to  serve  humanity  and  to  make  over  frail 
bodies  into  health.  He  loved  to  counsel  physicians; 
to  bring  light  that  they  might  see  and  understand. 
He  loved  liberty;  he  loved  the  right;  he  loved  truth. 
He  loved  the  healing  art,  for  he  “gave  to  men  the 
key  to  unlock  the  golden  gates  of  the  citadel  of 
magnificent  scientific  modern  surgery.”  Then,  turn- 
ing aside,  on  account  of  ill  health,  he  let  fall  his 
mantle,  so  worthily  worn,  on  the  shoulders  of  his 
distinguished  son.  Dr.  Stuart  McGuire,  and  “en- 
tered into  that  hou.se  not  made  with  hands — eternal 
in  the  heavens.” 


TAPEWORM  INFESTATION  SUCCESSFULLY  TREATED  BY  INSTILLATION  OF 
MEDICINE  THROUGH  A DUODENAL  TUBE. 


Perry  Y.  Prather.  M.  D., 
Hagerstown,  Md. 


Infestation  by  taenia  saginata  or  taenia  solium — 
commonly  called  tapeworms — is  frequently  encoun- 
tered in  this  part  of  the  country.  If  the  infestation 
is  prolonged  there  is  every  likelihood  of  the  develop- 
ment of  serious  consequences.  Victims  become 
anemic,  debilitated  and  neurotic.  They  often  give 
a history  of  frequent  unsuccessful  treatments  by  oral 
medication  which  is  distasteful,  nauseating  and 
toxic. 

This  case  is  reported  because  it  demonstrates  the 
ease  with  which  a tapeworm  can  be  passed  from  a 
patient  who  had  just  about  given  up  trying  to  get 
relief.  The  method  is  not  new,  for  in  1924  Schnei- 
der in  1931  Gunn,^  and  in  1935  Golob,®  reported 
the  successful  use  of  the  method. 

Case  Report 

Mrs.  M.  W.,  age  seventeen,  married,  white,  com- 
plained of  being  fainty  and  of  having  abdominal 
discomfort.  Her  family  history  was  essentially  nega- 
tive, with  no  infestation  in  any  other  member. 

Past  Medical  History:  Patient  can  recall  no  ill- 
ness whatever  in  the  past.  The  first  medicine  she 
ever  took  was  for  a tapeworm  which  she  diagnosed 
by  seeing  sections  of  segments  in  her  stool.  This 
happened  about  two  years  ago  when  she  also  noted 
that  she  was  fainty  at  times  with  discomfort  in  the 
upper  abdomen.  There  was  a tickling  sensation  in 


her  throat  which  was  relieved  by  a drink  of  water. 
For  the  past  year  she  has  had  a poor  appetite  for 
ordinary  food  but  has  craved  candy.  For  some 
time  she  has  been  very  unstable  emotionally,  cries 
at  the  least  provocation  and  sleeps  poorly;  however, 
she  does  not  tire  easily  and  has  lost  little  weight. 
There  is  marked  constipation  and  she  has  taken 
Epsom  salts  every  other  day  for  three  months.  She 
has  taken  all  sorts  of  vermifuge  recommended  by 
friends,  e.  g.,  slippery  elm,  pumpkin  seed,  etc.,  with 
no  relief.  In  October,  1935,  she  took  a course  of 
medicine  prescribed  by  a physician,  with  no  relief, 
and  in  March,  1936,  was  hospitalized  for  one  week 
and  given  treatment  by  mouth  with  no  relief.  Two 
weeks  before  admission  she  took  another  course  pre- 
scribed by  a physician  with  no  beneficial  results. 

Physical  Examination:  Shows  a fairly  well- 
nourished  young  adult  female,  nervous  and  appre- 
hensive but  not  ill  appearing.  True  acne  vulgaris. 
Slightly  palpable  smooth  uniform  enlargement  of 
thyroid.  Slight  tenderness  and  rigidity  in  right 
upper  quadrant  of  abdomen.  Fine  tremor  of  hands 
and  exaggerated  reflexes. 

Laboratory  Findings:  Urine:  negative.  Blood: 
r.b.c.  4,120,000;  w.b.c.  9,400;  hb.  75  per  cent; 
l)Tnphocytes  28;  large  mononuclears  4;  neutrophiles 
66.  Stool:  showed  few  segments  of  taenia  saginata. 
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Xotes  on  Treatment : For  two  days  prior  to  treat- 
ment the  patient  took  only  liquids,  on  the  day  before 
treatment  a dose  of  castor  oil,  and  on  morning  of 
treatment,  an  enema. 

8:30  A.  M.  A duodenal  tube  was  passed,  com- 
paratively easily.  After  entering  the  stomach  the 
patient  was  told  to  lie  on  her  right  side  where  she 
was  allowed  to  rest  quietly. 

12:00  Noon.  Bile-tinged  fluid  was  recovered  from 
the  tube,  which  was  alkaline  in  reaction.  The  pa- 
tient was  instructed  to  drink  one-half  glass  of  milk, 
which  was  not  recovered  through  the  duodenal  tube; 
it  was  then  concluded  that  the  tube  was  in  the 
duodenum.  Whereupon  two  ounces  of  the  follow- 
ing mixture  was  instilled  through  the  tube: 

Oleoresin  Aspidium  (Male  Fern),  2 drams. 

Mucilage  of  Acacia,  li/^  ounces. 

Saturated  Solution  of  ^lagnesium  Sulphate,  1 
ounce. 

Water,  2 ounces. 

i :00  P.  M.  The  patient  vomited  the  tube  and  a 
small  amount  of  bile-tinged  fluid  which  did  not  have 
the  odor  of  male  fern,  presumably  retaining  the  mix- 
ture in  the  duodenum. 

3:30  P.  M.  Vomited  a large  amount  of  clear 
fluid  which  did  not  have  the  odor  of  male  fern. 
The  patient  states  that  at  no  time  has  she  noted 
the  unpleasant  taste  of  the  mixture. 

3:45  P.  M.  There  was  a large  liquid  defecation 
with  many  segments. 


4:00  P.  M.  and  4:30  P.  M.  Small  liquid  defe- 
cations. 

.\11  feces  were  put  into  one  container  and  then 
strained  through  gauze.  Many  segments  and  the 
head,  detached  from  the  body,  were  found. 

The  patient  was  then  allowed  to  get  up.  She 
stated  she  had  no  untoward  toxic  symptoms  and 
that  she  felt  quite  all  right. 

Comment 

The  method  of  procedure  to  rid  a patient  of 
tapeworm,  as  described  above,  is  apparently  more 
successful  and  less  apt  to  produce  toxic  symptoms 
than  the  method  of  medication  by  mouth.  The 
dosage  is  less  and  the  medicine  is  instilled  directly 
to  the  point  where  the  head  is  most  likely  to  be 
found.  Needless  to  say,  the  method  would  fail 
in  those  cases  where  the  tapeworm  head  is  in  the 
stomach,  but  I believe  that  the  head  is  only  rarely 
found  in  the  stomach.  This  procedure  can  be  car- 
ried out  in  the  home.  The  principal  advantage  of 
hospitalization  is  the  assistance  given  by  the  labora- 
tory in  discovering  the  head. 
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PNEUMONIA  OVER  A PERIOD  OF  TWENTY-FIVE  YEARS.* 


F.  H.  Smith,  M.  D.,  F.  A.  C.  P., 

■Abingdon,  Va. 


No  ajwlogy  is  offered  nor  I hope  expected  for 
basing  this  review  of  pneumonia  upon  the  experi- 
ence of  twenty-five  years  at  the  Johnston  Memorial 
Hospital  and  Clinic  at  Abingdon.  This  Society  is 
composed  nearly  entirely  of  physicians  in  general 
practice.  By  force  of  circumstances,  both  you  and 
we  of  the  Clinic  are  deprived  of  opportunities  for 
technical  research  and  experimentation,  and  even 
access  to  large  libraries.  Hence,  we  could  not,  if 
we  would,  draw  upon  such  sources  of  information. 

•Read  before  the  Wise  Countj’  Medical  Society,  Nor- 
ton, Va.,  February  18,  1937. 


We  have  at  our  disposal,  however,  the  lessons  of 
personal  experience  in  the  homes  and  home  hospitals 
of  our  own  people.  If  we  could  utilize  the  sum 
total  of  these  bedside  experiences  as  intensively  and 
judicially  as  those  more  comfortably  placed  use 
theirs,  I believe  we  could  draw  as  much  practical  aid 
from  the  daily  work  of  the  country  doctor  as  from 
the  wards  of  the  large  hospitals. 

The  Johnston  Memorial  Hospital  is  one  of  several 
hospitals  servdng  the  essentially  rural  and  small- 
town communities  of  the  Holston  and  Clinch  Val- 
leys of  Southwestern  Virginia,  with  thin  slices  of 
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adjoining  states.  Most  of  these  people  are  native 
to  these  mountains  and  valleys,  and  by  heredity  and 
constitution  are  fundamentally  healthy,  with  less  of 
vicious  habits  and  diseases  engendered  thereby  than 
other  more  sophisticated  communities.  I wonder 
wliether  this  fact  e.vplains  some  of  the  surprising 
statements  about  to  be  made? 

Beginning  March  1,  1911,  through  December  ol, 
19.36,  with  one  year  counted  out  for  war  service, 
the  Johnston  Memorial  Hospital  has  records  of 
.30,772  patients.  Of  this  total,  510  have  been  diag- 
nosed Pneumonia.  This  is  an  incidence  of  1.6  per 
cent.  W’e  do  not  make  a habit  of  recording  strictly 
“terminal”  pneumonias,  where  other  factors  are  ob- 
viously of  primary  importance,  and  pneumonia  sim- 
ply the  gateway  out.  Nor,  except  as  a complica- 
tion of  operations,  traumatic  injuries,  and  the  like, 
do  we  record  so-called  “hypostatic”  pneumonias, 
such  as  those  so  frequently  completing  the  picture 
of  congestive  heart  failure.  It  is  not  easy  to  dif- 
ferentiate such  “pneumonias”  from  the  expected 


period,  lobar  pneumonia  had  a mortality  of  7 per 
cent;  broncho-pneumonia,  no  mortality  among  the 
very  few  cases  admitted.  In  the  post-war  period, 
lobar  pneumonia  had  a mortality  of  1,3  per  cent; 
broncho-pneumonia,  21  per  cent. 

1 emphasize  by  repetition  this  reversal  of  the  ratio 
between  the  two  types  of  pneumonia.  In  the  first 
series,  lobar  j^neumonia  is  to  broncho-pneumonia  as 
four  is  to  one;  whereas,  in  the  second  series,  lobar 
j)neumonia  is  to  broncho-pneumonia  as  one  is  to 
three  and  one-half. 

I feel  confident  that  there  is  something  of  signif- 
icance in  these  figures,  and  that  if  we  can  find  the 
e.xplanation,  there  may  be  something  of  practical 
value,  at  least  toward  defining  our  problem. 

I find  that  the  greatest  difficulty  I have  when 
discussing  pneumonia  with  others  is  to  get  an  agree- 
ment upon  definitions.  So,  it  is  pertinent  to  ask 
now  as  a preliminary  to  any  discussion:  Just  what  is 
the  difference,  or  what  are  the  distinguishing  differ- 
ences, between  lobar  and  broncho-pneumonia  ? Class- 


1911-191S 
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339 
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26  13 
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6 3 

0 
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47 

32  16 

1 

179 

283 
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edema  and  congestion  of  the  failing  heart.  \\  e 
would  have  more  pneumonia  to  report,  and,  doubt- 
less, a higher  mortality  rate,  had  we  included  such 
cases.  This  much  admitted,  we  feel  justified  in 
the  omission  since  we  cannot  expect  to  treat  such 
ca.ses  successfully  except  as  we  can  control  the  pri- 
mary and  causative  factors. 

Upon  breaking  down  and  analyzing  tliese  510 
cases  of  pneumonia,  some  interesting  facts  come  out: 

Between  1911  and  the  summer  of  1918,  the  rec- 
ords show  an  incidence  of  1.1  per  cent  of  lobar  pneu- 
monia, and  0.26  per  cent  of  broncho-pneumonia — 
lobar  pneumonia  more  than  four  times  as  frequent 
as  broncho-pneumonia.  Between  the  summer  of 
1919  and  December  .31.  19.36,  the  incidence  of  lobar 
pneumonia  was  0.4  per  cent,  of  broncho-pneumonia 
1.3  per  cent — almost  a complete  reversal  of  the 
relative  frequency  of  the  two  types. 

Our  records  have  accurate  data  as  to  the  outcome 
of  the  illness  only  of  those  patients  admitted  to  the 
hospital.  Of  the  admitted  cases  in  the  pre-war 


ically,  the  differentiation  is  clear.  Lobar  pneumonia 
attacks  the  individual  out  of  a clear  sky,  abruptly, 
with  an  initial  chill;  prompt  and  sharp  rise  of  fever; 
grunting  res])iration,  rusty  sputum,  and  a sharp  leu- 
cocvtosis;  there  is  complete  consolidation  of  one  or 
more  lobes,  the  remainder  of  the  lungs  l)eing  clear: 
and  a sharp  crisis  usually  five  to  nine  days  after 
the  onset,  with  prompt  convalescence  unless  com- 
plications exist  or  develop.  Broncho-pneumonia,  on 
the  contrary,  almost  invariably  slithers  into  the  pic- 
ture of  an  ordinary  bronchitis,  especially  that  at  the 
e.xtremes  of  life,  or  the  bronchitis  of  influenza, 
measles,  etc.,  or  that  of  one  already  knocked  out  b\- 
injury,  ojieration  or  debauchery;  without  chill,  rusty 
sputum,  or  definite  leucocytosis ; with  patchy  in- 
volvement of  the  lung,  or  lungs,  and  with  so  much 
associated  edema  and  congestion,  often,  as  to  render 
uncertain  the  exact  location  or  extent  of  the  con- 
solidation; no  crisis,  but  with  a notorious  tendency 
to  spread  or  metastasize  to  new  areas  of  the  lungs. 

Undoubtedly,  there  are  still  such  clear-cut  cases 
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of  each  of  the  two  types  of  pneumonia.  There  are 
others,  many  others,  in  which  there  is  no  such  class- 
ical distinction.  For  instance,  we  meet  with  cases 
of  slow,  poorly  marked  onset  following  a cough, 
signs  of  bronchitis  only  for  a day  or  more,  no  leuco- 
cytosis.  perhaps  an  actual  leucopenia,  and  yet  a 
sharp  crisis,  and  prompt  recovery.  And  I find  a 
constant  tendency  of  those  I work  with  to  com- 
promise with  one  or  more  of  what  we  used  to  regard 
as  essential  signs,  and  call  the  case  lobar  pneumonia 
if  there  is  lobar  distribution  of  the  signs,  and 
broncho-pneumonia  when  the  signs  are  not  so  clear 
cut,  or  .so  sharply  limited. 

Nor  does  it  require  more  than  a cursory  review 
of  some  of  the  case  records  to  lend  some  degree  of 
support  to  this  practical  solution  of  the  dilemma  of 
differential  diagnosis.  We  could  cite  cases  which 
in  the  aggregate  seem  to  break  all  rules  of  differen- 
tiation. 

-As  the  result  of  such  not  exceptional  experiences, 
there  seems  to  be  developing  with  us  a sort  of  tacit 
understanding  that,  after  all,  it  does  not  make  a 
great  deal  of  difference  whether  we  assign  the  in- 
dividual case  to  the  lobar  or  bronchial  group  of  pneu- 
monias. This  attitude  may  explain  the  relative  in- 
crease of  broncho-pneumonia  in  our  series.  If  that 
is  the  e.xplanation,  then  it  must  be,  with  us  at  least, 
that  there  is  an  increased  number  and  proportion 
of  pneumonias  w’hich  never  go  on  to  complete  or 
lobar  consolidation. 

There  is,  also,  not  only  a commensurate  increase 
of  the  death  rate,  but  a disproportionate  increase  in 
the  total  pneumonia  deaths, — an  increase  of  from  6 
per  cent  before  the  war  to  16-2/3  per  cent  since  the 
war. 

In  other  words,  wdiether  or  not  we  have  been 
aware  of  it,  w^e  have  been  assigning  to  the  group. 
Lobar  Pneumonia,  those  with  the  closest  approach 
to  the  classical  description,  those  with  the  sharp  re- 
action to  the  pneumonic  infection,  and  these  have 
the  better  prognosis,  as  the  astute  clinicians  of  an 
older  day  knew'  full  well.  Contrariwise,  we  have 
developed  the  habit  of  calling  broncho-pneumonia 
those  of  insidious  onset,  indefinite  consolidation  in 
the  midst  of  universally  “wet”  lung  fields,  and 
these  cases  have  a less  favorable  chance. 

This  trend  toward  calling  the  more  cases,  and  the 
more  fatal  cases,  broncho-pneumonia  began  in  1920, 
and,  with  marked  variations  up  and  down  in  suc- 
ceeding years,  has  continued  until  now. 


Instantly,  the  mind  reverts  to  the  epidemics  of 
influenza  pneumonia  of  1918  and  1920.  This  ho.*;- 
l)ital  was  closed  in  1918,  but  in  the  epidemic  of 
1920  we  repeated  the  experiences  of  the  army  base- 
hospitals  of  1918.  We  lost  approximately  40  per 
cent  of  our  cases  of  influenzal  pneumonia  in  the 
winter  of  1920,  and  ever  since,  the  closer  the  aj)- 
proach  to  that  picture  of  “hemorrhagic  pneumonitis” 
so  familiar  in  those  years,  the  nearer  we  approxi- 
mate the  mortality  rate  of  those  years.  At  autopsy 
upon  those  cases  the  lungs  looked  as  if  the  jiatient 
had  drowned  in  blood,  and  upon  squeezing  the 
lungs  dry  of  blood,  there  was  sometimes  no  gross 
consolidation  anywhere. 

Fortunately,  we  have  been  spared  for  the  most 
])art  such  typical  “drowning”  cases,  but  every  now 
and  then  we  run  into  a small  series  of  cases  with 
all  the  earmarks  of  that  fatal  type  of  1918  and  1920. 
We  call  these  broncho-pneumonia  of  the  influenzal 
type.  We  should  have  called  them  something  else, 
l)robably  hemorrhagic  pneumonitis. 

But  by  far  the  larger  number  of  cases  since  1920 
resemble  the  influenzal  cases  only  insofar  as  the 
pneumonic  involvement  is  patchy  (though  later  there 
may  be  spreading  or  confluence  of  this  area  or  those 
areas),  and  the  rest  of  the  lungs  is  more  or  less  wet. 
Often  it  is  impossible  to  be  positive  just  where  the 
pneumonia  is.  The  closer  the  case  approaches  the 
influenzal,  the  more  apt  there  is  to  be  leucopenia 
rather  than  leucocytosis,  though  there  have  been  many 
exceptions  to  the  rule.  Even  in  the  same  epidemic 
identical  looking  cases  may  show  wide  variations  in 
their  blood  counts.  .At  least,  this  is  the  sort  of 
pneumonia  we  have  been  calling  bronchial. 

I have  just  mentioned  leucopenia  and  leucocytosis 
as  if  they  were  of  differential  significance.  We  used 
to  be  told  that  pneumococcic  infection  anywhere  is 
associated  with  the  highest  leucocytosis  of  any  in- 
fection; that  the  pneumococcus  causes  lobar  pneu- 
monia; that  lobar  pneumonia  and  pneumococcic 
pneumonia  are  practically  interchangeable  terms. 
On  the  other  hand,  we  were  told  that  practical!}-  any 
organism  other  than  the  pneumococcus  causes 
broncho-pneumonia.  If  so,  the  epidemics  of  1918 
and  1920  were  exceptions  to  the  rule,  and  there 
have  been  exceptions  ever  since.  The  pneumococcus 
was  demonstrated  present,  even  typed,  in  most  of 
our  army  cases,  and  a striking  leucopenia  was  al- 
most invariable.  A"et  this  was  not  lobar  pneumonia. 

Before  that  epidemic  was  over,  however,  we  had 
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learned  that  there  was  a mixed  bacterial  flora  in  all 
of  these  influenzal  cases.  Though  the  pneumococ- 
cus might  be  present,  the  prognosis  did  not  depend 
upon  the  presence  nor  the  abundance  of  this  or- 
ganism, but  did  vary  directly  with  the  abundance 
of  other  bacteria,  and  most  definitely  and  positively 
with  the  prominence  of  the  streptococcus  in  the  bac- 
terial population. 

I regret  that  I cannot  submit  data  to  prove  my 
belief  that  it  is  the  same  factor,  namely,  streptococcus 
dominance,  plus  one  other  factor,  that  is  responsible 
ever  since  for  the  greater  proportion  of  broncho- 
pneumonia, and  the  higher  death  rate.  The  other 
factor  is  the  largely  forgotten  or  overlooked  fact 
that  pneumonia  is  frequently  a bacteriemia  or  sep- 
ticemia, as  well  as  a pulmonary  disease.  Study  of 
any  large  series  of  cases  from  hospitals  with  ade- 
quate laboratory  facilities  proves  that,  other  factors 
being  equal,  the  mortality  of  pneumonia  varies  di- 
rectly with  the  frequency  of  bacteriemia. 

Upon  the  appreciation  of  these  two  facts,  namely, 
the  prominent  role  of  the  streptococcus  in  the  pneu- 
monias, as  well  as  in  all  infections  since  the  World 
War,  and  the  actuality  and  the  relative  frequency 
of  blood-stream  invasion,  depend  the  chances  for  im- 
proving the  present  mortality  rate  of  the  disease. 

There  is  no  excuse  today,  as  there  was  until  just 
recently,  for  failing  to  type  the  pneumococcus  of  the 
sputum.  It  fan  be  done  now,  if  sputum  be  available, 
in  any  laboratory  and  within  a few  minutes.* 

We  have  been  tardy  in  adopting  routine  typing 
of  the  pneumococcus  for  the  double  reason  that 

*To  Type  the  Pneumococcus  (Sabin  Technic)  : Equip- 
ment: Microscope,  three  hollow-ground  slides,  three  cover 
slips,  Loeffler’s  alkaline  methylene  blue,  platinum  loop, 
three  bottles  antipneumococcus  serum  (rabbit),  one  each 
Types  I,  II,  III. 

With  platinum  loop,  place  fleck  of  sputum  on  each  cover 
slip.  Sterilize  loop,  and  place  one  drop  undiluted  Serum  I 
on  cover  slip  I,  and  mix  with  sputum.  Sterilize  loop  each 
time,  and  repeat  process  with  slips  II  and  III  with  Types 
II  and  III  serum.  Add  methylene  blue  stain  to  each. 
Hollow  glass  slides,  numbered  I,  II,  III,  their  edges 
smeared  lightly  with  petrolatum,  are  covered  with  the 
inverted  cover  slips,  so  that  the  mixture  on  each  is  a hang- 
ing drop.  Stand  two  minutes,  and  examine  with  high 
magnification,  or,  preferably,  oil  immersion  lens. 

Usually,  the  capsule  of  the  pneumococcus  is  invisible 
in  hanging  drop  preparations.  But  prepared  as  above, 
the  pneumococcus  mixed  with  its  corresponding  serum  is 
surrounded  by  a “swollen”  capsule,  called  “quellung” 
(Neufeld),  but  only  ’when  mixed  with  rabbit  serum  of  the 
corresponding  type.  The  swollen  zone  around  the  organ- 
ism is  highly  refractile,  like  ground  glass.  The  capsule 
does  not  take  the  stain.  If,  therefore,  this  “swelling”  ap- 
pears on  slides  I,  II  or  III,  the  pneumococcus  is  of  the 
corresponding  type.  If  no  capsular  swelling  appears  on 
any  slide,  then  the  pneumococcus  (if  present)  belongs  to 
Type  IV. 


through  a period  of  twenty-five  years  our  mortality 
in  lobar  pneumonia  has  been  about  11  per  cent,  as 
low  as  is  claimed  for  most  serum-treated  cases;  sec- 
ond, because  the  majority  of  our  patients  have  been 
of  the  influenzal  Uqie,  and,  even  though  the  pneu- 
mococcus be  present,  we  have  felt  that  it  was  not 
the  lethal  agent.  In  the  very  few  instances  in  which 
we  have  typed  the  organism,  the  pneumococcus  has 
been  Type  III  or  IV.  In  the  equally  rare  case  in 
which  we  have  used  Felton’s  serum  without  typing 
the  sputum,  the  outcome  has  been  discouraging. 

This  limited  experience  must  be  expanded  be- 
fore w’e  are  permitted  a personal  opinion.  Speaking, 
however,  in  part  from  personal  experience,  and, 
where  that  is  limited,  from  the  experience  of  others, 
I plan  to  approach  each  case  of  pneumonia  in  the 
future  with  the  thought  that  this  may  be  a case  for 
one  of  the  specific  sera  or  antibody  concentrates.  If 
this  specific  treatment  is  to  be  given  a fair  trial,  it 
should  be  used  in  adequate  dosage  at  the  earliest 
practicable  mornent.  Delay  seems  to  be  as  unwar- 
ranted here  as  it  is  in  diphtheria.  If  -the  picture 
as  a whole  seems  to  be  that  of  the  lobar  type,  espe- 
cially if  there  is  a definite  leucocMosis,  I shall  have 
the  sputum  typed  as  soon  as  possible,  and  a blood 
culture  set  up  when  it  is  possible.  If  either  Type  I 
or  Type  II  pneumococcus  predominates  over  other 
organisms  which  may  be  present,  and  if  by  this  time 
the  patient  seems  more  than  moderately  ill,  and  espe- 
cially if  the  blood  culture  be  positive,  I expect  to  use 
the  specific  anti-serum.  If,  on  the  other  hand,  the 
features  are  those  of  influenzal,  or  broncho-pneu- 
monia, with  wet  lungs,  if  there  be  no  leucocytic 
response,  and  if  on  studying  the  sputum  the  field 
is  overlaid  with  all  sorts  of  organisms,  especially  the 
streptococcus,  I think  the  use  of  pneumococcal  anti- 
sera is  unwarranted,  even  though  the  pneumococcus 
be  also  present.  Perhaps  the  time  will  come,  ma}' 
we  hope  shortly,  when  a reliable  mixed  anti-serum 
can  be  developed,  efficient  in  the  treatment  of  all 
tyqjes  of  pneumococcal  infection,  and  the  streptococ- 
cal, influenzal,  and  other  infections  as  well. 

Meanwhile,  with  pneumonia  as  with  most  acute 
diseases  there  are  cases  which  are  doomed  to  die  no 
matter  what  we  do;  others  which  will  recover  in 
spite  of  meddlesome  treatment,  or  worse;  leaving  a 
middle  stratum  where  the  issue  may  hang  on  the 
intelligence  of  treatment,  and,  just  as  important, 
nursing. 

\\’e  have  been  using  the  oxygen  tent  for  a year 
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or  more  when  the  patient  shows  definite  cyanosis. 
We  see  no  indication  for  its  use  in  the  absence  of 
cyanosis;  that  is,  when  the  blood  is  already  suffi- 
ciently oxygenated.  We  have  been  disappointed 
when  using  oxygen  at  least  as  often  as  we  have 
been  gratified.  When  all  of  the  lungs  are  flooded 
with  mucus  or  blood,  oxygen,  even  when  supplied 
artificially  and  in  high  concentration,  cannot  get  to 
the  blood  in  the  alveolar  capillaries.  Wide  open 
windows  and  the  vasomotor  stimulation  of  cold,  fresh 
air  seem  in  danger  of  being  forgotten  for  the  more 
spectacular  use  of  the  same  oxygen  from  a metal 
cylinder. 

In  this  sort  of  case  we  still  use  digitalis,  though 
we  concur  in  the  dictum  that  so-called  “heart  fail- 
ure” in  pneumonia  is  usually  not  failure  either  of  the 
right  or  the  left  side  of  the  heart,  but,  rather,  vaso- 
motor failure  and  venous  engorgement.  We  still  have 
a lurking  feeling  that  increased  myocardial  tone 
may  aid  the  mass  movement  of  blood  through  these 
engorged  capillaries  and  veins.  Besides,  we  have 
not  noticed  any  harmful  effects,  and  we  have  not 
found  anything  better. 

Reasoning  by  analogy  to  the  brain  case,  we  have 
hoped  that  hypertonic  glucose  solutions  might  re- 


lieve the  pulmonary  edema,  though  the  hope  has  not 
always  been  realized. 

Diathermy  and  artificial  pneumothorax,  though 
available,  have  not  been  used  at  this  clinic.  Per- 
haps, there  is  a place  for  them  in  very  painful 
pleurisy. 

Finally,  in  certain  patients  the  most  satisfactory 
drugs  in  my  hands  have  been  fractional  doses  of 
morphine  and  good  whiskey.  In  part,  these  two  act 
synergistically,  namely,  in  nervous  sedation,  in  re- 
lieving pain,  and  consequently  in  creating  a cor- 
responding sense  of  comfort  and  well  being.  Codeine 
and  other  substitutes  do  not  do  the  same  thing, 
though  they  may  relieve  the  cough.  The  doses  are 
just  sufficient  to  promote  comfort  and  to  quiet  rest- 
lessness, trying  to  avoid  doses  that  will  benumb  the 
respiratory  center.  Used  in  this  way,  nothing  seems 
to  “stimulate”  the  patient  so  surely,  to  hold  or  to 
restore  his  morale  by  removing  those  factors  which 
tend  to  break  it  down,  fortifying  him  by  sleep, 
against  the  hour  when  Nature  comes  to  his  rescue 
by  producing  his  own  antibodies. 

George.  Ben  Johnston  Memorial 
Hospital  and  Clinic. 


IMPORTANT  POINTS  IN  THE  TREATMENT  OF  PNEUMONIA 
WITH  SPECIFIC  SERUM.*! 


Harry  F.  Doavlt.ng,  M.  D., 

Washington,  D.  C. 


\\'ith  the  separation  of  all  the  pneumococci  into 
distinct  types,  and  the  development  of  antisera  for 
the  types  most  frequently  causing  pneumonia,  there 
has  come  a rapidly-increasing  interest  in  the  treat- 
ment of  pneumonia  with  specific  serum.  The  use 
of  this  therapeutic  tool  is  attended  with  marked 
success,  but,  like  any  tool,  it  must  be  thoroughly 
understood  and  properly  handled. 

Accordingly,  I shall  tr}’  to  give,  in  the  present 
paper,  a practical  answer  to  several  of  the  questions 
most  frequently  asked  regarding  the  serum  treatment 
of  pneumonia.  First,  however,  let  us  review  the 
steps  to  be  followed  in  the  treatment  of  a case  of 

•From  the  Department  of  Medicine,  George  Washington 
University  School  of  Medicine. 

tRead  before  the  George  Washington  University  Med- 
ical Society,  November  21,  1936. 


pneumonia  with  serum.  These  are  portrayed  graph- 
ically in  Chart  I. 

On  the  left-hand  side  of  the  chart  is  listed  the  in- 
formation which  must  be  obtained  from  the  patient. 
The  first  item  is,  of  course,  a history  and  physical 
examination,  ^^’hen  these  lead  to  the  slightest  sus- 
picion of  pneumonia,  the  sputum  should  be  examined 
for  pneumococci.  If  any  pneumococci  are  found  be- 
longing to  the  types  for  which  serum  is  available 
(T\q)es  I,  II,  Y,  VII,  and  YIII),  treatment  with 
serum  should  be  instituted  as  soon  as  possible  un- 
less contraindicated  by  hypersensitiveness  of  the  pa- 
tient to  horse  serum. 

The  chief  aids  in  determining  the  amount  of 
serum  to  be  used  are  leucocyte  counts,  blood  cultures, 
careful  observation  of  the  clinical  course  of  the  dis- 
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NECESSARY  PROCEDURES  FOR  THE  SERUM  TREATMENT 
patient-  PNEUMONIA 

(\  (D  SIQfS  AND  SmPTOMS 


poounonia.  is  suspected 

\ tyP®  sputum. 

(a  SPVnM  EXAMINAnON 
If  types  I.H.Y.M  orM!  are 
feund.exctide  hypersensitne- 
ness-then  treat  with  serum 


(3)  LEUCOCYTE  COUNTS 
If  bekw  10JX)0<ff  above  3CIOOO, 
iwsease  amoutd;  of  serum. 


(4)  BLOOD  CULTURE 
If  bacteremia,  preseivt, 
increase  serur^  dosage. 


(5)  CUNICftL  COUESE  OF  THI  DISEASE 
If  severe,  increase  serum 
dosage 

(6)X-EAY  EXAMINATIONS 

(if  aecasranry)  \ TL 

If  larg^  area  involved  ' * 

increase  serum  cfcsage 


(DEXCUJSIONOFHYPER- 
SEN3TIVENESS  TD  H(«a:  SERUM 
_ (AJHiatory  of  Alleigy  to  Iforses 
^ Ifpoatoe.give  no  serum 


WConjun^val  Test 
If  positive  give  no  serum 


(«)Skin  Test 
If  positive, proceed  cau- 
tiously with  serum 

®AMNISn?AnON  OF  TYPE  SPEQFIC  ANTI- 
PNEUMOCOCCUS 
WDeteravine  total  amount 
to  be  given.  ^ 


(i>)VfenntD  body  temperature 


Wliyect  -first  dose  of  5cc 
sl^y  by  vein 
((fiRemainder(if<25cc)  in- 
/ jected  Shrs  later 
(ejFIirther  doses  ddamined 
by  dinical  course. 


Chart  1.  Important  points  in  the  treatment  of  pneumonia  with  serum  (Dowling). 


ea.'^e,  and,  if  desired,  X-ray  e.xaminations  of  the 
chest.  Leucocyte  counts  should  be  made  at  frequent 
intervals.  Blood  cultures  should  be  taken  before 
•■ierum  is  administered,  and  repeated  frequently  if 
positive,  or  if  the  disea.se  is  severe. 


horses  or  after  the  administration  of  horse  serum, 
and  by  conjunctival  and  skin  tests  with  a 1 :10  dilu- 
tion of  horse  serum.  If  there  is  a history  of  allergy 
to  horses,  or  if  there  is  a positive  conjunctival  test, 
as  evidenced  by  redness  and  itching,  serum  should 


T.able  1 — Suggestions  for  Mini.vium  Dosages  of  Serum  in  the  Treatment  of 

Pneumococcus  Pneumonias 

Day  of 
Disease 

Type  of  Pneumococcus 

Positive 

Blood 

Culture 

Marked  Toxicity,  Grave  Complications 
OR  Involvement  of  a Large  Area 

OF  THE  Lungs 

I,  V.  VII 
or  VIII 

II 

1st 

60,000  U. 

100,000  u. 

X 2 

Increase  dosage  as  conditions  warrant 

2nd 

80,000  U. 

120,000  U. 

X 2 

3rd 

100,000  U. 

140,000  U. 

X 2 

•• 

4th 

120,000  U. 

160,000  U. 

X 2 or  3 

•• 

5th 

150,000  U. 

200,000  U. 

X 2 or  3 

or 

or 

or 

later 

more 

more 

(In  the  right-hand  side  of  Chart  I are  shown 
the  measures  applied  to  the  patient.  Before  serum 
can  he  used,  the  presence  of  hypersensitiveness  to 
horses  must  be  excluded,  by  inquiring  for  symptoms 
of  hay  fever,  asthma  or  urticaria  on  contact  with 


not  he  given.  Where  a positive  skin  test  occurs  in 
the  absence  of  the  other  two  factors,  we  sometimes 
jjroceed  cautiously  with  the  administration  of  serum. 

\\'hen  hypersensitiveness  has  been  excluded,  the 
amount  of  serum  to  be  given  should  be  determined. 
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'I'he  factors  which  help  the  clinician  in  making  this 
decision  will  he  considered  later  in  this  j)ai)er.  The 
serum  should  he  warmed  to  body  temperature  and 
the  first  dose  of  5 cubic  centimeters  administered 
intravenously  at  the  rate  of  1 cubic  centimeter  jier 
minute.  After  two  hours  the  remainder  of  the  serum 
may  be  administered,  although  it  is  best  to  divide 
the  serum  into  two  doses,  if  it  is  more  than  25  or  .lO 
cubic  centimeters. 

With  this  routine  ajjproach  to  each  individual  ca.se 
in  mind,  we  can  now  consider  the  specific  que.stions 
which  are  likely  to  arise.  One  question  very  fre- 
quently asked  is,  “When  shall  I give  serum?”  To 
this  there  is  only  one  answer,  “As  soon  as  possible.” 
This  necessitates  the  early  diagnosis  and  typing  of 
all  j)neumonias.  When  a patient  complains  of  a 
chill  or  pain  in  the  chest  or  both,  pneumonia  should 
be  suspected.  When  these  symptoms  are  accom- 
panied by  cough  with  the  expectoration  of  blood- 
tinged  sputum,  the  patient  almost  surely  has  pneu- 
monia. Although  the  typical  signs  of  consolidation 
are  rarely  present  at  the  onset,  there  may  be  detected 
in  many  cases  a slight  suppression  of  breath  sounds 
and  slight  dullness  over  the  area  involved.  A roent- 
genogram often  helps,  if  facilities  for  taking  it  are 
available  without  too  much  disturbance  to  the  j)a- 
tient.  At  any  rate,  if  there  are  frank  signs,  or  if 
there  is  only  a suspicion,  of  pneumonia,  the  sputum 
should  be  typed  immediately.  This  may  be  done 
in  thirty  minutes  by  the  Neufeld  capsular-swelling 
method.^  Negative  or  questionable  results  by  this 
method  should  be  followed  up  by  the  routine  mouse 
method.  If  the  sputum  is  found  to  contain  pneu- 
mococci of  one  of  the  types  for  which  serum  is  avail- 
able (Types  I,  II,  A,  \ II,  and  VIII),  the  chances 
are  about  99  out  of  100  that  the  ])atient  has  jmeu- 
monia,  even  in  the  absence  of  definite  physical  signs, 
since  these  pneumococcus  types  are  rarely  found  in 
the  throats  of  normal  persons.  On  the  other  hand, 
out  of  100  cases  of  pneumonia  typed  in  the  Central 
Laborator}-  of  the  George  Washington  University 
Hospital,  approximately  60  per  cent  were  found  to 
have  been  cau,sed  by  the  types  of  pneumococci  for 
which  serum  is  available. 

Sometimes  the  physician  does  not  call  for  a sputum 
typing  because  the  symptoms  and  signs  do  not  in- 
dicate a typical  lobar  pneumonia.  While  it  is  true 
that  pneumonias  caused  by  Type  I and  Type  II 
pneumococci  usually  exhibit  a typical  sudden  onset 
with  chill  or  chest  pain  or  both  and  are  almo.st  al- 


ways lobar  in  distribution,  nevertheless  ])neumonias 
caused  by  the  other  t\])es  for  which  .serum  is  now 
availaljle  (Types  V,  \TI  and  VIII)  show  the  typical 
symptoms  and  signs  less  often,  and  are  comf)osed 
of  a larger  jiercentage  of  l>ronchopneumonias.  Pneu- 
monias cau.sed  I)y  any  of  these  organisms,  regard- 
less of  their  .symptomatology  and  lung  distribution, 
are  equall}-  amenable  to  serum  therapy.  The  j)hy- 
sician  should  not  hesitate,  therefore,  to  have  the 
sputum  typed  even  if  the  pneumonia  in  question  does 
not  aj)j)ear  from  the  history  or  from  the  ])hy.sical 
signs  to  be  “typical”  lobar  pneumonia. 

When  the  attending  physician  receives  the  report 
that  one  of  the  foregoing  types  was  present  in  the 
sputum,  he  should  begin  treatment  immediately. 
Bullowa  and  Mayer-  have  shown  that  the  mortality 
for  cases  of  pneumonia  treated  with  serum  increased 
progressively  with  the  day  treatment  was  begun. 
None  of  their  patients  died  when  treatment  was 
started  on  the  first  day  of  the  disease,  only  5.7 
{)er  cent  died  when  treatment  was  instituted  on  the 
second  day,  and  with  each  succeeding  day  of  dela)' 
the  percentage  of  mortality  increased  progressively 
until  it  reached  27.4  per  cent  among  the  patients  who 
did  not  receive  serum  until  the  seventh  day  of  the 
disease.  Or,  to  put  it  another  way,  out  of  every 
100  patients  with  pneumonia,  a])proximately  four 
lives  were  lost  for  each  day  of  delay  in  instituting 
serum  treatment.  These  figures  show  conclusively 
that  early  diagnosis,  immediate  type  determination, 
and  [irompt  treatment  with  serum  in  pneumonia  are 
life-saving  measures. 

“How  much  serum  should  I give?”  is  the  ne.xt 
que.stion.  There  is  no  simple  answer  because  there 
is  no  way  of  stating  a priori  exactly  how  much  will 
be  needed  in  any  individual  case.  In  this  res])ect, 
the  treatment  is  similar  to  the  treatment  of  diabetic 
coma — one  can  never  tell  at  the  outset  how  much 
insulin  will  be  needed  to  l)ring  the  patient  out  of  the 
attack.  Fortunately,  however,  in  both  instances, 
there  are  many  helpful  guides  to  the  proper  treat- 
ment. 

•As  will  l)e  seen  from  Table  1,  the  chief  factors  to 
t)e  considered  in  determining  the  dosage  of  antibody 
are;  the  day  of  the  disease  in  which  treatment  with 
serum  is  begun,  the  type  of  pneumococcus  causing 
the  disease,  the  presence  or  absence  of  the  organisms 
in  the  blood  stream,  and  the  presence  of  marked 
toxicity  or  of  major  complications.  The  table  is  not 
intended  rigidly  to  prescribe  a fixed  amount  of  serum 
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for  every  contingency,  but  rather  to  demonstrate  the 
various  factors  which  affect  dosage  and  to  indicate 
the  minimum  dosage  which  can  be  used  with  benefit 
in  the  majority  of  cases. 

Types  I,  VH  and  VIII  pneumococcus  pneumonias 
are  fairly  amenable  to  serum  treatment,  and  are 
therefore  given  the  lowest  dosage.  Type  V pneu- 
monia is  tentatively  placed  in  the  same  category, 
although  it  is  a severer  disease  than  the  others  men- 
tioned. Finland  and  found  that  the  mortality 
among  140  untreated  Type  V pneumonias  was  50 
per  cent,  approaching  closely  the  51  per  cent  mor- 
tality found  in  untreated  Type  II  pneumonias. 

In  addition  to  causing  this  high  mortality,  pneu- 
monias produced  by  the  Type  II  pneumococcus  are 
more  refractory  to  serum  treatment  than  are  those 
caused  by  the  other  types  treated  with  serum.  Con- 
sequently, the  amounts  of  serum  recommended  are 
considerably  higher  than  for  the  other  t}q)es. 

If  blood  cultures  reveal  the  presence  of  pneu- 
mococci, the  total  dosage  of  serum  should  be  dou- 
ble or  trifile  the  amount  which  would  otherwise  be 
given.  If  this  fails  to  clear  the  blood  stream,  still 
more  serum  is  needed.  Bacteremia  is  one  of  the 
most  fatal  complications  of  the  disease.  Approxi- 
mately 80  per  cent  of  patients  exhibiting  organisms 
in  the  blood  stream  die.  unless  they  receive  the  bene- 
fit of  serum.  Finland  and  1'^  have  shown  that  in 
cases  of  T}^e  II  bacteremia,  ,100,000  to  500,000 
units  are  needed  to  obtain  recovery. 

There  are  other  conditions  which  demand  an  in- 
crease in  the  dosage  of  serum.  Especially  is  this 
true  if  the  patient  is  markedly  toxic  or  prostrated. 
In  this  respect,  the  physician  must  depend  upon  his 
clinical  acumen  in  judging  the  seriousness  of  each 
case  and  consequently  the  amount  of  .serum  to  ad- 
minister. Delirium,  high  pulse-rate,  undue  cyano- 
sis, and  a large  area  of  lung  consolidation  are  other 
contingencies  which  usually  require  a larger  dose  of 
serum.  The  same  is  true  of  the  grave  complica- 
tions— heart  failure,  delirium  tremens  and  the  like. 

The  response  desired  from  the  administration  of 
serum  is  a drop  in  temperature  within  eight  to 
twelve  hours,  followed  by  a droj)  in  the  pulse  and 
respiratory  rates,  and  an  evident  lessening  of  the 
toxicity.  If  these  do  not  occur,  the  clinician  must 
review  the  factors  involved,  with  a view  to  giving 
more  serum.  If  the  temperature  and  pulse  rate 
drop  and  remain  down,  and  the  general  condition 
of  the  patient  improves,  more  serum  is  usually  not 


necessary,  although  the  patient  must  be  carefully 
watched  as  long  as  there  is  any  fever,  and  as  long 
as  there  are  any  abnormal  signs  in  the  chest. 

The  third  question  which  I shall  attempt  to 
answer  is,  ‘AMiat  is  the  effect  of  serum  treatment 
on  the  area  of  consolidation?”  In  adequate  doses, 
specific  serum  clears  the  blood  stream,  lessens  the 
toxicity,  and  hinders  the  development  of  complica- 
tions. Furthermore,  there  is  rarely  any  extension 
of  the  lung  involvement  to  a new  lobe  after  the 
administration  of  serum.  Sutliff  and  Finland^  found 
that  extension  occurred  in  none  of  their  twenty-eight 
cases  of  treated  Type  I pneumonia,  and  in  only  one 
of  their  forty-six  cases  of  treated  Type  II  pneu- 
monia.® 

In  the  area  already  affected,  resolution  is  undoubt- 
edly hastened  if  the  patient  is  treated  early — before 
complete  consolidation  has  taken  place.  If  the  con- 
solidation has  progressed  to  the  stage  of  hepatiza- 
tion, resolution  will  probably  not  be  any  more  rapid 
after  the  administration  of  serum  than  if  none  had 
been  given,  since  the  subsidence  of  the  lesion  de- 
pends, at  this  stage,  upon  the  natural  reparative 
processes  of  the  body. 

Summary  and  Conclusions 

1 . In  the  treatment  of  pneumonias  with  serum  it 
is  important:  (a)  to  diagnose  the  condition  and 
type  the  causative  agent  as  soon  as  possible,  and 
(b)  to  decide  upon  the  proper  dosage  of  serum  for 
the  individual  patient  and  begin  its  administration 
early. 

2.  Suggestions  have  been  given  for  the  determina- 
tion of  the  proper  dosage  of  serum  in  the  individual 
case. 

- 3.  The  effect  of  the  specific  serum  therapy  upon 
the  lung  lesion  has  been  discussed. 
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PNEUMONIA  IN  INFANTS  AND  CHILDREN.* 

Samuel  Newman,  M.  D., 

Danville,  Va. 


What  can  be  compressed  within  the  period  of 
twenty  minutes  on  “Pneumonia  in  Infants  and  Chil- 
dren” will  be  presented  in  a few  statements  and  lan- 
tern slides  gleaned  from  my  own  experience. 

1.  Pneumonia  in  infants  may  not  be  accompanied 
by  a single  cough  or  stethoscopic  finding. 

E.  A.  B.  (Figures  1 and  2),  age  twenty-six 
months,  was  seen  on  an  afternoon.  He  started  with 
vomiting  and  fever  in  the  morning.  His  tempera- 


taken  three  days  later  still  showed  considerable  in- 
filtration in  the  upper  part  of  the  right  lung. 

2.  Lobar  pneumonia  in  children  may  give  a tyji- 
ical  syndrome  of  appendicitis. 

J.  J.  (Figure  3),  seven  and  one-half  years  old. 
presented  vomiting,  high  temperature,  and  localized 
pain  and  tenderness  over  the  appendix  region.  Phys- 
ical signs  in  the  chest  were  negative;  cough  absent. 
'Fhe  rather  high  temperature  and  a high  white  cell 


Figs.  1 and  2. — Case  E.  A.  B. 


ture  was  104.2.  He  showed  a slightly  reddened 
throat,  normal  ear  drums,  and  had  no  cough.  Phys- 
ical signs  in  the  chest  were  negative.  The  follow- 
ing day,  vomiting  ceased;  temperature  was  104;  no 
cough  and  no  physical  signs  in  the  chest.  On  the 
morning  of  the  third  day,  his  temperature  was  103; 
no  definite  physical  signs.  Radiograph  of  the  chest 
showed  considerable  infiltration  in  the  upper  part 
of  the  right  lung — lobar  pneumonia.  A radiograph 

•Read  before  the  Virginia  Pediatric  Society  in  Rich- 
mond, May  29,  1936. 


count  made  the  diagnosis  of  appendicitis  dubious. 
Not  until  two  days  after  the  initial  examination, 
and  twelve  hours  before  a radiograph  was  taken, 
could  respiratory  changes  be.  detected  in  the  chest. 
Two  days  after  the  radiograph  was  taken,  tempera- 
ture came  dotvn  to  normal. 

3.  Extensive  pneumonia  may  occur  without  ele- 
vation of  temperature. 

H.  G.  S.  (Figure  4),  ten  and  one-half  months 
old,  shov/ed  sympto.ms  of  severe  illness — anorexia, 
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Fiff.  3. — Case  J.  J. 

pallor,  c3'ano?is,  dyspnea,  and  great  loss  of  weight — 
without  history  of  temperature.  The  radiograpli 
showed  extensive  involvement  of  the  right  lung.  The 
enlargement  of  the  heart  was  not  due  to  position; 
on  careful  fluoroscopic  examination,  the  seeming  en- 
largement wys  real. 


Fig.  4.  Case  H.  G.  S. 

In  weak  and  debilitated  infants,  the  diagnosis  of 
pneumonia  may  have  to  be  based  only  on  the  so- 
called  Finkelstein  triad — dyspnea,  pallor,  and  cyano- 
sis. The  absence  of  percussible  and  auscultatory 
findings  may  be  due,  according  to  Finkelstein,  either 
to  a dry  swelling  of  the  mucosa  in  the  bronchial 


Fips.  5 and  6. — Case  J.  M. 
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tree,  or  to  its  ol)literation  In’  very  thick  secretions. 
'I'he  absence  of  temperature  in  these  infants,  he  at- 
tril)utes  to  the  tendency  to  collapse,  which  may  mask 
the  fever. 

4.  Extensive  pneumonic  involvement  may  re.solve 
very  quickly.  Resolution  may  coincide  with  the  sul)- 
sidence  of  the  clinical  symptoms. 

J.  M.  (Figures  5 and  6),  six  years  old,  gave  a 
history  of  anorexia,  fever,  cough,  nose  bleed,  and 
abdominal  pains,  commencing  eight  days  prior  to 
first  examination.  Radiograph  showed  i)neumonic 
involvement  of  practically  the  whole  right  lung. 
Three  days  later,  the  temperature  came  down  to 
normal.  Six  days  later,  the  child  walked  into  the 
office.  A radiograph  showed  practically  complete 
resolution  of  the  extensive  pneumonic  involvement. 

5.  Resolution  of  pneumonia  may  not  coincide  with 
the  subsidence  of  clinical  symptoms.  Involvement  of 
new  lung  areas  may  take  place  even  after  the  sub- 
sidence of  clinical  findings. 

S.  J.  (Figures  7 and  8),  three  years  and  eight 
months  old,  was  ill  a few  days  with  fever  and  vomit- 
ing; no  cough,  and  no  physical  findings  in  the  chest. 
Radiograph  of  the  chest  showed  pneumonic  involve- 
ment of  the  middle  lobe  of  the  right  side.  Two 
days  later,  clinical  symptoms  disappeared.  A sec- 
ond radiograph,  taken  five  days  after  the  first,  showed 


Fijs.  9. — Case  J.  W. 


considerable  pneumonic  involvement  of  all  the  lobes 
of  the  right  lung. 

Many  such  cases  were  studied  roentgenologicall}'. 
The  explanation  of  this  phenomenon,  I do  not  know. 

6.  An  acute  illness  of  only  one  day’s  duration  in 
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a young  child,  diagnosed  as  grippe  or  influenza,-, 
may  really  be  lobar  pneumonia. 

J.  \V.  (Figure  9),  nineteen  months  old,  an  only 
child,  presented  temperature  of  102.6;  mild  injection 


Fig.  10. — Case  B.  P. 

of  the  pharyn.x;  slight  cough,  and  negative  chest 
findings.  The  following  day,  the  child  was  well. 
The  only  previous  ailment  was  an  attack  of  asthma 
without  temperature  at  the  age  of  nine  months,  which 
disappeared.  .\t  the  age  of  twenty-one  months,  two 


months  after  the  supposed  attack  of  grippe,  a radio- 
graph of  the  chest  showed  clearly  the  outline  or 
residue  of  a pneumonic  involvement  of  the  middle 
lobe,  right  lung.  It  is  reasonable  to  assume  that 
the  pneumonic  involvement  dated  back  from  the  sup- 
posed attack  of  grippe  two  months  previous  to  the 
date  of  taking  of  the  radiograph. 

7.  A radiograph  of  the  chest,  without  any  signs 
or  symptoms  pointing  to  the  chest,  may  reveal  un- 
expected findings. 

B.  P.  (Figure  10),  age  four  years  and  three 
months,  gave  a history  of  fever  and  vomiting  start- 
ing six  days  previous  to  examination.  The  vomit- 
ing persisted  about  two  days.  At  the  time  of  exami- 
nation, he  complained  of  headache,  pointing  to  the 
frontal  region  of  the  skull.  No  convulsions.  The 
physical  findings  were:  Temperature  104;  slightly 
positive  Kernig’s  sign;  no  hyperesthesia;  no  rigidit}' 
of  the  neck;  normal  pupillary  reactions,  and  in- 
jected throat.  Physical  findings  in  the  chest,  nega- 
tive. During  the  examination,  the  child  was  given 
two  ice  cream  cones,  which  he  ate  with  great  relish. 
Radiographic  examination  showed  a typical  picture 
of  miliary  tuberculosis.  Spinal  fluid  examination 
revealed  the  early  findings  of  tuberculous  meningitis 
(positive  globulin  reaction  and  slight  increase  in  the 
cell  count).  Eight  days  later,  the  child  died. 
•Animal  inoculation  confirmed  the  diagnosis  of  tuber- 
culous meningitis.  The  diagnosis  of  tuberculous 
meningitis  was  arrived  at  by  way  of  the  roentgeno- 
logical examination  of  the  chest. 

Arcade  Building. 


PNEUMONIA— ESPECIALLY  EIGHTY  DIATHERMED  CASES.* 


I.  O.  Fitzgerald,  Jr.,  B.,  M.  D.,  F.  C.  P.  T., 
Richmond,  Va. 


In  May,  19.i6,  pneumonia  led  the  Virginia  death 
rate.  This  is  a month  in  which  we  do  not  expect 
much  pneumonia  in  this  climate.  This  condition 
and  cancer  vie  for  second  place  in  the  United  States 
death  rate.  In  1930,  there  were  about  100,000 
deaths  from  this  disease  in  the  United  States. 

Pneumonia  is  a term,  which,  like  many  medical 
words,  is  from  Greek.  But  in  this  case  no  effort 
was  made  to  build  a more  expressive  term,- — we  sim- 

*Read before  the  sixty-seventh  annual  meeting  of  the 
Medical  Societv  of  Virginia,  at  Staunton,  Va.,  October 
13-15,  1936. 


ply  transplanted  the  whole  Greek  word.  A defi- 
nition is  not  only  interesting,  but  necessary  in  con- 
sidering many  medical  conditions.  But  it  would 
seem  impossible  to  choose  a term  in  which  the  defi- 
nition was  more  superfluous  than  in  pneumonia. 
Every  medical  man  immediately  knows  it  is  an  in- 
flammation of  lung  tissue. 

There  are  many  different  types  and  classifications 
of  this  disease,  but  we  will  mention  only  a few. 
-According  to  onset,  we  may  have  primary  or  sec- 
ondary, asphyxiation  or  post-operative;  as  to  the 
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part  of  the  lung  involved  it  ma}’  be  broncho,  lobar, 
interstitial;  in  the  various  areas  affected  it  may  be 
apical,  central,  basal,  etc.  Named  from  its  causa- 
tive germ  it  may  be  pneumococcus,  streptococcus, 
influenza,  septic,  etc.  Thus  we  may  multiply  classi- 
fications, but  they  all  carry  the  same  general  mean- 
ing of  inflamed  lung  tissue. 

Probably  the  diagnosis  can  onh-  be  made  abso- 
lute at  post-mortem.  But  there  are  numerous  clin- 
ical manifestations  which,  when  grouped  and  con- 
sidered, make  a practical,  dependable  working  diag- 
nosis. 

The  lobar  type  has  a rather  sudden  on.set;  a pre- 
viously healthy  person  is  stricken  with  a chill,  pain 
in  the  chest,  bloody  foamy  expectoration,  fever,  pros- 
tration, air  hunger,  dyspnea,  hyperpnea,  cough,  rapid 
pulse,  cyanosis,  etc. 

Laboratory  studies  may  show  a markedly  increased 
total  leukocyte  count  and  a definite  elevation  of  the 
percentage  of  neutrophiles.  Blood  culture  helps 
when  it  shows  the  infecting  organism.  Sputum  ex- 
amination and  identification  of  the  kind  and  type  of 
bacteria  present  may  assist.  Diminished  urinary 
chlorides  was  long  considered  suggestive.  X-ray 
studies  are  frequently  of  great  value.  Recently  Dr. 
C.  H.  Smith  has  reviewed  a large  number  of  cases 
in  which  one  of  his  conclusions  was  that  the  labora- 
tory, while  dependable  when  positive,  was,  because 
of  certain  physical  difficulties,  not  absolute.  Clin- 
ical study  of  the  patient  often  reveals  an  area  of 
pleurisy,  rales  and  moisture  in  the  lung,  and  auscul- 
tation and  ])ercussion  show  consolidation. 

In  broncho- jmeumonia  the  onset  is  not  always  .so 
characteristic.  The  patient  here,  in  many  instances, 
is  a previously  depleted,  physically  below  par,  often 
very  young  or  old  person. 

In  broncho-pneumonia  blood  examinations  offer 
less  diagnostic  .service.  X-ray  plates  may  assist  by 
revealing  the  pathologj'. 

But  we  must  rely  largely  upon  the  combination  of 
history,  symptoms  and  physical  examination.  As 
said  before,  the  appearance  of  a group  of  these  symp- 
toms has  made  and  will  continue  to  make  the  work- 
ing diagnosis,  while  the  exact  and  scientifically  ab- 
solute diagnosis  will  continue  a post-mortem  finding. 

The  progress  of  the  disease,  too,  varies  with 
broncho  or  lobar  pneumonia.  In  the  lobar  type 
following  the  onset  mentioned  above,  there  is  a 
maintained  fever,  increased  prostration,  cyanosis  and 
circulatory  embarrassment  generally  persist,  while 


air  hunger  Ijeccmes  more  definite.  I'hese  symi)- 
toms  constitute  a picture  of  varying  anxiety  through 
a somewhat  indefinite  period  (though  often  the  time 
is  six  to  nine  days)  until  termination  is  reached 
either  by  crisis  or  death. 

In  the  bronchial  type  the  course  is  very  indefinite 
as  to  onset,  severity  of  prostration,  fever,  and  cyano- 
sis. Duration  may  extend  from  a few  days  to  weeks 
or  even  months.  To  those  working  with  pneumonia 
patients  (and  all  of  us  do)  mortality  rate  is  of  espe- 
cial interest,  for  it  is  only  by  this  that  we  ma} 
guess  whether  we  are  saving  some  lives  or  only 
making  our  patients  more  comfortable.  Undoubt- 
edly the  rate  varies  with  climatic  and  economic  sur- 
roundings. Bullowa,  after  .studying  a group  of  ju- 
veniles, gives  the  average  death  rate  for  pnemococ- 
cus  pneumonias  as  15.4  per  cent,  non-pneumococcus 
types  as  18.9  per  cent,  while  the  broncho  rate  was 
29.6  per  cent.  Rinker.  in  a recent  issue  of  the 
ViKciNiA  Medical  Monthly,  gives  the  average 
rate  at  25  jier  cent  to  35  per  cent.  This  seems  fair 
and  in  keeping  with  figures  studied  elsewhere.  The 
various  types  give  different  mortalities,  as  do  various 
epidemics, — e.  g.,  type  III  is  estimated  at  60  per 
cent  to  80  per  cent.  .\s  nearly  as  we  could  esti- 
mate, the  1936  rate  ran  a mortality  of  about  40  per 
cent. 

The  treatment  of  pneumonia  is  in  no  way  stereo- 
typed, and  different  men  and  clinical  groups  have 
their  pet  ideas. 

.\t  present  lung  collapse  is  one  of  the  newer  .sug- 
gestions holding  a certain  amount  of  the  spotlight. 

Serum  is  available  for  only  two  of  the  now  recog- 
nized thirty-two  types  of  jmeumococcus  infection, 
and,  of  course,  there  is  no  serum  for  the  varieties  of 
other  organisms  causing  lung  inflammations.  Re- 
centlv  (Journal  Clinical  Medicine  and  Surgery,  iMay. 
1936)  dole  estimates  in  type  I pneumonia  mortal- 
ity has  not  been  reduced  below  4.5  per  cent  in  cases 
where  .serum  is  used  in  the  first  forty-eight  hours. 

In  recent  years  we  have  been  interested  in  dia- 
thermy (either  conventional  or  short  wave)  for  vreat- 
ing  lung  inflammations.  It  has  not  Ijeen  used  as 
a treatment  per  se,  but  as  something  that  in  no  way 
interferes  with  any  other  indicated  treatment,  and 
as  something  that  I feel  has  been  the  most  valuable 
single  agent  in  treating  these  .sufferers.  In  our 
cases,  if  oxygen  was  indicated  it  was  used;  and 
the  same  thing  pertained  to  serum,  etc. 

Stewart  fir.'it  reported  using  diathermy  in  1921, 
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not  as  a cure  of  pneumonia,  but  to  relieve  the  suffer- 
ing and  distress  accompanying  it.  The  treatment 
consists  in  passing  a high  frequency  current  through 
the  chest,  with  resulting  arterial  and  capillary  hy- 
peremia, such  as  would  result  in  any  locally  heated 
area. 

T.able  of  the  Effects  of  Di.atherhy 
Effects  of  He.at  ox — 

A.  Body  Tissues 

I.  Dilatation  of  blood  vessels 

1 . Thinning  vessel  wall 

2.  Increased  permeability  or  penetra- 

bility 

II.  Increased  blood  volume 

1.  Cytologically 

a.  Red  cells  (increased  o.xygen) 

b.  White  cells  (increased  phago- 

cytes ) 

2.  Plasma 

a.  Nourishment 

b.  Ferments 

c.  Antibodies 

III.  Increased  metabolism 

1 . Anabolism 

2.  Katabolism 

I\'.  Increased  tissue  drainage 
V.  Decrease  of  pain 

B.  Bacteria 

I.  Reduced  reproduction  and  growth 
II.  Reduced  toxin  production 
.\  few  general  effects  which  occur  almost  con- 
stantly in  pneumonia  cases  treated  by  diathermy  are 
as  follows:  a distinct  lessening  of  pain  and  a con- 
sequent deepening  of  breathing;  where  cyanosis 
exists  the  c.olor  improves,  and  many  of  these  peo- 
ple will  tell  you  voluntarily  “I  feel  better.”  May  I 
quote  a nurse  to  her  attending  physician ; “Doctor, 
if  you  had  never  had  pneumonia  and  had  diathermy 
for  it  you  couldn't  imagine  the  comfort  it  gave  me." 
.\bout  ten  minutes  after  initiation  of  diathermy  a 
Russian  woman  was  Ijeing  observed  by  several  in- 
ternes. Dne  .said  that  she  breathed  easier  and 
looked  less  cyanotic,  when  she  volunteered : “And 
I feels  better.” 

Sweating  is  often  increased. 

Increased  fluid  intake  is  fairly  constant,  but 
whether  or  not  it  is  due  to  increased  fluid  loss  I 
do  not  know.  Perhaps  both  the  sweating  and  in- 
creased intake  are  the  results  of  increased  body  heat. 


Immediately — that  is,  within  the  next  two  hours — 
there  is  increase  in  both  pulse  rate  and  temperature. 
These  increases  are  small  and  are  followed  by  a 
return  to  nearer  normal  than  existed  before  treat- 
ment. 

Expectoration  is  generally  made  easier.  It  be- 
comes thinner  and  the  amount  is  increased.  A sound, 
restful  sleep  of  one  to  three  hours  follows  most  ad- 
ministrations. Many  observers  feel  that  if  diathermy 
did  no  more  than  increase  comfort  and  bring  about 
this  sleep  it  would  be  worth  while. 

Diathermed  pneumonias  usually  recover  by  lysis 
rather  than  by  crisis.  P.sychologically,  helping  any 
patient  restores  confidence  and  gains  valuable  co- 
operation. But  the  reduction  in  mortality  has  oc- 
curred so  often  and  with  such  regularity  that  it 
needs  esf)ecial  mention.  Every  writer  on  the  sub- 
ject stresses  the  importance  of  beginning  diathermy 
early. 

Stewart  reports  947  cases  begun  on  this  treat- 
ment within  forty-eight  hours  of  onset  with  only 
eight  deaths.  In  my  own  series  twenty-two  have 
begun  in  the  first  forty-eight  hours,  none  of  them 
have  died,  and  all  were  free  of  fever  within  five 
days  of  beginning  high  frequency  treatment. 

I have  now  treated  a total  of  eighty  cases.  Ten 
of  these  have  died — a mortality  rate  of  12.5  per  cent, 
^lay  I mention  that  four  of  these  deaths  were  in 
cases  very  ill  before  pneumonia  developed.  Two 
were  post-operative  patients  with  general  peritonitis, 
one  from  a ruptured  appendix,  the  other  from  a 
perforating  duodenal  ulcer.  Neither  lived  twenty- 
four  hours  from  the  beginning  of  treatment.  An- 
other was  a stomach  cancer  case  who  was  thought 
to  be  almost  well  of  pneumonia  when  he  vomited 
a large  amount  of  blood  and  died  suddenly.  A 
fourth  was  a seven-weeks-old  infant  who  developed 
meningitis  and  died  promptly.  Without  including 
these  four  deaths  my  mortality  rate  is  7.5  per  cent. 

\\’etherbee  reports  a small  number  of  cases  treated 
by  the  best  available  methods  but  every  other  one 
was  given  diathermy  in  addition.  His  total  mor- 
tality was  22  per  cent  though  it  was  11  per  cent 
in  the  treated  cases,  as  again.st  3.1  per  cent  in  the 
untreated. 

Stewart  reports  a table  from  the  Employees’  Hos- 
pital of  Tennessee  Coal,  Iron  and  Railway  Co.: 

Diathermy  treated  cases,  mortality  12.4  per  cent. 

Control  cases  not  given  diathermy,  mortality  20.3 
per  cent. 
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United  States  Marine  Hospital  No.  21: 

Diathermed  cases  (all  types),  mortality  19.4  ])er 
cent. 

Cases  not  getting  diathermy,  mortality  42.9  jier 
cent. 

Stewart,  with  about  10,000  cases  now,  says  that 
mortality  in  pneumonia,  regardless  of  the  type,  can 
be  reduced  70  per  cent  by  properly  applied  dia- 
thermy. 

May  I quote  from  an  editorial  in  the  Archives 
of  Physical  Therapy,  X-ray  and  Radium,  of  March, 
1936?  “When,  however,  one  considers  that  dia- 
thermy has  been  utilized  in  the  treatment  of  pneu- 
monia by  a number  of  careful  and  unprejudiced  ob- 
•servers  for  more  than  a decade,  then  the  element  of 
chance  cannot  enter  argument.  To  this  must  be 
added  an  appreciation  of  the  scientific  rationale  of 
the  action  of  diathermy.  Without  entering  into  a 
detailed  discussion,  one  only  needs  to  think  of  the 
greater  defense  of  an  infected  organism  produced  by 
arterial  hyperemia  to  appreciate  the  clinical  impor- 
tance of  diathermatization  of  the  congested  lungs. 
Under  such  a concept  it  is  clear  that  administrated 
at  an  early  stage  of  pneumonia  the  clinical  results 
would  be  proportionate  to  the  technic  brought  into 
play.  Diathermy  has  already  changed  the  statistical 
mortality  and  morbidity  rate,  justifying  a more  op- 
timistic concept  of  the  course  and  sequelae  of  pneu- 
monia." 

We  have  in  the  not  distant  past  lived  through 
an  age  when  diagnostic  acumen  so  far  surpassed 
our  therapeutic  ability  that  we  approached  a spirit 
of  therapeutic  nihilism.  It  was  the  various  physical 
diagnostic  aids  which  advanced  diagnosis — the  cen- 
trifuge, the  microscope,  the  stethoscope,  the  electric 
light,  the  X-ray,  etc.  Today  I am  glad  we  are 
living  in  an  age  when  our  profession  is  reaching 
out  and  using  these  same  physical  forces  as  a bright 
and  shining  sun  to  dissipate  this  fog  of  therapeutic 
nihilism  and  thereliy  bring  relief,  restored  health 
and  prolonged  life,  while  without  these  aids  we 
seemed  to  have  approached  our  therapeutic  limit. 

Discussion 

Dr.  B.  M.  Rosebro,*  Richmond;  As  Dr.  Fitzgerald  has 
called  to  your  attention,  the  diagnosis  and  treatment  of 
pneumonia  embraces  the  symptomatic  and  constitutional 
treatment  of  the  patient  as  well  as  the  specific  treatment  di- 
rected towards  the  lung  infection  itself. 

Dr.  Stewart  has  emphasized  the  extreme  importance  of 
beginning  treatment  within  the  first  forty-eight  hours  of 


its  onset.  .\s  Dr.  Fitzgerald  has  stated,  900  cases  were 
treated  in  the  early  stages  with  the  death  of  only  eight 
patients.  I'his  fact  has  assumed  greater  and  greater  im- 
portance in  my  mind  as  I have  watched  the  results  re- 
ported in  literature  and  the  outcome  of  those  cases  that 
have  occurred  in  my  private  practice.  My  records  show 
that,  including  two  cases  seen  in  consultation  after  almost 
a week  of  sickness,  seventeen  cases  of  pneumonia  in  in- 
fancy or  early  childhood,  were  treated  with  me  by  Dr. 
Fitzgerald.  In  nine  of  these  cases  we  were  able  to  make  a 
satisfactory  diagnosis  within  thirty-six  hours  of  the  onset. 
VV'ith  the  addition  of  electrical  heat  to  my  usual  routine 
of  treatment,  which  I had  used  before,  complete  recovery 
occurred  in  all  nine  cases  by  the  fifth  day.  Not  only  was 
recovery  complete,  without  complications,  but  I am  very 
much  interested  in  the  quickness  with  which  this  recovery 
took  place  ; the  comfort  under  which  these  little  patients 
recovered;  the  improvement  in  their  ability  to  sleep;  in 
the  activity  of  the  skin  as  shown  by  sweating;  and  the 
slowing  of  the  heart  rate.  In  the  bronchial  cases  especially 
to  be  noted  was  the  gradual  lessening  in  the  rapidity  of 
pulse  and  blood  pressure.  One  point  may  be  of  interest, 
to  which  I will  call  your  attention;  In  the  cases  of  lobar 
pneumonia  in  which  crisis  came  at  the  end  of  four  days, 
blood  pressure  fell  rapidly,  but  in  proportion  to  the  fall 
of  temperature,  slowing  of  pulse  rate,  and  respiratory  fre- 
quency. Five  cases  in  which  treatment  was  delayed  for 
one  reason  or  another  recovered.  One  infant,  seven  weeks 
old,  died  from  a complicating  pneumococcic  meningitis. 

I realize  in  this  that  I shall  probably  not  secure  your 
agreement  that  this  outline  of  treatment  should  be  tried 
early,  and  not  late  in  the  disease,  after  every  other  means 
has  been  used  which  is  usual  in  these  cases. 

Fhere  is  no  pathognomonic  symptom  of  pneumonia. 
Each  svmptom  upon  which  we  depend  for  diagnosis  may 
present  itself  normally,  or  in  individual  cases  may  be 
almost  entirely  absent.  The  rapid  respiration,  grunting, 
cough,  temperature,  blood  count.  X-ray  of  chest,  physical 
findings  of  a careful  examination,  all  may  present  typical 
evidence,  or  be  absent  in  the  early  stages.  Therefore,  we 
agree  with  the  statement  Dr.  Fitzgerald  has  recently  made 
that  a post-mortem  examination  of  the  lung  is  the  only  ab- 
solute scientific  proof  of  the  presence  of  this  disease. 

Dr.  Charles  Smith,  Professor  of  Pediatrics,  Columbia 
University,  before  a recent  meeting  of  the  Richmond 
Academy  of  Medicine,  discussed  the  pathology  of  pneu- 
monia. He  showed  slides  of  quite  a number  of  post- 
mortem examinations  of  the  lungs,  and  sections  of  the 
lung  by  which  he  established  that  infants  and  young  chil- 
dren have  lobar  pneumonia  as  well  as  bronchial.  In 
bronchial  pneumonia.  Dr.  Smith  demonstrated  by  his  speci- 
mens that  the  actual  seat  of  the  pneumonia  was  in  the 
small  bronchial  tubes,  the  bronchioles,  and  the  alveola. 
These  tubes,  he  said,  were  full  of  mucus,  polymorphonu- 
clear cells,  and  bacteria,  while  the  parenchyma  or  lung 
tissue  was  edematous  and  infiltrated  with  round  cells; 
whereas,  in  lobar  pneumonia,  the  parenchyma  was  the 
seat  of  the  invasion  of  pneumococcus  and  infiltration  of  the 
polymorphonuclear  cells. 


•Dr.  Rasebro  died  December  17,  1936. 
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The  X-ray  men  of  Richmond,  especially  Dr.  Hodges,  in 
their  discussion  of  an  early  diagnosis  by  this  method,  feel 
that  sufficient  evidence  should  be  gotten  after  the  first 
twenty-four  hours  to  justify  a diagnosis. 

Referring  to  Dr.  Smith’s  paper  again  in  this  connection, 
he  has  suggested  that  an  antero-posterior  exposure  or  a 
lateral  exposure  may  not  definitely  reveal  the  small  area 
of  pneumonia  in  the  early  stages  because  of  frequency  of 
this  area  being  covered  by  the  heart,  thymic,  or  bone 
shadows.  He  has  suggested  an  exposure  half  way  between 
these.  It  seems,  then,  one  might  suppose  that  a very  care- 
ful, painstaking  physical  examination,  a blood  count,  or  an 
X-ray,  would  give  us  sufficient  impression  on  which  to  base 
our  opinion. 

Reasoning  from  this  pathology,  the  line  of  treatment 
would  suggest  itself — 

I.  Drainage  of  the  blocked  lung  of  mucus.  This  can  be 
accomplished  in  two  general  ways: 

First,  by  assisting  the  flow  of  mucus  into  larger  bron- 
chioles, from  which  it  can  be  coughed  up.  Percussion  of 
the  baby's  chest  with  the  baby  lying  on  his  face  across  a 
pillow  with  chest  lower  than  abdomen  helps.  This  also 
has  a tendency  to  lessen  the  amount  of  atelectasis.  Also 
if  the  patient  is  placed  with  abdomen  across  a pillow 
and  chest  and  upper  respiratory  track  below  the  level  of 
the  abdomen  and  on  his  face  at  stated  intervals,  a large 
amount  of  mucus  can  possibly  be  gotten  rid  of. 

Second,  the  application  of  counter-irritants  or  heat  is 
probably  our  best  means  of  promoting  hyperemia  of  the 
lung.  The  advantages  of  hyperemia  are,  of  course,  readily 
apparent.  Increasing  of  the  blood  supply  to  any  diseased 
area  brings  to  the  area  fresh  oxygen,  antibodies,  and 
leucocytes.  The  dilatation  of  veins  increases  the  amount 
of  drainage  internally  from  that  infected  area,  both  of 
which  are  of  great  advantage. 

Third,  the  production  of  the  leucocytosis  and  specific 
antibodies  opens  to  us  the  field  of  parenteral  treatment  of 
pneumonia  serums,  antigens,  blood  transfusions,  etc.,  al- 
though there  is  some  probability  that  absorption  of  the 
toxins  and  the  detritus  is  accompanied  by  a general  in- 
crease of  leucocytosis  and  antibody  generation  throughout 
the  body.  Any  means  which  would  promote  this  accepted 
principle  of  treatment  should  at  least  receive  serious  con- 
sideration. Diathermy,  theoretically,  does  this — that  is, 
promotes  drainage,  increases  hyperemia  and  leucocytic  in- 
filtration in  the  diseased  area. 

II.  Promoting  comfort  of  the  patient.  Rest,  diaphoresis, 
lessening  of  the  cough,  which  occurs  in  a vast  majoritv 
of  instances,  is  of  no  slight  benefit.  Dr.  Stewart  has  em- 
phasized this  symptomatic  result,  and  in  the  few  cases 
we  have  treated  his  contentions  seems  to  be  borne  out. 

Fo  make  a brief  summary  of  what  I have  said,  in  add- 
ing diathermy  to  your  therapeutic  methods,  an  early  diag- 
nosis is  all  important.  As  you  are  well  aware,  this  is  also 
important  in  serum  treatment  of  pneumonia,  or  any  other 
method  to  which  you  may  be  accustomed. 

Dr.  T.  Dewey  D.avis,  Richmond;  Dr.  Fitzgerald  has 
given  you  an  excellent  mortality  rate  for  his  series  of  pneu- 
monia cases  treated  with  diathermy.  Last  spring  I had 


occasion  to  review  very  thoroughly  the  literature  on  the 
treatment  of  pneumonia  in  connection  with  a talk  before 
one  of  the  local  societies  in  the  State.  I also  had  the 
opportunity,  just  prior  to  this,  to  discuss  the  treatment  of 
pneumonia  with  several  prominent  physicians  (two  of 
them  happened  to  be  past-presidents  of  the  American  Col- 
lege of  Physicians)  at  a meeting  in  Detroit.  I made  a 
special  point  of  getting  their  opinion  on  the  use  of  dia- 
thermy in  pneumonia.  Not  one  of  them  was  enthusiastic 
about  its  use.  Certain  experimental  work  would  seem  to 
show  that  diathermy  does  not  increase  the  temperature 
within  the  lung  structure. 

It  would  seem  that  if  the  procedure  is  beneficial  in  pneu- 
monia, reports  of  its  use  would  appear  in  some  of  the 
national  journals,  such  as  the  Journal  of  the  American 
Medical  Association,  the  Archives  of  Internal  Medicine, 
or  the  American  Journal  of  the  Medical  Sciences.  I have 
not  found  such  a reference.  Dr.  Stewart,  as  Dr.  Fitzgerald 
has  disclosed,  has  reported  the  largest  series  of  cases 
treated  with  diathermy,  but  no  article  under  his  name 
appears  in  these  journals. 

I talked  this  morning  with  one  of  our  members  who 
recently  had  several  weeks  of  observation  in  the  leading 
teaching  hospital  in  Boston.  Mass.  He  told  me  that  dia- 
thermy treatment  in  pneumonia  had  been  tried  and  dis- 
continued there. 

Wetherbee  and  his  co-workers  in  1935  reported  on  the 
treatment  of  thirty-six  patients  -with  pneumonia;  eighteen 
were  given  diathermy  with  a mortality  of  11.1  per  cent, 
the  remainder  the  usual  ward  treatment,  including  serum, 
with  a mortality  of  33.3  per  cent.  Naturally,  this  series 
is  too  small  for  definite  conclusions  to  be  drawn. 

Therefore,  I ask  you,  gentlemen,  before  you  go  home 
and  go  to  the  not  inconsiderable  expense  of  installing 
a diathermy  machine,  and  before  you  put  your  patients  to 
the  expense  of  taking  this  treatment,  look  further  into  the 
question  of  whether  or  not  it  is  beneficial. 

Dr.  Fitzger.ai.d,  closing  the  discussion;  I feel  as  hungry 
as  you  folks  must  be,  and  that  you  are  not  in  an  attitude 
to  listen  to  any  closing  discussion. 

As  to  the  figures  that  I presented,  you  can  get  quite  a 
few  figures  from  various  dependable  workers,  and  the 
quotations  I presented  for  what  the)’  are  worth.  Person- 
ally, I feel  that  if  I should  have  pneumonia  I certainly 
want  somebody  who  understands  the  technique  to  go  into 
the  proper  treatment  of  my  case  with  diathermy. 

There  are  certain  factors  that  enter  into  this  lack  of 
discussion.  In  one  of  the  hospitals  that  I shall  not 
mention,  I approached  the  physical  director  about  a year 
ago  and  recently  the  associate  physical  director.  I said: 
‘‘Doctor,  what  about  your  pneumonia  diathermy?”  He 
procrastinated,  then  finally  said:  ‘‘VVe  have  in  our  hos- 
pital a 250-volt  direct  current,  so  we  are  not  doing  any- 
thing with  it.  We  are  trying  this  year  to  buy  a satis- 
factory converter,  so  that  we  can  talk  with  the  rest  of  you 
folks  about  it.”  I do  not  want  to  go  into  detail  now,  but 
I think  we  ought  not  to  criticize  something  about  which  we 
know  very  little. 
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PNEUMONIA  QUESTIONNAIRE 

Sent  to  all  Members 

OF  THE 

Medical  Society  of  Virginia 


Total  number  answers 


274 


1.  How  many  cases  of  pneumonia  do  you  see  an- 
nually in  private  practice? 

No.  Lobar — 2,013  or  average  per  doctor  about 
10  cases. 

No.  Broncho — 2,305  or  average  per  doctor 
about  11  cases. 

2.  What  in  your  experience  is  the  chief  antecedent 
factor? 

Colds  and  upper  respiratory  infections.-  92 


Exposure  55 

Not  exposure 1 

Influenza 44 

Fatigue  and  lowered  vitality 34 

Neglect  21 

Atmospheric  conditions  and  poor  ventila- 
tion   11 

Alcoholism 8 

Contagious  and  infectious  diseases 8 

Malnutrition  and  imprudent  eating 7 

Poor  hygiene 5 

Senility  5 

Contact  with  other  cases 4 

Poverty  3 

Previous  infection 2 

Post-operative 1 


3.  What  proportion  of  pneumonia  patients  have  had 
their  sputum  typed? 

128  or  in  about  .03  per  cent  of  cases. 

4.  What  proportion  have  received  specific  serum 
therapy? 

135  or  in  about  .03  per  cent  of  cases. 

5.  Do  you  use  oxygen? 

116  or  59  per  cent — many  qualifying  statements 
by  saying  when  in  hospitals  or  in  cyanosed  cases. 

6.  Have  you  felt  that  inability  of  the  patient  to  af- 
ford a nurse  has  been  a handicap  in  any  of  your 
cases? 

Yes— 151. 

No— 22. 


Many  reported  all  cases 


What  percentage? 

100  per  cent 9 

95  per  cent 4 

90  per  cent 8 

80  per  cent 5 

75  per  cent 9 

70  per  cent 1 

60-2/3  per  cent.  6 

60  per  cent 2 

50  per  cent 41 


had  nurses. 


40  per  cent 2 

35  per  cent 1 

30  per  cent 2 

25  per  cent 12 

20  per  cent 3 

15  per  cent 1 

10  per  cent 15 

5 per  cent 6 


7.  What  in  your  opinion  is  the  chief  cause  of  our 


high  pneumonia  mortality? 

Lowered  resistance,  malnutrition  or  expo- 
sure   31 

Poor  nursing  31 

Virulence  of  infection 26 

Lack  of  nursing  and  medical  attention 24 

A question 19 

Delayed  medical  care 14 

Living  conditions 14 

Over-treatment  13 

Lack  of  facilities  (oxygen,  sera,  etc.) 12 

Over-stimulation  and  digitalis 11 

Failure  to  use  serum  and  oxygen  early 11 

Delayed  diagnosis  10 

High  cost 9 

Age 8 

Alcoholism 7 

Incompetency  or  lack  of  knowledge  of  phy- 
sician   7 

Carelessness  as  to  upper  respiratory  infec- 
tions   5 

Moving  when  ill 5 

Mixed  infections  prior  to  illness  and  com- 
plications   4 

Lack  of  keeping  quiet 4 

Poor  ventilation  4 

Lack  of  health  education 3 

Lack  of  hospitalization 3 

Seasonal  conditions  3 

Delay  in  hospitalization 2 

Lack  of  cooperation  of  patient 2 

Concurrent  pathology 1 

Improper  treatment 1 

Inattention  on  part  of  physician 1 

Isolation  of  whooping  cough  and  influenza  1 
Lack  of  health  examination 1 


8.  What  measures  would  you  suggest  that  would 
make  typing,  sera,  and  oxygen  more  easily  avail- 


able for  your  patients? 

State  and  local  boards  of  health  to  care  for 

work  42 

Reduction  in  cost 39 

Local  hospitals  to  care  for  work 13 

Typing  and  service  stations  over  state 13 

Better  laboratory  service  12 

Free  to  indigent  10 

Educating  physician 7 

Hospitalization 7 

Trained  technician  6 

Educating  layman 3 

Rural  ownership  of  oxygen  tents 3 

Physicians  to  have  typing  and  oxygen  serv- 
ice   2 
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Central  agency  in  each  congressional  dis- 
trict   1 

Cooperation  with  Red  Cross  for  oxygen..  1 

General  hospital  insurance 1 

Instruction  of  hospital  staff 1 

Probably  by  State  Medicine  1 

Rural  electrification 1 


9.  What  other  measures  would  you  suggest  that 


would  be  of  value  in  lowering  the  mortality  of 
pneumonia? 

Educating  layman  as  to  proper  precautions  37 

Good  nursing  service 18 

Early  diagnosis  and  treatment  12 

Stop  over-treatment  9 

Early  care  6 

Educating  physicians 5 

Hospital  facilities 5 

Put  to  bed  early 5 

Diathermy  4 

Availability  of  typing  and  sera 3 

Discontinue  promiscuous  use  of  heart  stim- 
ulants   3 

Early  use  of  serum 3 

Post-graduate  course  on  pneumonia 3 ■ 

Rest  and  no  moving 3 

Use  of  sero-bacterins  and  vaccines  in  early 

Fall 3 

Early  digitalization 2 

Hospital  insurance 2 

Light  diet 2 

Oxygen  early 2 

Reduced  prices  for  oxygen,  sera,  etc 2 

Typing  sputum  and  sera  routinely 2 

Use  of  digitalis  and  supportive  measures..  . 2 

Abolition  of  liquor 1 

Accumulation  of  data 1 

Adequate  medical  care  1 

Avoidance  of  abdominal  distention 1 

Better  training  of  medical  student 1 

County  nursing  service 1 

Improved  roads  in  rural  sections 1 

I.  V.  N.  A.  service  where  necessary 1 

Lower  fees  for  tonsillectomy 1 

Nursing  care  at  reasonable  rate 1 

Practical  well-trained  nurse 1 

Raising  resistance  of  patient  and  improv- 
ing living  conditions 1 

Scientific  methods  of  treatment 1 

Supply  physician  with  apparatus  for  in- 
digent   1 

Treat  individual  case 1 


Abstracts 


How  Many  Need  Help? 

\\'ithin  a small  margin  of  error,  about  50  per  cent 
of  the  population  goes  through  the  year  without  any 
illness.  Fifty  per  cent  of  the  illnesses  of  the  other 
half  are  not  disabling.  One-half  of  the  remainder,  or 
about  121/2  per  cent,  are  of  a minor  character,  such 
as  the  common  cold,  and  invoh’e  a disability  of  less 
than  a week.  This  leaves  about  IIYj  per  cent  who 
have  serious  illness  and  an  e.xpense  for  wage  loss  and 
for  medical  care  sufficient  to  constitute  a real  prol)- 
lem.  Of  these,  many  are  able  to  meet  the  necessary 
e.vpense  from  their  own  savings,  by  deferred  pay- 
ments or  from  regular  income,  just  as  they  meet  other 
extraordinary  expenses.  Thus  it  seems  reasonal^le  to 
assume  that  5 per  cent — certainly  less  than  10  per 
cent — of  the  total  population  are  unable  to  meet  their 
sickness  expense  without  great  sacrifice.  This  is  still 
enough  of  a problem  always  deepl}’  to  concern  organ- 
ized medicine. 

It  is  a testimon}'  to  the  accuracy  of  these  figures 
that  when  county  medical  societies  have  set  up  ma- 
chinery to  provide  medical  service  for  those  otherwise 
unable  to  obtain  it  the  number  served  has  almost  in- 
variably  been  between  o and  5 per  cent  of  the  iotal 
j)opulation. — Jour.  .f.  M.  A.,  Fel).  20,  1957. 

Treatment  of  Organic  Arterial  Obstruction 

by  Alternating  Suction  and  Pressure;  De- 
vice to  Relieve  Incidental  Arteriospasm 

Edward  .\llen  Edwards,  Boston  (Journal  .1.  M.  .1., 
Feb.  20,  19.57),  declares  that  in  cases  of  both  acute 
and  chronic  organic  arterial  obstruction  there  is  apt 
to  be  an  associated  spasm  of  the  collateral  vessels. 
This  sj)asm  counteracts  the  effect  of  the  suction-pres- 
sure therapy  and  is  not  relieved  by  the  treatment.  He 
describes  a device  that  furnishes  warmth  to  the  af- 
fected extremity  while  it  is  treated  l)y  suction-pres- 
sure. Such  locally  applied  warmth  is  capable  of 
maximum  vasodilatation  and  increases  the  effective- 
ness of  the  suction.  Moreover,  the  local  increa.se  in 
metabolism  caused  by  the  raised  tem])erature  assists 
in  the  i)roces.ses  of  healing. 
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Proceedings  of  the  Council 

of  the 

Medical  Society  of  Virginia 


The  Council  of  the  Medical  Society  of  Virginia  held 
its  winter  meeting  at  the  Society’s  office  in  Richmond 
on  February  2,  1937,  at  2:00  P.  M.,  with  the  president, 
Dr.  J.  Morrison  Hutcheson  of  Richmond,  presiding. 

Besides  Dr.  Hutcheson,  those  present  were;  Dr.  G.  F. 
Simpson,  president-elect;  Drs.  G.  W.  Holland,  Julian 
L.  Rawls,  C.  E.  Martin,  Beverley  F.  Eckles,  John  Hundley, 
Jr.,  C.  O.  Dearmont,  J.  E.  Knight,  and  C.  B.  Bowver, 
councilors;  Drs.  Jos.  T.  Buxton  and  Hugh  H.  Trout,  vice- 
presidents;  Dr.  Wyndham  B.  Blanton,  chairman  of  the 
Publication  and  Program  Committee;  and  Miss  Edwards, 
secretarv.  Dr.  R.  W.  Miller,  councilor  of  the  Third  Dis- 
trict, was  prevented  by  sickness  from  attending. 

Dr.  Hutcheson  stated  that  respresentatives  from  the 
Cavalier  Hotel  at  Virginia  Beach  and  the  Chamberlin 
Hotel  at  Old  Point  would  like  to  renew  their  invitation 
for  the  Society  to  hold  its  1937  meeting  at  those  places, 
and,  if  no  objection,  he  would  have  them  come  in  at  this 
time.  Mr.  Eaton  and  Mr.  Waddill  of  the  above  named 
hotels  then  told  of  the  rates  and  advantages  offered  by 
these  two  hotels. 

Following  this,  minutes  of  the  Council  meeting  held  in 
Staunton  at  time  of  the  1936  meeting  were  read  and 
approved.  The  question  brought  up  at  that  time  in  regard 
to  a more  convenient  hour  for  the  Council  meeting  at  the 
annual  sessions  of  the  Society  was  discussed.  Upon  mo- 
tion of  Dr.  Rawls,  it  was  decided  to  have  the  president 
set  time  for  these  meetings  with  a view  to  selecting  an 
hour  that  would  be  convenient  as  possible  for  all  mem- 
bers. 

The  next  matter  to  have  consideration  w'as  the  selec- 
tion of  the  place  for  the  next  annual  meeting  of  the  Society. 
Dr.  Trout  renewed  the  invitation  which  had  been  extended 
by  the  Roanoke  -Academy  of  Medicine  last  fall.  After  a 
discussion  which  brought  out  the  fact  of  the  accessibility 
of  Roanoke  to  practically  all  parts  of  the  State,  it  was 
moved  by  Dr.  Martin  and  seconded  by  Dr.  Eckles  that 
the  Society  hold  its  meeting  in  Roanoke,  which  motion  was 
unanimously  carried. 

The  week  beginning  October  10th  was  tentatively  se- 
lected as  the  time  for  the  meeting,  but,  to  avoid  conflict 
with  other  meetings,  this  matter  was  left  to  the  president. 

Dr.  -Martin  mov'ed  that  letters  of  thanks  be  sent  to  the 
two  hotels  and  the  societies  backing  their  invitations. 
Carried. 

The  executive  secretary-treasurer  presented  a statement 
of  the  Society’s  finances  for  the  first  four  months.  Dr. 
Hutcheson  announced  that  while  this  showed  a good 
balance  it  should  be  borne  in  mind  that  it  included  col- 
lections for  our  best  financial  month. 

Dr.  Bowyer,  in  his  report  as  councilor,  said  that  the 


Clinch  Valley  Medical  Society  had  developed  into  a splen- 
did organization  but  that  some  of  its  members  did  not 
seem  to  see  the  necessity  of  membership  in  the  Medical 
Society  of  Virginia,  and  he  wondered  what  could  be  done 
to  induce  the  members  to  take  a greater  interest  in  the 
State  Society.  -After  discussion  of  this  matter,  a motion 
was  adopted  that  the  president  appoint  a committee  to 
make  a study  of  the  question  of  the  interrelationship  of 
membership  in  the  local,  state,  and  American  Medical 
-Association,  this  committee  to  make  a report  at  the  next 
meeting  of  the  Council.  In  the  meantime,  the  secretary 
was  instructed  to  send  each  councilor  a list  of  the  doctors 
in  his  district  now  affiliated  with  the  local  societies  but 
not  in  the  State  organization,  to  see  if  he  might  induce 
them  to  join  the  State  Society. 

Dr.  Hundley  said  that  he  had  no  report  to  make,  but 
that  Dr.  Plunkett  is  interested  in  having  something  spe- 
cific for  his  Committee  on  Maternal  Welfare  to  do  and 
had  asked  him  to  find  out  about  this.  He  also  wished 
to  know  what  relation  existed  between  his  committee  and 
the  work  being  done  by  the  clinician  with  the  Department 
of  Clinical  and  Medical  Education  of  the  Society.  Dr. 
Hutcheson  said  he  appreciated  Dr.  Plunkett's  feelings  and 
explained  that  the  Federal  government  turns  over  to  the 
State  Board  of  Health  a sum  to  be  expended  for  maternal 
and  child  welfare  work  and  the  State  with  this  money 
pays  the  clinician  whose  work  is  arranged  through  the 
Department  of  Clinical  and  Medical  Education.  The 
function  of  the  Maternal  AA'^elware  Committee  at  this  time 
seems  to  be  largely  of  an  advisory  mature. 

Being  asked  if  he  had  anything  he  wished  to  say.  Dr. 
\V.  B.  Blanton,  editor,  said  that  he  and  his  committee 
were  anxious  to  improve  the  Monthly  in  every  way 
possible  and  that  they  would  appreciate  any  constructive 
critcism.  It  was  felt  that  he  was  doing  his  work  well 
and  no  suggestions  were  offered. 

He  wished  to  have  the  advice  of  the  Council  as  to  the 
programs  for  the  annual  meetings,  especially  in  regard 
to  having  sectional  meetings.  There  was  a great  deal  of 
discussion  pro  and  con  the  sectional  meetings,  but  the 
consensus  of  opinion  was  that  the  arrangement  of  the 
program  is  a hard  job  and  it  was  decided  to  leave  this 
matter  to  the  judgment  of  the  Program  Committee,  which 
was  in  accord  with  the  decision  reached  several  years  ago. 

Dr.  Blanton  also  said  that  the  Committee  to  Study  the 
Pneumonia  Situation  in  A'irginia,  of  which  Dr.  Hutcheson 
had  appointed  him  chairman,  was  at  present  canvassing 
the  situation  with  the  hope  of  reducing  the  death  rate  of 
this  disease  in  Virginia,  and  they  hoped  to  present  a 
worthwhile  report  later. 

Dr.  Simpson  said  he  had  heard  the  question  raised  if 
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the  Department  of  Clinical  and  Medical  Education  is 
stressing  clinics  too  much  and  wondered  if  it  might  be  well 
to  suggest  that  they  assemble  information  on  various  sub- 
jects in  readable  form  and  publish  such  condensed  find- 
ings in  the  journal.  It  was  asked  if  it  was  his  idea  to  have 
the  Department  publish  such  papers  monthly  or  once  a 
year,  and  Dr.  Simpson  replied  this  was  offered  only  as 
a suggestion  to  be  used  as  material  developed.  Dr. 
Trout  felt  that  Dr.  Blanton  was  already  doing  this  in  his 
editorials.  Dr.  Simpson  said  the  idea  was  only  to  en- 
large on  the  present  plan. 

The  president  read  a letter  from  Dr.  Thomas  Parran, 
Surgeon  General  of  the  U.  S.  Public  Health  Service,  in 
which  he  said  the  Service  was  especially  anxious  to  put 
on  a program  for  the  control  of  venereal  diseases  and  he 
requested  the  appointment  of  a committee  in  this  State 
to  cooperate  with  Federal  authorities  in  the  promotion  of 
this  work.  Dr.  Hutcheson  said  he  had  appointed  a com- 
mittee with  Dr.  Ennion  S.  Williams  as  chairman  and  they 
had  already  prepared  a very  comprehensive  report,  and 
he  was  sure  the  committee  would  be  glad  to  furnish  in- 
formation on  their  work  to  any  one  interested  in  this 
question. 

As  it  has  been  customary  for  two  members  of  the  Coun- 
cil to  prepare  the  year’s  budget  to  be  presented  to  the 
Council  at  its  annual  meeting.  Dr.  Hutcheson  appointed 
Dr.  R.  W.  Miller  and  Dr.  C.  E.  Martin  as  a Budget 
Committee  to  bring  in  this  report. 

The  secretary  said  that  it  had  been  customary  to  pub- 
lish minutes  of  the  winter  meeting  of  the  Council  in  the 
issue  of  the  Moxthly  just  before  the  meeting,  in  which 
appeared  also  reports  from  the  various  committees.  She 
asked  if  the  president  and  the  Council  wished  to  adhere 
to  that  plan  or  to  have  them  published  promptly  that  the 
members  may  be  acquainted  with  the  actions  of  this 
body.  The  members  felt  it  would  be  wise  to  publish  them 
in  the  next  issue  of  the  journal. 

Dr.  Hutcheson  said  that  a telegram  had  been  received 
from  the  American  Medical  Association  calling  attention 
to  an  editorial  in  The  Journal  of  the  A merican  Medical 
A ssociation  for  January  16th,  including  a resolution 
adopted  by  the  Board  of  Trustees  of  the  Association  with 
regard  to  the  reorganization  of  governmental  medical 
activities.  Dr.  Hutcheson  then  presented  the  following 
resolutions  which  he  had  prepared  after  consultation  with 
Dr.  Riggin,  State  Health  Commissioner,  and  suggested 
that  they  be  transmitted  to  the  President  of  the  United 
States,  the  Virginia  members  of  Congress,  and  to  the 
Surgeon  General  of  the  U.  S.  Public  Health  Service; 

Reports  of  official  recommendations  to  separate  the 
U.  S.  Public  Health  Service  from  the  U.  S.  Treasury 
Department  and  make  it  a subdivision  of  a proposed 
U.  S.  Department  of  Social  Welfare,  or  of  an  adminis- 
trative equivalent,  actuate  the  Council  of  the  .Medical 
Society  of  Virginia  to  register  objections  to  such  action 
in  the  following  resolutions; 

Whereas,  .\s  a Bureau  of  the  U.  S.  Treasury  De- 
partment, the  U.  S.  Public  Health  Service  for  all  prac- 
tical, professional,  and  official  purposes,  has  been  a 


separate  administrative  entity,  being  supervised  in 
detail  by  the  Treasury  Department  only  in  budgetary 
and  other  financial  matters;  and 

Where.as,  The  U.  S.  Public  Health  Service,  thus 
functioning  as  a separate  administrative  and  policy- 
developing  unit  under  the  Treasury  Department  since 
its  organization,  has  rendered,  and  continues  to  render, 
notably  efficient  service  in  the  fields  of  preventive  med- 
icine, research,  and  public  health;  and 

Whereas,  The  prestige  and  influence  of  the  U.  S. 
Public  Health  Service  is  now  recognized  by  the  people 
as  well  as  by  the  medical  profession,  and  such  in- 
fluence and  prestige  is  essential  for  the  protection  of 
the  public  health;  and 

Whereas,  The  technical  and  scientific  problems  in- 
volved in  the  effective  functioning  of  this  type  of  serv- 
ice require  that  the  administrative  direction  be  cen- 
tered in  a physician  who  has  had  administrative  train- 
ing and  experience  and  whose  supervision  in  no  man- 
ner will  be  directed  or  curtailed  bj'  an  unqualified 
superior;  and 

Where.as,  Assuming  that  the  direction  of  the  pro- 
posed Federal  Department  of  Social  Welfare,  or  of 
its  administrative  equivalent,  would  be  giA'en  to  a 
qualified  physician,  the  present  problems  of  Social 
Welfare  are  so  great  in  themselves  as  to  tax  to  the 
utmost  the  work  of  such  appointees;  and 

Whereas,  The  Public  Health  SerA'ice,  as  now  ad- 
ministered by  the  Federal  Government,  is  a major 
activity;  now,  therefore,  be  it 

Resolved,  That  the  Medical  Society  of  V’irginia, 
through  its  Council,  in  regular  session  assembled,  def- 
initely opposes  any  proposal  to  make  the  U.  S.  Public 
Health  Service  a bureau  or  other  governmental  sub- 
division of  a Federal  Department  other  than  of  the 
Treasury  Department;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  Virginia 
strongly  urges,  in  the  event  of  any  reorganization  af- 
fecting the  U.  S.  Public  Health  Service,  that  a Federal 
Department  of  Public  Health  be  created  to  include  all 
Federal  health  activities  except  those  concerned  with 
the  military  establishments;  and  be  it  further 

Resolved,  That  copies  of  this  preamble  and  of  these 
resolutions  be  transmitted  to  the  President  of  the 
United  States,  to  each  Senator  and  Representative  in 
Congress  from  Virginia,  and  to  the  Surgeon  General 
of  the  U.  S.  Public  Health  Service. 

Dr.  .Martin  moved  the  adoption  of  these  resolutions, 
after  which  they  were  freely  discussed,  all  being  of  the 
opinion  that  the  work  of  the  Public  Health  Service  is  so 
important  and  far  reaching  that  its  activities  should  not 
be  subservient  to  any  other  departmental  interests.  The 
motion  was  seconded  and  adopted. 

Dr.  Blanton  suggested  that  it  might  be  well  to  publish 
the  resolution  in  the  Monthly  so  that  all  members  might 
know  of  this  action. 

Dr.  Blanton  asked  if  the  editor  should  express  com- 
ments or  views  in  conflict  with  those  expressed  in  the 
Council  should  he  not  agree  with  them.  It  tvas  felt  that 
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the  editorials  should  as  nearly  as  possible  support  the 
officers  of  the  Society  but  that  the  editor  should  have 
free  rein  on  scientific  matters. 

A letter  from  the  American  Pharmaceutical  Association 
with  regard  to  certain  legislative  matters  was  presented 
but  as  no  member  of  the  Council  was  acquainted  with  what 
was  intended,  this  was  tabled. 

A communication  from  the  American  Medical  Associa- 
tion with  regard  to  the  Council  of  State  Governments  was 
ordered  referred  to  the  Committee  on  Legislation. 

A request  for  $10.00  to  make  a survey  as  to  how  many 
doctors  would  be  interested  in  Doctors’  Club  residences 
was  tabled. 

It  was  announced  that  the  Kentucky  State  Medical  As- 
sociation is  buying  the  home  of  Dr.  Ephraim  McDowell 
in  that  State  and  had  sent  a request  for  contributions  to 
this  fund.  As  the  Society  has  already  erected  a memorial 
to  Dr.  McDowell  in  Rockbridge  County,  Virginia,  the 
place  of  his  birth,  it  was  voted  to  table  this  request  as  an 
opportunity  is  being  given  interested  individual  doctors  to 
contribute  to  the  fund. 

Under  new  business,  it  was  announced  that  Dr.  Riggin 
had  advised  that  the  State  Health  Department  would  be 
glad  to  cooperate  in  any  way  possible  in  the  work  of  the 
Committee  to  Study  the  Pnuemonia  Situation  in  Virginia. 


In  further  reference  to  accepting  the  invitation  from 
the  Roanoke  Academy  of  Medicine  to  meet  in  Roanoke 
in  the  fall,  the  secretary  was  instructed  to  remind  them 
that  in  accordance  with  resolution  adopted  in  1932,  no 
entertainment  was  expected. 

Dr.  Blanton  wished  to  know  how  the  Council  felt  in 
regard  to  giving  over  Wednesday  evening,  at  the  time 
of  the  annual  meeting,  to  social  rather  than  scientific 
matters.  Dr.  Hutcheson  said  that  several  societies  took 
that  occasion  at  the  Staunton  meeting  to  hold  dinner  gath- 
erings and  he  rather  liked  the  plan. 

In  speaking  of  the  program,  Dr.  Bowyer  suggested  that 
he  felt  some  of  the  members  from  his  section  would  be 
more  interested  if  one  session  were  given  over  to  some- 
thing like  a post-graduate  course.  He  thought  there  might 
be  about  six  men  assigned  to  this  session,  each  to  give 
an  epitome  of  the  latest  advances  in  their  fields.  It  was 
stated  that  if  the  idea  were  to  have  these  men  come  from 
out  of  the  State,  the  president  is  limited  to  only  two  guests, 
and  it  was  felt  that  the  Program  Committee  would  have 
to  handle  the  program  in  accordance  with  material  they 
have. 

Adjournment  followed. 

Acmes  V.  Edw.^rds, 

Secretary. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

Slate  Health  Commissioner  of  Virginia. 

The  report  of  the  State  Health  Department's  bu- 
reau of  communicable  disease,  as  compiled  for  the 
month  of  January,  shows  the  following  cases  com- 
pared with  the  same  month  in  1936. 

1937  1936 


Typhoid  and  Paratyphoid 26  19 

Diphtheria 145  103 

Scarlet  Fever  192  222 

Measles  667  98 

Meningitis 42  15 

Poliomyelitis  2 1 

Rocky  Mountain  Spotted  Fever 0 0 

Typhus  Fever  0 0 

Undulant  Fever 1 3 

Tularaemia  5 15 

Smallpox  1 0 


Shellfish  Storage  Experiments 
I'he  Department  has  established  an  experimental 
wet-storage  shellfish  plant  at  Willoughby  Spit  in 
Norfolk.  The  tanks  are  supplied  with  chlorinated 
water.  The  purpose  of  the  experiments  is  to  demon- 
strate that  this  type  of  storage  is  sound  commercially. 

Virginia’s  shipments  of  oysters  and  clams  in  the 
shell  run  into  hundreds  of  thousands  of  bushels  an- 


nually. Since  harvesting  is  dependent  somewhat 
upon  weather  conditions,  and  also  because  demand 
is  a variable  factor,  oysters  and  clams  to  be  mark- 
eted in  the  shell  must  be  kept  alive  by  wet  storage. 
It  so  happens  that  locations  for  storage  floats  in 
the  immediate  vicinity  of  docks  and  packing  houses 
seldom  are  available  because  of  pollution  danger  due 
to  shore  drainage  or  passing  boats. 

One  of  the  large  companies  in  New  York  suc- 
cessfull}’  has  used  the  present  process  for  several 
seasons.  However,  owing  to  climatic  conditions 
peculiar  to  Virginia,  further  proof  regarding  the 
economic  soundness  of  this  type  of  storage  is  re- 
quired. 

The  laboratory  connected  with  the  station  is 
equipped  for  chemical  and  bacteriological  tests.  The 
WPA  has  furnished  all  material  and  most  of  the 
equipment  and  labor  at  an  aggregate  cost  to  date 
of  $2,800.  The  work  is  being  conducted  under  the 
supervision  of  the  Department’s  bureau  of  sani- 
tary engineering.  The  Commission  of  Fisheries  also 
is  cooperating  in  this  study.  The  results  of  the  ex- 
periments are  being  watched  with  interest  by  the 
shellfish  industry. 

Local  Health  Departments  Approved 

The  State  .'Association  of  County  Supervisors, 
which  met  recently  in  Roanoke,  definitely  approved 
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the  Department’s  policy  of  establishing  local  health 
departments.  Moreover,  the  advisability  of  extend- 
ing this  service  to  include  eventually  all  counties 
within  the  Commonwealth  was  proposed. 

This  action  on  the  part  of  groups,  intimately  con- 
nected and  concerned  with  health  activities,  appears 
to  evidence  the  quality  of  performance  and  the  re- 
sults obtained  by  the  local  health  units  already  estab- 
lished in  twenty-two  jurisdictions. 

Birth  D.a.ta  for  the  Crippled  Children's 
Bureau 

The  bureau  of  vital  statistics  has  planned  to  add 
several  questions  to  its  present  birth-report  form 
covering  congenital  and  other  malformations  caused 
by  birth  injuries. 

The  information  thus  reaching  the  Department 
will  be  made  available  to  the  crippled  children’s 
bureau,  whose  prompt  use  of  the  facts  materially 
will  aid  in  its  reconstructive  work. 


Flood  Assistance 

Responding  to  an  appeal  for  sanitary  engineers 
made  by  the  U.  S.  Public  Health  Service  during  the 
recent  Ohio  River  flood,  the  Commissioner  of  Health 
detailed  \V.  H.  Shewbridge,  Eugene  C.  l^Ieredith, 
and  Norman  Phillips,  Jr.,  of  the  Department’s  bu- 
reau of  sanitary  engineering,  to  the  Louisville,  Ken- 
tucky, area.  These  officers  are  located  respectively  at 
Lexington,  Danville,  and  IMadisonville,  Kentucky. 
They  are  working  under  the  direct  supervision  of 
J.  K.  Hoskins,  Sanitary  Engineer  of  the  U.  S.  Pub- 
lic Health  Service. 

Reports  recently  received  by  the  Department  in- 
dicate that  these  men  will  continue  their  emergency 
activities  for  several  weeks.  At  the  present  time  they 
are  supervising  the  purchase  and  distribution  of  ma- 
terials and  equipment  that  will  be  needed  when  the 
rehabilitation  work  gets  under  way. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Franklin  D.  'Wilson,  5352  Studeley 
Avenue,  Norfolk. 

President-Elect — Mrs.  James  B.  Stone,  15  Maxwell 
Road,  Richmond. 

Corresponding  Secretary — Mrs.  C.  C.  Smith,  1219  West 
Princess  Anne  Road,  Norfolk. 

Recording  Secretary — Mrs.  F.  O.  Plunkett,  2 Riverview 
Place,  Lynchburg. 

Treasurer — Mrs.  Reuben  F.  Simms,  2502  Hawthorne 
Avenue,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  W.  Ambrose  Mc- 
Gee, 4107  Kensington  Avenue,  Richmond. 


Meeting  of  the  Board  of  the  State  Auxiliary. 

The  Midwinter  Board  meeting  was  held  in  Nor- 
folk on  February  3,  at  eleven  A.  M.  with  twenty 
members  present. 

Reports  from  committee  chairmen  and  county 
presidents  showed  much  progress  and  interest  in  the 
work  of  the  Auxiliary. 

Especially  satisfactory  was  the  report  of  ISIrs. 
J.  R.  Hamilton,  Hygeia  Chairman,  who  reported 
eighty-one  subscriptions  and  renewals  since  October. 

It  was  decided  that  the  State  Auxiliary  should 
compile  a handbook  for  county  auxiliaries  and  Mrs. 


William  Lett  Harris,  Mrs.  Joseph  Bear  and  Mrs. 
Fletcher  J.  Wright  were  asked  to  do  this. 

The  Revision  Committee,  IMrs.  William  Lett 
Harris,  Mrs.  Joseph  Bear  and  Mrs.  Fletcher  J. 
^^’right,  presented  a new  constitution,  which  was 
approved  by  the  Board  and  will  be  presented  for 
final  adoption  at  the  State  meeting  in  Roanoke  in 
October. 

Dr.  Moncure  brought  us  a message  from  the  Ad- 
visory Council.  He  advised  that  we  inform  our- 
selves as  much  as  possible  on  the  subject  of  Pre- 
vention of  Venereal  Disease  but  that  we  take  no 
action  in  trying  to  get  this  subject  taught  in  High 
Schools  until  instructed  further  by  the  ^ledical  So- 
ciety. 

Mrs.  Fletcher  J.  Wright  reported  that  contribu- 
tions for  the  Auxiliary  Tuberculosis  Sanatorium  bed 
have  been  coming  in  but  that  all  .\uxiliaries  have 
not  yet  contributed.  The  disbursement  of  this  fund 
was  left  to  the  discretion  of  the  Committee. 

Resolutions  for  Dr.  Hodges  were  presented  by 
Mrs.  Southgate  Leigh,  copy  of  which  is  printed  in 
this  Journal. 

After  the  morning  session  the  president,  Mrs. 
Franklin  D.  Wilson,  was  hostess  to  those  present  at 
an  informal  luncheon  at  her  home,  after  which  the 
business  was  continued  until  three  o’clock  when  the 
meeting  adjourned. 
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Resolutions  on  Dr.  Hodges. 

It  is  with  a feeling  of  profound  sorrow  that  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  Vir- 
ginia records  the  death  of  its  friend  and  advisor, 
Dr.  James  .\llison  Hodges,  of  North  Carolina  and 
Richmond,  Virginia. 

“Tis  the  human  touch  in  this  world  that  counts, 

The  touch  of  your  hand  and  mine.” 

.•\nd  so,  we  the  women  of  the  .Auxiliary  mourn 
today 

“As  we  long  for  the  touch  of  a vanished  hand 
And  the  sound  of  a voice  that  is  stilled.” 

I'he  facts  of  Dr.  Hodges’  life  speak  more  elo- 
quently of  the  worth  of  the  man  than  any  tribute 
within  our  power  -to  render.  A brief  review  is  all 
that  can  be  attempted  here.  Dr.  Hodges  w’as  a man 
of  broad  and  liberal  culture.  As  a physician,  the 
human  touch  was  beautifully  demonstrated  in  faith- 
ful devotion  to  his  patients.  His  high  professional 
standing  was  recognized  by  his  fellows,  and  he  filled 
with  distinction  the  presidency  of  numerous  medical 
societies  in  his  city  and  State. 

Dr.  Hodges  gave  unstintingly  of  his  time  and 
energy  to  the  advancement  of  this  organization,  in- 
spiring our  women  with  courage,  confidence,  and 
faith  in  our  mission — the  medical  profession.  In 
his  memory  the  spirit  of  the  Auxiliary  will  continue 
the  same  loyal  support,  and  cooperation  will  be 
passed  to  those  whom  he  left  to  carry  on.  Death 
cannot  destroy  that  which  never  dies,  character  sur- 
vives, good  lives  on,  and  influence  is  immortal. 

Thp;refore,  Be  It  Resolved,  by  the  Auxiliary 
to  the  Medical  Society  of  Virginia,  that  in  the  pass- 
ing to  a higher  service  of  Dr.  James  Allison  Hodges, 
this  organization  has  suffered  the  keen  loss  of  a 
most  faithful  friend,  a staunch  supporter  of  our 
work,  with  the  ability  and  will  to  serve  whenever 
our  welfare  was  concerned.  He  will  be  greatly 
missed. 

.'\nd  Resolved,  that  these  resolutions  be  spread 
upon  the  minutes  of  this  meeting,  and  that  they  be 
published  in  the  Virginia  Medical  Monthly. 

Alice  Leigh. 

(Mrs.  Southgate  Leigh.) 


The  Medical  Auxiliary  in  Petersburg. 

The  Petersburg  Hospital  received  a supply  of  ma- 
terials to  replenish  its  equipment  at  the  annual  linen 
shower  held  in  February  at  the  Nurses’  Home  where 
the  gifts  were  on  display.  Cooperating  with  the 
^ledical  Auxiliary  in  securing  the  shower  were  all 
of  the  white  churches,  several  Negro  churches  and 
the  Lions  Club.  The  shower  included  110  sheets, 
191  pillow  cases,  86  bath  towels,  63  face  towels, 
eight  kitchen  towels,  63  wash  clothes,  13  bedspreads, 
16  blankets,  five  bed  pads,  52  yards  of  unbleached 
sheeting,  22  yards  of  toweling,  and  $35.75  in  cash. 

At  the  meeting  of  the  Auxiliary  when  the  shower 
was  presented,  there  was  the  largest  attendance  ever 
held.  Many  visitors  interested  in  this  phase  of  the 
auxiliary  work  and  in  the  hospital  were  present. 
Mrs.  C.  W.  Lynn,  president,  was  in  the  chair.  Mrs. 
H.  M.  Snead  had  arranged  an  interesting  program 
as  follows:  The  Rev.  J.  A.  Engle  made  a talk  on 
the  responsibility  of  citizens  to  a community  hos- 
pital, Mrs.  Florence  Wilson  Roper  read  one  of  her 
poems,  and  vocal  selections  were  rendered  by  the 
Nurses’  Glee  Club. 

The  Auxiliary  to  the  Norfolk  County  Med- 
ical Society 

Made  an  appropriation  for  the  maintenance  of 
a bed  at  a State  Tubercular  Sanatorium  at  a meet- 
ing held  February  10. 

At  the  same  time  we  began  plans  for  a card  party 
to  be  held  at  the  Town  Club  on  the  afternoon  and 
night  of  Wednesday,  April  7,  the  proceeds  to  go 
toward  the  auxiliary  bed  in  the  Victory  Memorial 
Tubercular  Hospital,  now'  under  construction  on  the 
Virginia  Beach  Boulevard. 

The  .Auxiliary  also  decided  to  observe  doctors’  day 
at  the  April  meeting.  Ruby  D.  Butler. 

Cooperation  Asked. 

As  the  Monthly,  like  other  publications,  de- 
pends to  a great  extent  upon  the  revenue  from  its 
advertising  to  publish  a journal  to  meet  the  demands 
of  its  readers — doctors  and  their  wives — -it  w'ill  be 
appreciated  if  the  members  of  the  Auxiliary  will 
look  over  the  advertising  pages  each  month  and  ask 
for  information  and  samples  of  products  in  which 
they  are  interested. 
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Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association; 
Gilliland  Laboratories,  Inc. 

Diphtheria  Schick  Test  Toxin,  Diluted  Ready  for  Ad- 
ministration— Gilliland. 

Diphtheria  Toxoid-Alum  Precipitated  (Refined). 

Eli  Lilly  & Co. 

Suppositories  Sodium  Amytal,  3 grains. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  inclusion  in  New  and  Nonofficial  Remedies: 

Tetrachlorethylene. — “Tetrachlorethylene  contains  not 
less  than  99  per  cent  and  not  more  than  99.5  per  cent  of 
CCl2:CCl.i,  the  remainder  consisting  of  alcohol.”  N.  F. 
Tetrachlorethylene  has  been  shown  to  be  a useful  an- 
thelmintic for  the  treatment  of  hookworm  infestation.  It 
is  the  consensus  of  the  investigators  that  tetrachlorethylene 
is  less  toxic  than  carbon  tetrachloride  and  at  least  as 
efficacious  as  the  latter  drug.  Untoward  reactions  are 
rare,  but  giddiness,  vomiting  and  drowsiness  have  been 
reported  in  some  cases. 

Tetrachlorethylene-Calco. — A brand  of  tetrachlorethy- 
lene N.  F.,  marketed  in  soft  gelatin  capsules  each  con- 
taining 1 cc.  of  tetrachlorethylene.  Calco  Chemical  Co., 
Inc.,  Bound  Brook,  N.  J.  (J.  A.  M.  A.,  January  2,  1937, 
p.  46.)  . 

Pernoston. — Butyl — B-bromallyl  barbituric  acid. — Per- 
noston  differs  from  barbital  (diethylbarbituric  acid)  in 
that  both  of  the  ethyl  groups  of  the  latter  are  replaced, 
one  by  a (normal)  secondary  butyl  group,  and  the  other 
by  a substituted  brominated  allyl  group.  The  actions  and 
uses  of  Pernoston  are  essentially  similar  to  those  of  barb- 
ital, but  Pernoston  is  more  active  than  barbital  and  is 
used  in  correspondingly  smaller  doses.  It  is  used  in 
combating  insomnia  due  to  emotional  strain  and  nervous 
instability.  In  therapeutic  doses  it  is  said  to  produce  no 
demonstrable  toxic  effects  on  the  heart,  lungs,  blood  ves- 
sels and  kidneys,  it  is  supplied  in  the  form  of  tablets,  3 
grains.  Riedel-de  Haen,  Inc.,  New  York. 

Gold  Sodium  Thiosulfate-Merck. — A brand  of  sodium 
gold  thiosulfate-N.N.R.  (New  and  Nonofficial  Remedies, 
1936,  p.  223.)  It  is  marketed  in  the  form  of  ampuls  0.01 
Gm.,  0.025  Gm.,  0.05  Gm.,  0.10  Gm.,  0.20  Gm.,  0.25  Gm., 
0.30  Gm.,  0.50  Gm.,  1.0  Gm.  Merck  & Co.,  Inc.,  Rahway, 
N.  J. 

Ampoules  Pentobarbital  Sodium-Lilly,  0.5  Gm.  (7)4 
grains). — Each  ampule  contains  pentobarbital  sodium- 
Lilly,  0.5  Gm.,  and  is  accompanied  b)'  a 10  cc.  size  ampule 
of  distilled  water.  Eli  Lilly  & Co.,  Indianapolis,  Ind. 
(J.  A.  .M.  A.,  January  16,  1937,  p.  206.) 


Propaganda  for  Reform 

The  Nutritional  Significance  of  Gelatin. — The  Council 
on  Foods  has  endeavored  to  evaluate  the  nutritional  claims 
made  for  gelatin.  In  view  of  the  available  evidence  the 
Council  believes  that  gelatin  properly  made  is  a wholesome 
food,  that  it  has  special  usefulness  when  one  desires  to  add 
variety  to  the  diet  by  incorporating  gelatin  in  nutritious 
soups  or  pleasant  desserts,  and  that  for  these  reasons  it  is 
often  a useful  food  for  inclusion  in  the  diet  of  healthy  per- 
sons or  of  sick  or  convalescent  patients.  Gelatin  appears 
to  be  well  tolerated.  The  claim  that  gelatin  is  an  aid  in 
the  digestion  of  milk,  however,  is  in  the  opinion  of  the 
Council  not  established.  The  claim  that  gelatin  is  of  value 
as  a source  of  aminoacetic  acid  in  the  treatment  of  some 
of  the  myopathies  cannot  be  recognized  ; in  the  light  of 
present  evidence,  gelatin  has  no  special  significance  as  a 
source  of  amino  acids  in  the  diet.  Indeed,  it  is  notoriously 
deficient  in  certain  essential  amino  acids.  (J.A.M.A.,  Dec. 
26,  1936,  p.  2132). 

Painting  the  Orange. — Today  the  orange  is  universally 
recognized  as  a rich  source  of  vitamin  C and  therefore  a 
desirable  fruit  for  children.  The  natural  color  and  other 
characteristics  of  the  rind  vary  with  different  varieties  and 
with  the  season.  Once  these  features  served  to  some  extent 
as  marks  of  identification.  This  is  not  true  today,  when 
there  is  a current  tendency  to  “improve  on  nature.”  Sev- 
eral years  ago  the  practice  of  exposing  oranges  to  ethylene 
gas  for  from  two  to  four  days  was  introduced.  The  ethylene 
causes  a blanching  of  the  green  color  and  a consequent  un- 
masking of  the  yellow  pigments  also  present  in  the  skin. 
The  United  States  Department  of  Agriculture  has  ruled 
that  this  process  does  not  in  itself  constitute  adulteration. 
More  recently  a rapid  method  of  coloring  has  been  em- 
ployed. The  fruit  is  dipped  in  a solution  of  a harmless  coal 
tar  dye,  which  gives  to  the  resulting  “painted  oranges”  a 
more  uniform,  brilliant  color.  Food  laws  require  that  the 
presence  of  dyes  must  be  declared  by  having  the  phrase 
“color  added”  stamped  on  each  orange.  The  state  of 
Florida  has  recently  provided  rigid  regulation  of  the  pack- 
aging and  marketing  of  citrus  fruit  according  to  more 
exacting  standards  than  those  required  by  the  federal  gov- 
ernment. The  United  States  Department  of  Agriculture 
accordingly  has  agreed  to  wait  until  September  1937  be- 
fore action  will  be  taken  on  fruit  shipped  in  interstate  com- 
merce. The  Florida  regulations  in  large  measure  should 
serv'e  to  remove  the  necessity  for  federal  action.  Accurate 
information  concerning  the  effect  of  the  artificial  coloring 
of  oranges  on  the  consumption  of  the  fruit  is  not  available. 
Consumers  have  questioned  whether  the  colored  oranges 
are  of  high  quality.  Some  consumers  have  expressed  the 
opinion  that  colored  oranges  do  not  keep  as  well  as  the 
untreated  russet  colored  fruit.  Others  have  asked  whether 
the  “painted”  rind  is  suitable  for  making  marmalade  and 
candied  orange  peel.  The  promulgators  of  the  coloring 
of  oranges  should  arrange  to  answer  these  questions  by 
scientific  evidence.  (J.A.M.A.,  Dec.  26,  1936,  p.  2136). 
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Editorial 


The  Public  Health  Service. 

Elsewhere  in  this  issue  of  the  Virginia  Medical 
Monthly  is  published  a resolution  unanimously 
adopted  by  the  Council  of  the  Medical  Society  of 
Virginia  at  its  last  meeting  in  respect  to  political 
threats  directed  at  the  Public  Health  Service.  The 
resolution  of  the  Council  is  an  unequivocal  e.xpres- 
sion  of  disapproval  of  any  action  that  would  trammel 
the  Public  Health  Service  in  its  magnificent  work- 
in  this  connection  it  might  be  well  to  recall 
just  how  extensive  and  colossal  are  the  activities 
of  the  Public  Health  Service.  It  employs  some  382 
officers  and  620  nurses,  and  requires  a budget  of 
close  to  fifteen  million  dollars  a year.  It  includes 
the  quarantine  service,  which  embraces  some  sixty- 
five  continental  and  insular  stations,  operating  at  a 
cost  of  more  than  a million  dollars  a year.  It  op- 
erates the  Marine  Hospitals,  twenty-six  in  all,  which 
“furnish  outpatient  and  hospital  treatment  to  Amer- 
ican seamen  and  other  legal  beneficiaries  in  154 
ports  of  the  United  States  and  its  possessions.”  All 
told  more  than  300,000  patients  are  cared  for  an- 
nually in  these  institutions  at  a cost  of  approximately 
seven  million  dollars.  It  maintains  a division  of 
scientific  research  which  is  at  present  busily  study- 
ing cancer,  heart  disease,  leprosy,  malaria.  Rocky 
Mountain  spotted  fever,  tularemia,  sylvatic  plague, 
malnutrition,  child  hygiene,  the  dermatoses,  stream 
pollution  and  the  tick.  It  maintains  the  National 


Health  Institute  where  $65,000  are  spent  annually 
upon  the  research  investigation  of  all  types  of  disease. 
It  maintains  a division  of  venereal  diseases  with  a 
clinic  at  Hot  Springs,  Arkansas,  w'here  more  than 
8,000  applicants  receive  235, OOO  treatments  annually. 
This  department  by  a program  of  education,  clin- 
ical studies,  research  and  cooperation  with  state 
health  departments  is  spending  about  $80,000  in  a 
fight  to  lower  the  venereal  morbidity,  a fight  which 
has  received  tremendous  impetus  in  recent  months 
from  the  new  head  of  the  Service,  General  Thomas 
Parran.  It  maintains  a mental  hygiene  division 
where  studies  in  drug  addiction  are  in  process  and 
where  the  investigation  of  cause,  frequency  and 
prevention  of  mental  disease  is  being  pursued  at  a 
cost  of  more  than  a half  million  dollars  a year. 
Finally  it  makes  a not  inconsiderable  contribution 
of  sanitary  reports  and  statistics,  with  at  least  two 
valuable  publications,  the  familiar  Public  Health 
Reports  and  Hospital  News. 

The  Social  Security  Act  in  its  public  health  pro- 
visions has  made  possible  for  the  first  time  in  this 
country  a national  health  program.  Through  this 
act  and  the  appropriations  that  have  been  made  un- 
der its  authority  investigative  activities  and  a coop- 
erative health  service  have  been  actively  promoted. 
Important  as  the  Public  Health  Service  has  been  in 
the  past,  under  the  New  Deal  and  the  increasing  so- 
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cial  consciousness  of  the  American  people  it  is  des- 
tined to  play  a part  many  times  more  important. 

World  Health  Conditions. 

The  prevalence  of  communicable  disease  through- 
out the  world  under  modern  conditions  of  travel  and 
communication  is  a matter  of  constant  concern  to 
our  Public  Health  Service.  One  of  its  important 
duties  is  the  safeguarding  of  the  people  of  this  coun- 
try from  communicable  diseases  brought  in  from 
other  countries.  No  serious  epidemic  occurring  any- 
where in  the  world  escapes  its  attention.  During 
1935,  334  cases  of  cholera  were  reported  in  the 
world.  Thanks  to  our  excellent  sanitar}-  service 
we  had  only  a few  scattered  cases  in  the  Philippine 
Islands.  During  the  same  year  in  the  wdiole  world 
there  were  48,000  cases  of  plague  with  42,000  deaths. 
There  had  been  twice  as  many  cases  the  year  before. 
Plague  is  now  a disease  of  interest  in  the  United 
States  since  plague  infested  rodents  have  in  recent 
years  been  found  in  certain  of  our  states  and  last 
year  three  cases  of  the  disease  were  reported.  Small- 
pox was  on  the  wane  in  1935.  There  was  only  one 
case  in  England  and  Wales.  At  least  six  European 
countries  reported  none.  In  the  United  States  there 
were  nearly  8,000  cases,  while  in  India  where  the 
disease  prevails  in  virulent  form  there  were  67,800 
deaths^.  During  the  same  year  there  were  87,000 
cases  of  typhus  fever,  many  of  them  in  South  Amer- 
ica and  Mexico.  Yellow  fever  of  course  was  re- 
ported from  both  South  America  and  Africa. 

Oxygen  in  Pneumonia. 

In  reviewing  the  known  facts  concerning  oxygen 
therapy  in  the  treatment  of  pneumonia,  H.  J. 
Moersch  in  a recent  issue  of  the  Proceedings  of  the 
3/flyo  Clinic,  has  made  clear  certain  important 
points.  He  reminds  us  that  the  rationale  of  oxygen 
administration  is  threefold:  1.  to  prevent  and  com- 
bat anoxemia,  believed  to  be  an  important  cause  of 
pulmonary  edema  and  therefore  capable  of  deciding 
the  issue  in  pneumonia;  2.  to  make  good  oxygen 
want  in  the  tissues,  always  increased  in  fever  and 
particularly  in  the  fever  of  pneumonia  where  the 
rate  of  blood  flow  cannot  be  adequately  compensa- 
tory, and  tissue  death  may  occur  from  oxygen  star- 
vation; 3.  to  lessen  cardiac  load,  circulatory  collapse 
being  still  held  to  be  the  mechanism  of  death  in 
pneumonia.  Dr.  Moersch  reviews  the  methods  of 
administration  of  o.xygen, — the  oxygen  chamber,  the 
tent,  the  funnel,  the  na.sal  catheter,  and  the  in- 


travenous and  subcutaneous  introduction.  The  swing 
of  the  pendulum  is  now  in  favor  of  a properly  ad- 
justed catheter  in  the  nares  because  it  is  both  less 
expensive  and  less  upsetting  to  the  general  manage- 
ment, of  the  case. 

There  are  those  who  still  minimize  the  usefulness 
of  oxygen  in  pneumonia.  Probably  they  are  haunted 
by  the  spectre  of  ninth  hour  administration  as  an  all 
too  frequent  futile  terminal  gesture.  There  are 
others  who  regard  cyanosis  as  the  sole  criterion  of 
oxygen  administration  in  pneumonia,  being  convinced 
that  anoxemia  and  cyanosis  develop  pari  passu  and 
that  without  cyanosis  there  is  no  need  for  oxygen. 
Still  others,  however,  share  with  Moersch  the  belief 
that  oxygen  may  have  distinct  preventive  indica- 
tions, warding  off  pulmonary  edema,  favoring  tissue 
metabolism,  and  lightening  heart  load. 

Censored  Advertising. 

Within  recent  days  the  medical  profession  lias 
been  widely  circularized  concerning  a product  lately 
placed  upon  the  market,  protamine  zinc  insulin. 
Since  Hagedorn  reported  this  valuable  modification 
of  insulin  in  1935  we  have  been  led  to  believe  that 
we  might  at  any  time  expect  its  early  commercializa- 
tion. The  expected  has  now  happened  and  the 
medical  profession  welcomes  the  new  weapon  in  its 
struggle  with  diabetes.  The  new  preparation  will 
not  entirely  displace  old  insulin.  Its  main  indica- 
tions will  be  in  those  cases  where  unmodified  in- 
sulin causes  frequent  hypoglycemic  reactions  or  is 
otherwise  unable  to  provide  adequate  control,  and 
“in  those  cases  where  the  original  preparation  re- 
quires to  be  administered  in  several  doses  daily.”  We 
are  warned  that  as  yet  this  preparation  is  not  to  be 
employed  in  diabetic  coma,  in  diabetes  complicated 
by  infection,  or  in  the  preoperative  preparation  of 
the  diabetic. 

.•\.s  interesting  as  these  facts  are,  perhaps  more  in- 
teresting is  the  way  in  which  this  announcement  is 
made.  We  have  before  us  the  printed  advertisement 
of  the  preparation  by  two  outstanding  makers.  From 
the  first  word  of  the  first  paragraph  to  the  last  word 
of  the  last  paragraph,  the  two  pamphlets  are  iden- 
tical. They  carry  the  same  historical  note,  the  same 
indications  and  dosage,  the  same  cautions,  the  same 
number  of  units  in  the  same  10  cc.  sized  vials. 
Only  the  names  of  the  two  firms  and  the  format 
differ.  The  reader  recognizes  some  unseen  hand  of 
power  and  wisdom  behind  this  studied  announce- 
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ment  of  the  new  biological  preparation.  How  much 
therapeutic  confusion  might  be  avoided  if  some 
central  authority  controlled  in  this  same  way  all 
the  thousands  of  preparations  that  now  flood  the 


market.  If  such  should  ever  come  to  pass,  one 
thing  can  be  said  with  certainty,  the  useful  prepa- 
rations could  be  numbered  in  hundreds  rather  than 
in  thousands  as  is  now  the  case. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


The  first  meeting  of  the  Department  of  Clinical 
and  Medical  Education  since  its  reorganization  in 
October  was  held  at  the  Richmond  Academ}'  of 
Medicine  Building  in  Richmond,  on  February  10. 
The  chairman.  Dr.  P.  St.  L.  Moncure  and  the  fol- 
lowing members  were  present:  Drs.  I.  C.  Riggin, 
Lee  Sutton,  and  John  R.  Hamilton.  The  Com- 
mittees on  Child  Welfare  and  Maternal  Welfare  were 
invited  to  attend  the  meeting  and  the  following  were 
present:  from  the  Child  Welfare  Committee,  Dr. 
Frank  Wilson,  Chairman,  and  Drs.  J.  B.  Stone, 
W.  B.  Mcllwaine,  J.  M.  Bishop,  and  R.  D.  Bates; 
from  the  Maternal  \\'elfare  Committee,  Dr.  F.  O. 
Plunkett,  Chairman,  and  Drs.  C.  J.  Andrews,  ^I.  P. 
Rucker,  T.  J.  Williams,  and  A.  M.  Groseclose.  The 
field  clinicians.  Dr.  Jay  M.  .^rena  in  Pediatrics 
and  Dr.  L.  L.  Shamburger  in  Obstetrics  and  Gyne- 
cology, were  also  present  as  well  as  Drs.  B.  B.  Bagby 
and  A.  L.  Carson,  Jr.,  of  the  Bureau  of  Child  Health. 

Dr.  Riggin  at  the  request  of  Dr.  Andrews  de- 
scribed briefly  the  plan  under  which  the  Depart- 
ment of  Clinical  and  Medical  Education  obtained 
assistance  from  the  Children’s  Bureau  under  the 
Social  Security  Act  and  the  disposition  made  of  other 
funds  received  by  the  State  Department  of  Health. 
Dr.  Andrews  reported  on  a resolution  passed  by  the 
Maternal  \^’elfare  Committee  recommending  pre- 
natal and  postnatal  clinics  in  localities  in  the  State. 

The  chairman  read  a letter  from  Mrs.  Frank 
Wilson,  President  of  the  Woman’s  Auxiliary,  of- 
fering assistance  in  an  educational  program  to  dis- 
seminate information  on  venereal  diseases.  It  was 
considered  advisable  to  defer  action  on  this  matter 
pending  the  formulation  of  a well-defined  program. 
Dr.  Riggin  was  appointed  chairman  of  a committee 
to  confer  with  educational  authorities  and  proceed 
with  the  organization  of  such  a program.  The  Ex- 
ecutive Secretary  of  the  Medical  Society  of  Virginia 


was  requested  to  inform  local  societies  that  Dr.  L.  J. 
Roper,  recently  appointed  Director  of  the  Bureau 
of  Venereal  Diseases,  and  Dr.  Otis  Anderson  of  the 
United  States  Public  Health  Service,  are  available 
for  appearance  on  local  programs  to  discuss  plans  for 
dealing  with  venereal  diseases  in  Virginia.  The 
Acting  Executive  Secretary  made  a tentative  report 
covering  the  work  of  the  Department  for  the  period 
from  September  4 to  December  31. 

Pediatrics  : 

Dr.  Arena  has  just  completed  a course  in  Roanoke, 
Bedford,  and  Franklin  Counties.  As  announced 
previously,  meetings  were  held  in  Roanoke,  for  both 
white  and  colored  doctors,  in  Salem,  Bedford,  and 
Rocky  Mount.  Forty-six  doctors  and  three  nurses 
attended  meetings  in  one  or  another  of  the  centers. 

For  five  weeks,  until  March  13,  Dr.  Arena  will 
be  in  Pittsylvania,  Patrick  and  Henry  Counties,  of- 
fering the  course  concurrently  in  Catham,  Danville, 
and  Martinsville. 

Obstetrics  : 

Dr.  Shamburger  has  just  finished  conducting  his 
course  in  Petersburg,  for  the  white  and  colored  doc- 
tors of  that  city  and  the  nearby  towns  and  counties, 
and  in  Courtland,  for  the  doctors  of  Southampton 
County.  Thirty-nine  doctors  attended  the  meetings 
in  Petersburg  and  Courtland. 

Until  March  13,  Dr.  Shamburger  will  be  in  the 
Northern  Neck  of  Virginia,  conducting  his  course 
alternately  in  Wicomico  and  Warsaw,  and  in  the 
Mid-Tidewater  section.  In  this  area  he  has  held 
one  meeting  in  Salula  and  will  hold  the  other  meet- 
ings in  his  course  at  Gloucester  Court  House,  West 
Point,  Millers  Tavern,  and  Saluda  again. 

The  response  to  both  these  post-graduate  courses 
is  increasingly  enthusiastic,  as  is  attested  not  only 
by  replies  to  questionnaires,  but  by  constantly  in- 
creasing attendance,  the  larger  number  of  doctors 
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who  attend  throughout,  and  the  greater  number  of 
registration  fees  paid. 

At  its  meeting  the  Department  voted  to  continue 
charging  a registration  fee  of  $2.50  for  each  course, 
and  voted  also  to  continue  the  present  policy  of 
making  these  courses  available,  as  far  as  possible, 
to  every  doctor  in  the  State,  however  remote. 

Jno.  Alex  Rorer, 

Acting  Executive  Secretary. 

The  Stuart  McGuire  Lectures  and  the  Post- 
Graduate  Clinics  of  the  Medical  College  of 
Virginia 

Will  be  held  in  Richmond,  beginning  in  the  after- 
noon of  March  24,  through  the  evening  of  March 
25.  In  view  of  the  campaign  now  being  waged  in 
this  State  for  the  control  of  the  venereal  diseases, 
syphilis  is  the  subject  selected  for  discussion  and  the 
following  program  has  been  arranged ; 

Wednesday,  March  24 — 2 P.  M. 

2:30  P.M. — Practical  Points  in  Securing  Specimens  for 
Laboratory  Diagnosis  and  Interpreting  of  Reports — 
Dr.  Otis  L.  Anderson. 

3:00  P.M. — Syphilis  of  Childhood — Congenital  and  Ac- 
quired— Dr.  Louise  Galvin. 

3:30  P.M. — Prenatal  Syphilis — Dr.  H.  Hudnall  Ware,  Jr. 


The  Virginia  State  Board  of  Medical  Ex- 
aminers, 

At  its  semi-annual  meeting  in  December,  granted 
certificates  to  the  following  doctors  to  practice  med- 
icine in  this  State,  a number  being  licensed  by 
reciprocity : 

Dr.  Joseph  Albert  Abercrombie,  Richlands. 

Dr.  Roger  Cole  Anderson,  Bedford. 

Dr.  Ralph  Gregory  Beachley,  Abingdon. 

Dr.  Sullivan  Gale  Bedell,  University. 

Dr.  Lorenzo  Robert  Berry,  Washington,  D.  C. 

Dr.  Garvey  Bruce  Bowers,  Stonega. 

Dr.  Copeland  Connelly  Bowers,  Dunbar. 

Dr.  Lloyd  Ambrose  Busch,  Fredericksburg. 

Dr.  George  McClave  Cultra,  Amarillo,  Tex. 

Dr.  George  Brackett  Dowling,  Alexandria. 

Dr.  Wesley  Fry,  Fort  Hunt. 

Dr.  Paul  William  Gutsche,  Stuarts  Draft. 

Dr.  Robert  Dewey  Hollowell,  Charlottesville. 

Dr.  Theodore  Kohn,  Richmond. 

Dr.  Clarence  Cameron  Kress,  Quantico. 

Dr.  J.  Rollins  McGriff,  Arlington. 

Dr.  James  William  McManus,  Jr.,  Covington. 

Dr.  Eugene  Andrew  MacCornack,  New  York,  N.  Y. 


4:00  P.  M. — What  is  Adequate  Treatment? — Dr.  Thomas 
Murrell. 

8:15  P.M. — Stuart  McGuire  Lecture  “The  Diagnosis  of 
Syphilis  by  the  General  Practitioner” — Dr.  J.  Earle 
Moore. 

Thursday,  March  25 — 9:30  A.  M. 

9:30  A.M. — Gonorrhea — Diagnosis  and  Treatment — Dr. 
Clyde  F.  Ross. 

10:00  A.M. — Contacts  in  Syphilis — Dr.  Dudley  C.  Smith. 

10:45  A.  M. — Some  Problems  the  Pharmacists  Have  in  the 
Venereal  Disease  Program — Speaker  to  be  supplied. 

11:00  A.M. — Neuro-syphilis — Dr.  Finley  Gayle. 

11 :30  A.  M.— Cardio-vascular  Syphilis — Dr.  William  B. 
Porter. 

1 :15  P.  M. — Luncheon. 

Afternoon 

2:30  P.M. — ..\nti-Luetic  Drugs  and  their  Reactions — Dr 
Kinloch  Nelson. 

3:30  P.  M. — Round  Table  Discussion. 

4:30  P.M. — Picture  and  Record  “For  All  Our  Sakes” — 
Dr.  L.  J.  Roper. 

8:15  P.M. — Stuart  McGuire  Lecture  “The  Management 
of  the  Wassermann— Fast  Patient” — Dr.  J.  Earle 
Moore. 


Note  : Luncheon  on  Thursday  will  be  served  at  Cabaniss 
Hall. 

There  will  be  no  registration  fee  for  either  the  clinics 
or  the  lectures. 


Dr.  Oscar  Noel  Morison,  Christiansburg. 

Dr.  Charles  William  Ozier,  Washington,  D.  C. 

Dr.  Harris  Preston  Pearson,  Roanoke. 

Dr.  John  Gordon  Rennie,  Richmond. 

Dr.  Clinton  Hillyer  Richey,  Valley  Head,  Ala. 

Dr.  John  Walton  Ross,  Jr.,  Galax. 

Dr.  Frank  Bernard  Schultz,  Washington,  D.  C. 

Dr.  Selwyn  Ladenburg  Steel,  Boston,  Mass. 

Dr.  Daniel  Clarence  Steelsmith,  South  Boston. 

Dr.  Francis  Nicholson  Taylor,  Petersburg. 

Dr.  Porter  Paisley  Vinson,  Richmond. 

Dr.  Clifton  Robert  Wallace,  Washington,  D.  C. 

Dr.  Frederick  Griffiths  Wandall,  Clayton,  N.  J. 

*Dr.  Joseph  Augustus  White,  Richmond. 

Dr.  John  Addison  Wolfe,  Glade  Spring. 

Dr.  Edward  William  Wood,  Beckley,  W.  Va. 

Dr.  Louis  Bernard  Ziv,  Portsmouth. 

The  Mid-Tidewater  Medical  Society 

Held  its  regular  quarterly  meeting  in  West  Point, 
on  January  26,  with  Dr.  Clarence  Campbell,  of 
Sparta,  presiding. 

The  program  consisted  of  the  following  talks  by 

*Verification  certificate  issued  account  applicant  having  prac- 

ticed prior  to  1885. 
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Richmond  doctors;  “Plans  of  the  Medical  Society 
of  Virginia  for  the  Coming  Year  as  Relating  to 
Organized  Medicine,”  by  Dr.  J.  Morrison  Hutche- 
son, President  of  the  Medical  Society  of  Virginia; 
Dr.  Wyndham  B.  Blanton,  chairman  of  the  Pneu- 
monia Commission  of  the  State  Society,  discussed 
the  plans  and  measures  to  reduce  the  incidence  and 
mortality  of  pneumonia  in  the  State;  and  Dr.  Law- 
rence T.  Price  spoke  on  “Malignancy  of  the  Blad- 
der.” 

The  .\uxiliary  held  a meeting  at  the  home  of  Mrs. 
M.  H.  Harris  the  same  day. 

.■\mong  those  present  were:  Dr.  O.  T.  Amory, 
Newport  News;  Dr.  James  Smith,  Gloucester;  Dr. 
W.  P.  Jones,  Urbanna;  Dr.  V.  G.  Stiff,  Harmony 
Village;  Dr.  Hawes  Campbell,  Enfield;  Dr.  Clar- 
ence Campbell,  Sparta;  Dr.  Jos.  F.  Phillips,  Delta- 
ville;  Dr.  J.  R.  Parker,  Providence  Forge;  Drs.  Frank 
Johns,  Dewey  Davis,  L.  T.  Price,  W.  B.  Blanton, 
and  J.  IM.  Hutcheson,  Richmond,  and  Drs.  M.  H. 
Harris  and  W.  S.  Cox,  West  Point. 

Members  of  the  Society,  their  guests,  and  the 
Woman’s  .\uxiliar}?  were  entertained  by  the  local 
physicians  at  a dinner  at  the  Community  House. 

The  Augusta  County  Medical  Association 

Held  its  regular  meeting  on  Februar}^  3 in  Staun- 
ton, Va.  .\t  this  meeting.  Dr.  James  H.  Watts, 
prominent  neuro-surgeon  of  Washington,  D.  C.,  read 
a paper,  which  was  discussed  by  Dr.  Edwin  P. 
Lehman  and  Dr.  Wm.  H.  Parker,  University  of 
Virginia;  Dr.  Frank  H.  Leech,  Lexington;  and  Drs. 
R.  P.  Bell,  .\lex.  F.  Robertson,  Jr.,  and  M.  J. 
Payne,  Staunton. 

Plans  were  made  and  a committee  appointed  for 
suitably  marking  the  site  of  the  former  residence  of 
Dr.  .\lexander  Humphries  and  the  former  location 
of  one  of  .-America’s  first  medical  schools,  in 
Staunton. 

Forty-five  doctors  were  present  at  this  meeting. 

The  Alexandria  Medical  Society 

At  its  February  meeting,  elected  the  following 
officers  for  the  coming  year:  President,  Dr.  William 
B.  Wilkins;  vice-president.  Dr.  James  W.  Love; 
secretar}--treasurer.  Dr.  James  A.  Gooch.  All  are  of 
Alexandria. 

Dr.  Charles  Canada  of  Falls  Church,  Va.,  pre- 
sented an  interesting  paper  on  “Lead  Poisoning  in 
Children.”  The  question  of  increased  and  improved 
hospital  facilities  was  discussed  and  it  is  proposed 


to  begin  active  negotiations  to  see  what  can  be  done 
along  this  line. 

The  Arlington  County  Medical  Society, 

At  a recent  meeting,  elected  the  following  officers 
for  1937:  President,  Dr.  Ralph  A.  Quick;  vice- 
president,  Dr.  Alfred  M.  Palmer;  and  secretary- 
treasurer,  Dr.  Robert  H.  Detwiler  (re-elected).  All 
are  of  Arlington. 

During  the  past  year,  this  Society  has  drawn  up 
a minimum  fee  scale  which  was  approved  at  a regu- 
lar meeting  and  has  been  printed  in  diploma  form 
suitable  for  framing  so  that  it  may  be  displayed  in 
the  doctors’  offices. 

The  Lynchburg  Academy  of  Medicine 

Held  its  regular  monthly  meeting  on  February  1, 
at  which  time  Dr.  David  P.  Scott  presented  a paper 
on  Pneumonia.  This  was  followed  by  two  moving 
picture  reels  on  Oxygen  Therapy.  At  this  meeting 
the  Academy  went  on  record  as  being  favorable  to 
the  pajTnent  of  fees  to  physicians  conducting  Well 
Baby  and  Immunization  Clinics,  these  fees  to  be 
paid  from  Federal  funds  available  through  the  State 
Department  of  Health. 

Dr.  J.  Wyatt  Davis,  Sr.,  and  Dr.  C.  E.  Keefer, 
both  of  Lynchburg,  are  president  and  secretary  re- 
spectively of  the  Academy. 

The  Fourth  District  Medical  Society 

Held  its  regular  meeting  on  January  26  in  Chase 
City,  Va.,  under  the  presidency  of  Dr.  Thomas  G. 
Hardy,  Farmville. 

The  program  was  a symposium  on  Abdominal 
Emergencies,  with  the  following  participants:  Dr. 
W.  Lowndes  Peple,  Richmond,  on  “Resulting  from 
Mechanical  Condition,  the  Mentally  Sick”;  Dr.  Car- 
rington Williams,  Richmond,  on  “Resulting  from 
Infection,  the  Bacterially  Sick”;  Dr.  J.  H.  Smith, 
Richmond,  on  “A  Medical  Instance  of  Abdominal 
Emergency,  the  Chemically  Sick”;  Dr.  S.  W.  Budd, 
Richmond,  on  “Laboratory  Aids  in  the  Diagnosis 
and  Treatment  of  these  Conditions”;  and  Dr.  Philip 
Jacobson,  Petersburg,  on  “Conservatism  in  Gyneco- 
logical Surgery.”  Dr.  A.  T.  Finch,  Chase  City,  and 
Dr.  Wright  Clarkson,  Petersburg,  opened  the  dis- 
cussion on  the  last  two  papers. 

A subscription  dinner  was  held  at  Gregory  Hall, 
following  which  a business  meeting  of  the  Mecklen- 
burg County  Medical  Society  was  held. 

Dr.  C.  E.  Martin,  Emporia,  is  secretary  of  the 
Fourth  District  Society. 
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News  Notes 


Roanoke  Selected  for  Place  o£  State  Meeting. 

The  Council  of  the  Medical  Society  of  Virginia, 
at  its  winter  meeting  early  in  February,  voted  unan- 
imously to  accept  the  invitation  of  the  Roanoke 
Academy  of  ^Medicine  to  hold  its  sixty-eighth  an- 
nual session  in  Roanoke.  The  dates  selected  are 
October  12,  13,  and  14. 

Interesting  Lectures  Open  to  the  Medical 

Profession. 

The  Stuart  ^IcGuire  Lectures  and  the  Post- 
Graduate  Clinics  of  the  ISIedical  College  of  Virginia 
will  be  given  concurrently  again  this  year  so  that 
physicians  from  all  parts  of  the  State  attending  the 
clinics  will  be  able  to  take  advantage  of  the  Stuart 
IMcGuire  lectures  also.  The  clinics  will  be  held  this 
year  beginning  at  2:00  o’clock  on  March  24.  On 
the  evening  of  the  24th,  Dr.  J.  Earle  Moore  of  the 
Johns  Hopkins  Hospital  and  Medical  School  will 
give  a lecture  on  “The  Diagnosis  of  Syphilis  by  the 
General  Practitioner.”  On  Thursday  morning, 
March  25,  post-graduate  clinics  will  again  be  re- 
sumed. In  the  afternoon  the  clinics  will  continue 
until  5:00  o’clock.  On  the  night  of  the  25th,  Dr. 
Moore  will  speak  on  “The  ^lanagement  of  the  Was- 
sermann — Fast  Patient.”  There  is  no  registration 
fee  for  either  the  clinics  or  the  lectures  and  the 
College  is  anxious  to  have  a large  representation 
of  physicians. 

Because  there  has  been  so  much  public  interest  in 
the  subject  of  the  venereal  diseases,  the  post-grad- 
uate committee  has  decided  to  build  this  year’s 
post-graduate  clinic  around  the  subject  of  the  vene- 
real diseases  spending  most  of  the  time  on  the  dis- 
cussion of  sj’philis.  An  interesting  feature  of  the 
program  will  be  the  round  table  discussion  on  the 
last  afternoon  when  physicians  can  bring  up  any 
problem  they  want  discussed  which  has  not  been 
adequately  covered  in  the  program.  The  popular 
film-strip  with  talking  record  “For  All  Our  Sakes” 
will  be  shown  as  the  closing  number  on  the  clinic 
program. 

Physicians  from  outside  assisting  the  College 
faculty  in  these  clinics  in  addition  to  Dr.  J.  Earle 
Moore,  the  McGuire  lecturer,  will  be  Dr.  Dudley 
C.  Smith  of  the  University  of  Virginia,  Dr.  Otis  L. 


Anderson  of  the  United  States  Public  Health  Service, 
Dr.  L.  J.  Roper  of  the  State  Health  Department,  and 
others. 

Dr.  Cecil  to  Speak  in  Richmond. 

Dr.  Russell  L.  Cecil  of  New  York  City  has  been 
invited  to  speak  at  the  regular  meeting  of  the  Rich- 
mond .Academy  of  ^Medicine  on  March  23^ — the  eve- 
ning before  the  ^Medical  College  of  Virginia  Clinics 
start — so  that  this  week  promises  to  offer  much  of 
interest  to  the  medical  profession.  It  is  understood 
that  Dr.  Cecil  will  speak  on  the  Pneumonia  problem 
— a subject  of  paramount  importance  at  this  time. 

Virginia  Mental  Hygiene  Society  Formed. 

On  February  20,  the  Virginia  Mental  Hygiene 
Society  was  organized  with  the  purpose  of  stemming 
the  rising  tide  of  mental  illness,  conduct  disorders 
and  criminality  in  Virginia.  Dr.  Beverley  R.  Tucker, 
Richmond,  was  elected  its  first  president,  and  Dr. 
Finley  Gayle,  Dr.  Howard  R.  Masters,  and  Dr.  O. 

B.  Darden,  all  of  Richmond,  were  chosen  memljers 
of  the  executive  committee. 

The  program  included  talks  by  Drs.  Gayle,  Mas- 
ters, and  Tucker,  and  Dr.  Walter  W.  Young,  .Asso- 
ciate Professor  of  Psychiatry  of  the  Emorj’  Univer- 
sity, School  of  Medicine,  Atlanta. 

The  Board  of  Directors  was  named  as  follows: 
For  one  year — Dr.  J.  Morrison  Hutcheson,  Dr.  AI. 
Pierce  Rucker,  Dr.  James  King,  Jr.,  Dr.  Basil  B. 
Jones,  Dr.  Douglas  VanderHoof,  Mrs.  John  B. 
Cary,  Airs.  Alarjorie  Wyatt,  and  Aliss  Frances  H. 
Ziegler.  All  of  the  above  are  from  Richmond  ex- 
cept Dr.  King  of  Radford. 

For  two  years — Dr.  J.  C.  Flippin,  University  of 
Virginia,  Dr.  Lee  E.  Sutton,  Richmond,  Dr.  Frank 
H.  Redwood,  Norfolk,  Dr.  Harvie  dej.  Coghill, 
Dr.  William  H.  Higgins,  Dr.  James  K.  Hall,  Dr. 
W.  T.  Sanger,  Mr.  W.  D.  Ellis,  Air.  Albert  H.  Hill 
and  Rev.  Thomas  E.  Alitchell.  All  of  the  last 
named  are  from  Richmond. 

For  three  years — Dr.  O.  B.  Darden,  Dr.  David 

C.  Wilson,  Dr.  Beverley  R.  Tucker,  Dr.  Howard  R. 
Alasters,  Dr.  R.  Finley  Gayle,  Jr.,  Dr.  Carrington 
Williams,  Airs.  Donna  Banting  Bemiss,  Hon.  Her- 
bert Cochran,  and  Rev.  J.  J.  Scherer,  Jr.  Dr.  Wil- 
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son  is  from  the  University  of  Virginia,  the  Hon. 
Cochran  from  Norfolk,  and  the  others  from  Rich- 
mond. 

Doctors  in  Masonic  Offices. 

At  the  annual  communication  of  the  Grand  Lodge, 
Ancient  Free  and  Accepted  Masons  of  the  Com- 
monwealth of  Virginia,  held  in  Richmond  in  Feb- 
ruary, Dr.  R.  S.  Griffith,  of  Waynesboro  was  elected 
grand  senior  steward;  Dr.  William  R.  Weisiger 
of  Richmond  one  of  the  trustees;  and  Dr.  L.  C. 
Haynes  of  Mount  Jackson  was  elected  one  of  the 
district  deputy  grand  masters. 

Dr.  William  B.  Lyles, 

Spartanburg,  S.  C.,  an  alumnus  of  the  Medical 
College  of  Virginia,  was  elected  president  of  the 
South  Carolina  Urological  Association  at  its  annual 
meeting  held  recently. 

Dr.  William  Meade  Burwell, 

Of  Chincoteague,  Va.,  has  been  elected  president 
of  the  Bank  of  Chincoteague,  Inc.,  with  banks  at 
Chincoteague  and  New  Church.  Dr.  Burwell  is  a 
prominent  physician  as  well  as  business  man  of 
“the  Shore”  and  is  a past  president  of  the  Acco- 
mack Medical  Society. 

The  Virginia  Section  o£  the  American  Col- 
lege of  Physicians, 

Of  which  Dr.  J.  Morrison  Hutcheson  of  Rich- 
mond is  governor,  held  a meeting  at  the  Academy 
of  Medicine  Building  in  Richmond  on  February 
10.  There  were  thirty-si.x  members  present  and 
the  scientific  program  was  put  on  by  the  Richmond 
fellows.  There  was  a general  informal  discussion 
of  matters  of  special  interest  to  the  internists  of  the 
State,  followed  by  dinner.  It  was  decided  to  hold 
another  gathering  in  Charlottesville  the  latter  part 
of  May. 

This  section  was  founded  last  year  and  Dr.  Wal- 
ter B.  Martin  of  Norfolk  is  chairman.  Dr.  Charles 
M.  Caravati  of  Richmond  vice-chairman,  and  Dr. 
F.  C.  Rinker  of  Norfolk  secretary. 

The  Virginia  Neuropsychiatric  Society, 

Formed  about  a year  ago  for  the  advancement  of 
all  fields  of  neuropsychiatry  in  Virginia,  held  a 
meeting  in  Richmond  on  the  afternoon  of  January 
27,  with  the  president.  Dr.  D.  C.  Wilson  of 
the  University  of  Virginia,  presiding.  At  the  scien- 
tific meeting,  papers  were  presented  by  Dr.  H.  dej. 
Coghill,  Dr.  E.  H.  Williams,  Dr.  Finley  Gayle, 


Dr.  James  N.  Williams,  Drs.  Howard  R.  Masters 
and  W.  G.  Crutchfield,  and  Dr.  J.  A.  Shield.  At 
the  business  meeting.  Dr.  Finley  Gayle  of  Rich- 
mond was  elected  president.  Dr.  F.  H.  Redwood  of 
Norfolk  vice-president,  and  Dr.  T.  N.  Spessard  of 
Roanoke  secretary-treasurer.  The  meeting  was  fol- 
lowed by  dinner  at  the  Commonwealth  Club. 

Married 

Dr.  Charles  Denbeigh  Marchant  of  Harmony 
Village,  Va.,  and  Miss  Marian  Steptoe  Fitzhugh  of 
Urbanna,  Va.,  January  28. 

Dr.  and  Mrs.  W.  Randolph  Graham, 

Richmond,  Va.,  will  sail  from  New  York  on 
March  6 for  a trip  of  several  weeks  through  South- 
ern Europe.  They  will  also  spend  some  time  in 
Paris  before  returning  home  in  May. 

Medical  College  of  Virginia  News. 

The  annual  Stuart  McGuire  lectures  will  be  given 
March  24  and  25  in  the  auditorium  of  the  Rich- 
mond .Academy  of  Medicine.  Dr.  J.  Earle  Moore 
of  Johns  Hopkins  will  be  the  guest  lecturer.  The 
subjects  of  his  two  lectures  will  be  “The  Diagnosis 
of  Syphilis  by  the  General  Practitioner”  and  “The 
Management  of  the  Wassermann — -Fast  Patient.” 
During  the  afternoon  of  the  twenty-fourth  and  the 
day  of  the  twenty-fifth  the  annual  post-graduate 
clinics  will  be  held.  The  emphasis  in  these  clinics 
will  be  on  venereal  disease.  The  medical  profes- 
sion throughout  the  State  is  cordially  invited  to  at- 
tend the  lectures  and  the  post-graduate  clinics. 

Dr.  W.  T.  Sanger,  president,  and  Dr.  Lewis  E. 
Jarrett,  superintendent  of  the  hospital  division,  at- 
tended the  Congress  on  Medical  Education  and 
Hospitals  in  Chicago,  February  15  and  16. 

A new  unit  of  the  Saint  Philip  Hospital  for  the 
care  of  Negro  orthopedic  cases  has  been  set  up  in 
the  old  Boys’  Club  on  Twelfth  Street  near  the  hos- 
pital. This  unit  with  thirty  beds  will  meet  more 
adequately  the  demand  for  the  care  of  orthopedic 
cases  for  Negro  children. 

The  portrait  of  Dr.  Samuel  Chiles  Mitchell,  presi- 
dent of  the  college  during  the  session  1913-1914, 
and  prominent  figure  in  the  field  of  education  was 
unveiled  at  four  o’clock,  February  25,  in  the  audi- 
torium of  the  Richmond  Academy  of  Medicine. 
The  portrait  is  the  gift  of  Mr.  Webster  S.  Rhoads 
of  Richmond  and  was  painted  by  John  Slavin.  The 
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portrait  was  presented  to  the  college  by  Dr.  Allen 
Freeman,  dean  of  the  school  of  hygiene  and  pub- 
lic health,  Johns  Hopkins  University,  a former  pupil 
of  Dr.  IMitchell.  Dr.  W.  T.  Sanger  accepted  the 
portrait  in  the  name  of  the  college  and  Mr.  Lewis 
T.  Stoneburner,  III,  president  of  the  student  body 
accepted  it  in  the  name  of  the  student  body.  A grand- 
son of  Dr.  Mitchell  unveiled  the  portrait.  The  por- 
trait will  hang  in  McGuire  Hall. 

Mr.  Howard  W.  Blakeslee,  science  editor  of  the 
-Associated  Press,  will  deliver  the  commencement  ad- 
dress at  the  college  on  June  1. 

Recent  additions  to  the  staff  are  Dr.  J.  Frank 
Hall  of  Rochester,  New  York,  and  Dr.  Rudolf 
Leuchtenberger  of  New  York  City. 

Dr.  W.  G.  Crockett,  Professor  of  Pharmacy,  is 
the  newly  elected  President  of  the  American  As- 
sociation of  Colleges  of  Pharmacy. 

Five  bronze  plaques  have  been  placed  in  the 
Egyptian  Building  as  memorials  to  professors  whose 
work  there  has  been  distinguished.  These  men  are 
Dr.  William  H.  Taylor,  Dr.  Lewis  Webb  Cham- 
berlayne.  Dr.  George  Ben  Johnston,  Dr.  E.  S.  Gail- 
lard,  and  Dr.  Edouard  Brown-Sequard.  The 
plaques  are  in  separate  rooms  and  bear  the  name 
and  dates*  of  the  doctor’s  service. 

The  University  of  Virginia  Medical  Society. 

-At  the  recent  meetings  of  this  Society  the  fol- 
lowing programs  were  given:  On  November  30, 
Dr.  Porter  Vinson  spoke  on  Some  Unusual  !Mani- 
festations  of  Pulmonary  Tuberculosis,  Drs.  Frank 
Johns  and  Dean  Cole  discussed  Our  Experience  in 
the  IManagement  of  Empyema,  and  Dr.  John  S. 
Horsley,  Jr.,  spoke  on  Recent  Advances  in  Plastic 
Surgery;  on  January  11,  Dr.  C.  C.  Speidel  showed 
a motion  picture  illustrating  Injury  and  Recovery  of 
Striated  Muscle;  on  Januarj’  25,  Dr.  E.  P.  Leh- 
man spoke  on  Spinal  Anesthesia  and  Dr.  Oscar 
Swineford  on  Cardiac  -Asthma;  on  February  8,  Dr. 
E.  F.  Roberts,  of  Lederle  Laboratories,  showed  mov- 
ing pictures  of  Pneumococcus  Typing  and  Pneu- 
monia Sera  and  Pernicious  Anemia. 

News  from  the  New  York  Polyclinic  Med- 
ical School  and  Hospital. 

Dr.  Russell  L.  Cecil,  Professor  of  Internal  Med- 
icine, gave  a special  lecture  on  January  13,  on 
‘‘Streptococcal  Infections  and  Their  Treatment.” 


At  the  January  meeting  of  the  Polyclinic  Clinical 
Society,  the  following  program  was  presented:  “The 
Frequent  Failure  to  Recognize  the  Presence  of  Dis- 
ease of  the  Nasal  .Accessory  Sinuses,”  by  Dr.  James 
W.  Babcock,  New  York;  and  “Endocrine  Obesity 
in  Children,”  by  Dr.  Murray  B.  Gordon,  New  York. 

-At  the  February  meeting.  Dr.  James  R.  Lisa, 
New  York,  presented  a paper  on  “The  Role  of 
-Acute  Infection  in  Hypertensive  Cardiac  Failure”; 
and  Dr.  Pol  N.  Coryllos,  New  York,  spoke  on 
“Recent  -Advances  of  Thoracoplasty  Collapse  in  Pul- 
monary Tuberculosis.” 

In  March,  Dr.  H.  -A.  Royster,  Raleigh,  N.  C., 
will  address  the  Society  on  the  subject  of  ‘‘The 
Vermiform  -Appendix;  Its  Physiology  and  Pathol- 
ogy,” and  Dr.  Herbert  C.  Chase,  New  York,  will 
speak  on  “Carcinoma  of  the  Breast,”  showing  sound 
films  in  color. 

Jefferson  Medical  College  of  Philadelphia. 

The  William  Potter  Memorial  Lecture  was  de- 
livered on  February  11,  by  Dr.  Henry  .A.  Chris- 
tian, Hersey  professor  of  the  Theory  and  Practice 
of  Physic  at  Harvard  Medical  School.  His  subject 
was  “The  Fruition  of  a Clinician.” 


Dr.  Louis  H.  Clerf,  formerly  Professor  of  Bron- 
choscopy and  Esophagoscopy  in  the  Jefferson  Med- 
ical College,  has  been  elected  Professor  of  Laryn- 
gology and  Bronchoscopy.  Dr.  Clerf,  in  addition  to 
his  present  duties  in  the  College  and  Hospital,  will 
assume  the  duties  formerly  discharged  by  Dr.  Field- 
ing O.  Lewis,  who  has  been  made  Emeritus  Professor 
of  Laryngology  and  Consulting  Laryngologist  to  the 
Jefferson  Hospital. 

Associated  with  Dr.  Keyser. 

Dr.  E.  Thomas  Upson,  of  the  class  of  ’33,  Lmi- 
versity  of  Virginia  Department  of  Medicine,  and 
since  connected  with  hospitals  in  Baltimore  and 
Washington,  is  now  associated  with  Dr.  L.  D.  Keyser 
in  the  practice  of  urology,  at  909-911  Medical  -Arts 
Building,  Roanoke,  Va.  He  succeeds  Dr.  Rees  Mor- 
gan who  was  associated  with  Dr.  Keyser  for  sev- 
eral years  but  who  recently  opened  independent 
offices  in  the  same  building. 

Appointment  by  President. 

Dr.  J.  M.  Hutcheson,  President  of  the  Medical 
Society  of  Virginia,  hag  appointed  Dr.  Fletcher  J. 
Wright  of  Petersburg,  as  chairman  of  the  -Advisory 
Committee  to  the  Woman’s  -Auxiliary,  vice  Dr.  J. 
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Allison  Hodges  who  died  recently.  Dr.  James  B. 
Stone  of  Richmond  was  appointed  to  fill  the  vacancy 
on  this  committee  of  which  Dr.  P.  St.  L.  Moncure 
of  Norfolk  is  the  third  member. 

Dr.  J.  E.  K.  Flannagan, 

Recently  with  the  W.  P.  A.  Camp  at  Blackstone, 
Va.,  announces  his  change  of  address  to  Fort  Eustis, 
Va. 

Dr.  Marion  Seawell, 

For  ten  years  county  health  officer  of  Northamp- 
ton County,  N.  C.,  recently  resigned  his  position. 
High  tribute  was  paid  his  work  in  expanding  the 
health  service  from  a one-man  staff  to  an  organiza- 
tion of  five  people  and  for  reducing  contagious  dis- 
eases to  what  is  believed  a minimum.  Dr.  Seawell 
is  a graduate  of  the  Medical  College  of  Virginia, 
class  of  ’26. 

The  American  Public  Health  Association 
-Announces  that  its  sixty-sixth  annual  meeting  is 
to  be  held  in  New  York  City,  October  5-8,  1937. 
As  the  Association  has  not  met  in  that  city  since 
1921,  a large  attendance  is  expected. 

Dr.  Reginald  M.  Atwater,  executive  secretary  of 
the  .Association,  50  West  50th  Street,  New  York 
City,  will  be  glad  to  give  any  information  desired 
about  the  meeting. 

Dr.  Malcolm  H.  Harris, 

West  Point,  Va.,  has  been  named  vice-chairman 
of  the  Underprivileged  Child  Committee  of  Capital 
District  of  Kiwanis  Clubs.  This  district  is  com- 
prised of  the  clubs  of  Virginia,  Marjdand,  Dela- 
ware and  the  District  of  Columbia. 

Doctors  Among  Directors  of  Hospital. 

Drs.  E.  L.  McGill,  Herbert  C.  Jones  and  W.  B. 
Mcllwaine  have  been  named  members  of  the  board 
of  directors  of  the  Petersburg,  Va.,  Hospital.  Dr. 
McGill  was  elected  secretary  of  the  board. 

Richmond  Ophthalmological  and  Otolaryngo- 
logical  Society. 

.At  the  annual  meeting  of  this  Society  held  re- 
cently, the  following  officers  were  elected : President, 
Dr.  .A.  F.  Bagby;  vice-president.  Dr.  Neilson  H. 
Turner;  and  secretary-treasurer,  Dr.  R.  W.  Vaughan. 

The  International  Conference  on  Fever 
Therapy 

Will  be  held  at  the  Waldorf-Astoria  Hotel,  New 
A’ork  City,  on  March  29,  30,  and  31.  There  will 


be  a scientific  and  commercial  exhibit  staged,  and 
clinics  will  be  held  at  the  College  of  Physicians  and 
Surgeons  of  Columbia  University. 

.A  large  attendance  of  fever  therapists  from  all 
over  the  world  is  expected.  A very  interesting  and 
instructive  program  has  been  arranged  and  all  of 
those  who  plan  to  attend  are  urged  to  register 
promptly  with  the  general  Secretary,  Dr.  William 
Bierman,  471  Park  Avenue,  New  York  City.  The 
registration  fee  is  $15.00. 

Dr.  Ayer  C.  Whitley, 

Class  of  ’35,  Medical  College  of  Virginia,  re- 
cently at  Meriden  Hospital,  Meriden,  Conn.,  is  now 
located  with  Company  1963,  C.C.C.,  Bozeman, 
Mont. 

Dr.  William  McCleery  Junkin, 

Recently  surgeon  to  the  Elkins,  W.  Va.,  City 
Hospital,  has  just  located  for  practice  in  Fredericks- 
burg, Va.,  with  offices  at  806  Princess  Anne  Street. 
Dr.  Junkin  graduated  from  the  Medical  College  of 
Virginia  in  1925  and  was  later  connected  with  the 
surgical  staff  of  the  McGuire  Clinic  in  Richmond 
before  moving  to  West  Virginia.  He  was  made  a 
fellow  of  the  American  College  of  Surgeons  in  1933. 

Dr.  M.  L.  Rea, 

Charlottesville,  Va.,  has  been  appointed  a mem- 
ber of  the  fish  stocking  and  propagation  committee 
of  the  local  chapter  of  the  Izaak  Walton  League 
of  America. 

The  Post-Graduate  Institute  of  the  Philadel- 
phia County  Medical  Society 

Will  be  held  for  the  second  time  in  Philadelphia, 
.April  12-16.  The  Institute  will  have  an  imposing 
list  of  speakers  for  its  subject  “Diseases  of  the  Chest 
and  Upper  Respiratory  Tract,”  and  a large  attend- 
ance is  expected.  At  the  dinner  which  will  be  on 
Wednesday  evening,  April  14,  Dr.  J.  Shelton 
Horsley  of  Richmond,  Va.,  will  deliver  the  Dr.  J. 
Chalmers  DaCosta  Oration  on  “Peritonitis.” 

Members  of  all  county  medical  societies  are  co- 
dially  invited  to  register  as  members  of  the  Institute 
and  to  attend  the  scientific  sessions.  Further  in- 
formation may  be  obtained  from  the  Executive  Of- 
fice, Philadelphia  County  Medical  Society,  21st  and 
Spruce  Streets,  Philadelphia,  Pa. 

Richmond  Tuberculosis  Association. 

Dr.  Dean  B.  Cole  of  Richmond,  Va.,  was  the 
principal  speaker  before  this  Association  at  its  meet- 
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ing  on  February  17.  He  discussed  “Lung  Collapse” 
and  also  told  of  outstanding  tuberculosis  problems 
of  the  State.  Drs.  P.  D.  Lipscomb  and  Kinloch 
Nelson  were  re-elected  two  of  the  vice-presidents  and 
Drs.  Samuel  Anderson,  R.  C.  Bryan,  T.  Dewey 
Davis  and  Emily  Gardner  were  re-elected  directors. 
-Aill  are  of  Richmond. 

Dr.  Wright  Clarkson, 

Petersburg,  Va.,  attended  the  meeting  of  the  East- 
ern Section  of  the  American  Roentgen  Ray  Society, 
held  in  New  York,  January  28-30.  On  January  13, 
he  was  invited  to  address  the  Lancaster  (Pa.)  Gen- 
eral Hospital  physicians  on  “Cancer  Control.” 

Changes  Among  Health  Officers. 

Dr.  J.  D.  Hamner,  Jr.,  has  been  transferred 
from  the  .Arlington  County  Health  Department  to 
the  position  of  .Acting  Health  Officer  of  the  Henrico 
County  Health  Department,  effective  Eebruary  15. 

Dr.  S.  D.  Gardner  of  the  A'alley  Health  District 
has  left  to  take  a course  at  the  Johns  Hopkins  School 
of  Hygiene  and  Public  Health  and  Dr.  B.  R.  .Allen 
is  .Acting  Health  Officer  in  his  absence. 

Dr.  R.  L.  Mason 

Of  Roanoke,  A'a.,  has  recently  been  re-appointed 
surgeon-in-chief.  Sons  of  Confederate  A^eterans, 
which  appointment  carries  staff  privileges  on  the 
staff  of  Commander-in-chief,  Hon.  W.  Scott  Han- 
cock of  St.  Louis,  AIo. 

Dr.  Mason  was  also  recently  appointed  a member 
of  the  Manassas  Battlefield  Foundation  Committee, 
S.C.V. 

The  Tri-State  Medical  Association  of  the 

Carolinas  and  Virginia 

Held  its  annual  meeting  at  the  Monticello  Hotel, 
Norfolk,  A^a.,  February  22  and  23,  under  the  presi- 
denc}'  of  Dr.  Douglas  Jennings,  of  Bennettsville,  S. 
C.  There  was  an  attendance  of  appro.ximately  two 
hundred  and  an  e.xcellent  program  was  arranged,  in- 
cluding addresses  by  two  visitors  of  national  promi- 
nence— Dr.  Frank  H.  Lahey  and  Dr.  E.  P.  Joslin, 
of  Boston. 

.Asheville,  N.  C.,  was  selected  as  the  1938  place 
of  meeting  and  the  following  officers  elected;  Presi- 
dent, Dr.  Howard  R.  Masters,  of  Richmond,  A’a.; 
president-elect.  Dr.  J.  Erank  Highsmith,  of  Fayette- 
ville, N.  C.;  vice-presidents.  Dr.  D.  C.  AA’ilson,  of 
Charlottesville,  A^a.,  Dr.  D.  W.  Ruffin,  of  .Ahoskie, 
N.  C.,  and  Dr.  C.  N.  AA'yatt,  of  Greenville,  S.  C. 


Dr.  J.  AI.  Northington,  of  Charlotte,  N.  C.,  was  re- 
elected secretary-treasurer. 

Dr.  Edwin  J.  Palmer, 

Class  of  ’34,  Aledical  College  of  A'irginia,  re- 
cently assistant  physician  at  the  Gardner  State 
Hospital,  East  Gardner,  Mass.,  resigned  this  posi- 
tion the  latter  part  of  January  and  is  opening  offices 
for  the  practice  of  medicine  and  surgery  in  Clay, 
Kentucky.  This  being  near  the  recent  flood  area. 
Dr.  Palmer  has  been  somewhat  delayed  in  getting 
settled  in  his  new  location  but  will  have  offices  in 
the  National  Bank  Building. 

The  Alexandria  (Va.)  Gazette 

Issued  a Greater  .Alexandria  Edition  on  the  15th 
of  Februarv,  which  is  “The  True  Picture  of  a Grow- 
ing City.”  From  the  articles  by  and  about  doctors 
and  the  local  hospital,  it  is  evident  that  the  medical 
profession  plays  no  small  part  in  the  making  of  the 
history  of  this  progressive  city. 

The  Gazette,  established  in  1874,  is  said  to  be  the 
oldest  daily  newspapers  in  the  L’nited  States.  By  the 
present  and  other  editions,  they  prove  their  loyalty  to 
and  interest  in  the  city  and  section  they  especially 
seiA'e. 

Books  Available  to  Our  Readers. 

Recent  acquisitions  to  the  Library  of  the  Aledical 
College  of  Ahrginia,  available  to  our  readers  upon 
request,  are: 

.Abraham,  J. — John  Coaldey  Lettsom. 

Bartlett,  H. — Medical  Social  Work. 

Boas  k Goldschmidt. — The  Heart  Rate. 

Bolduan,  C.  F. — Public  Health  and  Hygiene.  2nd.  ed. 
Bredereck,  H. — Vitamine  und  hormone  und  ihre  technische 
Darstellung.  Erster  teil.  Ergebnisse  der  Vitamin  und 
Hormonforschung. 

Cameron,  A.  T. — Recent  .Advances  in  Endocrinology. 
Carver,  .A.  E.  ct  als. — Alcoholism  in  General  Practice. 
Chase,  S. — Rich  Land,  Poor  Land. 

Cope,  Z. — Early  Diagnosis  of  Acute  Abdomen. 

Detwiler,  S.  R. — Neuroembryology. 

Dickens  k Dodds. — Chemical  and  Physiological  Properties 
of  the  Internal  Secretions. 

Drinker  k Hatch. — Industrial  Dust:  Hygienic  Significance. 
Flugel,  J.  C. — The  Psychoanalytic  Study  of  the  Family. 
Flynn,  J.  T. — God’s  Gold. 

Funk,  C.  E. — What’s  the  Name,  Please? 

Gillespie,  R.  D. — Sleep  and  the  Treatment  of  Its  Disorders. 
Goodman,  H. — Cosmetic  Dermatology. 

Josephson,  M. — The  Robber’s  Baron. 

Lake,  N.  C. — The  Foot. 

Levy,  R.  L. — Diseases  of  the  Coronary  .Arteries  and  Car- 
diac Pain. 
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Obituary  Record 

Dr.  James  Bernard  Hackley, 

Purcellville,  Va.,  died  February  4,  following  an 
operation.  He  was  sixty  years  of  age  and  a graduate 
in  medicine  of  the  former  University  of  the  South, 
Sewanee,  Tenn.,  in  1902.  Dr.  Hackley  had  prac- 
ticed in  Purcellville  for  thirty-five  years  and  was 
prominent  in  the  civic  life  of  that  place.  He  had 
been  a member  of  the  Medical  Society  of  A irginia 
for  thirty-two  years.  His  wife  and  a son  survive 
him. 

Dr.  Robert  Edward  Fortune, 

A member  of  the  [Medical  Society  of  Virginia 
since  1903,  died  at  his  home  in  Damacus,  Va.,  on 
December  26,  death  being  due  to  pneumonia.  He 
was  a native  of  North  Carolina  and  sixty-six  years 
of  age.  Dr.  Fortune  graduated  in  medicine  from  the 
former  University  College  of  Medicine  in  Richmond, 
Va.,  in  1898,  and  had  practiced  at  Damascus  for 
thirty-eight  years.  He  is  survived  by  two  sisters. 

Dr.  Samuel  Wellington  Maphis, 

Well-known  physician  of  Warrenton,  Va.,  died 
January  26  in  the  Canal  Zone,  Panama,  where  he 
was  spending  the  winter  with  his  son.  He  was  a 
native  of  Shenandoah  County,  Va.,  and  sixty-nine 
years  of  age.  Dr.  Maphis  studied  medicine  at  the 
University  of  Virginia  but  received  his  degree  from 
the  University  of  Maryland  in  1893.  He  practiced 
medicine  in  Warrenton  for  thirty-five  years,  during 
which  time  he  was  a member  of  the  School  Board 
and  a prominent  Mason.  He  was  for  a number  of 
years  a member  of  the  State  Board  of  [Medical  Ex- 
aminers and  a very  active  member  of  the  Medical 
Society  of  Virginia.  Dr.  Maphis  is  survived  by 
two  sons,  one  of  them  being  Dr.  E.  C.  Maphis,  also 
of  Warrenton. 

Dr.  Gustavus  M.  Wallace, 

Falmouth,  Va.,  died  January  28,  at  the  age  of 
eighty-eight.  He  was  a graduate  of  the  College  of 
Physicians  and  Surgeons,  Baltimore,  1871,  and  had 
practiced  for  many  years  in  Stafford  County.  His 
wife  and  three  children  survive  him. 

Dr.  Walter  Asbury  Newman, 

Manassas,  Va.,  died  January  26.  He  was  eighty- 
three  years  of  age  and  a graduate  of  the  [Medical 


College  of  Virginia,  class  of  ’76.  His  wife  sur- 
vives him. 

Dr.  Benjamin  Lowen  Hume, 

Mallory,  W.  Va.,  died  November  26,  of  jmeu- 
monia.  He  was  sixty-two  years  of  age  and  a 
graduate  of  the  Medical  College  of  Virginia  in  1900. 

Dr.  Charles  Eugene  Cheek, 

Fuquay  Springs,  N.  C.,  died  November  6,  of 
cerebral  hemorrhage.  He  was  fifty  years  of  age 
and  graduated  from  the  former  University  College 
of  Medicine,  Richmond,  in  1912. 

Resolutions  on  the  Death  of  Dr.  Hodges. 

The  Neuropsychiatric  Society  has  lost  in  the  death  of 
Dr.  J.  Allison  Hodges  one  of  its  most  valued  members. 
Though  born  in  North  Carolina,  he  gave  the  best  of  his 
professional  life  to  the  state  of  his  adoption.  Coming  to 
Richmond  in  1893,  Dr.  Hodges  was  made  professor  of 
anatomy  at  the  University  College  of  Medicine,  which 
position  he  held  until  1896.  In  1896  he  was  made  pro- 
fessor of  nervous  diseases.  From  1900  to  1904  he  was 
Dean  of  the  University  College  of  Medicine,  and  Presi- 
dent of  that  institution  in  1904  and  1905.  After  the 
amalgamation  of  the  University  College  of  Medicine  and 
the  Medical  College  of  Virginia  from  1913  until  1927  Dr. 
Hodges  was  clinical  professor  of  nervous  and  mental 
diseases,  and  from  1927  until  his  death  he  was  emeritus 
professor. 

Starting  out  in  surgery  and  general  medicine,  Dr. 
Hodges  soon  gave  most  of  his  time  to  the  practice  of 
nervous  and  mental  diseases  and  established  the  Hygeia 
Hospital  in  Richmond.  He  was  an  exceptionally  good 
speaker  and  was  called  upon  on  various  occasions  to  make 
speeches  for  the  advancement  of  medicine  and  he  became 
a member  of  many  of  the  learned  societies.  Dr.  Hodges 
was  also  strong  in  organization  and  committee  work,  hav- 
ing a splendid  appearance  and  attractive  personality. 
Dr.  Hodges  was  a pioneer  in  nervous  and  mental  work 
in  the  South  and  had  a wide  influence  in  all  matters  per- 
taining to  medicine  in  this  section  of  the  country.  He  was 
a charter  member  of  the  Neuropsychiatric  Society  of  Vir- 
ginia and  it  is  with  deep  regret  that  we  record  the  loss 
of  the  services  of  this  distinguished  physician. 

Beverley  R.  Tucker,  Chairman, 
Frank  H.  Redwood, 

Howard  R.  Masters. 

Resolutions  on  Death  of  Dr.  Perkins. 

The  President  of  the  Petersburg  Medical  Faculty  on  the 
23rd  day  of  January,  1937,  appointed  a committee  to  ex- 
press appropriate  tribute  of  respect  to  the  memory  of  Dr. 
Edward  William  Perkins. 

Whereas,  It  has  pleased  the  All-Wise  Creator  to  take 
from  our  midst,  our  friend  and  associate,  Dr.  Edward 
William  Perkins,  and 
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Whereas,  Our  community  has  lost  a valued  citizen  and  - 
the  medical  profession  a man  of  esteemed  reputation  and 
of  the  highest  ethical  integrity,  and 

Whereas,  We  bow  in  humble  submission  to  His  Divine 
Will;  now,  therefore,  be  it 

Resolved,  That  a copy  of  these  resolutions  be  embodied 
in  the  minutes  of  the  Petersburg  Medical  Faculty,  a copy 
be  sent  to  the  local  press  and  to  the  Virginia  Medical 
Monthly  and  also  to  the  bereaved  family  with  the  ex- 
pression of  our  heartfelt  sympathy. 

Fletcher  J.  Wright,  M.  D.,  Chairman, 
George  H.  Reese,  M.  D., 

E.  L.  McGill,  M.  D., 

E.  W.  Young,  M.  D., 

W.  M.  Bowman,  M.  D.,  Secretary. 

Resolutions  on  Death  o£  Dr.  Hargrave. 

A called  meeting  of  the  Petersburg  Medical  Faculty  was 
held  at  the  Medical  Arts  Building  on  December  31,  1936, 
at  3 P.  M.,  to  take  formal  notice  of  the  death  of  our  friend. 
Dr.  James  H.  Hargrave. 

Whereas,  It  has  pleased  Almighty  God  to  remove  from 
our  midst  Dr.  Hargrave;  now,  therefore,  be  it 

Resolved  (First),  That  his  patients  were  devoted  to  him. 
He  did  many  kind  deeds  and  many  acts  of  charity  among 
them,  especially  for  his  poor  country  patients.  These 
will  miss  him  greatly  not  only  for  his  goodness  to  them 
but  also  for  his  happy  and  cheerful  personality  which  went 
a long  waj'  toward  their  eventual  recovery;  and 

Resolved  (Second),  That  we  offer  our  sympathies  to  his 
family  who  lament  his  loss,  and  unite  our  regrets  with 
those  who  have  loved  and  admired  him;  and 

Resolved  (Third),  That  these  resolutions  be  spread  on 
the  minutes  of  the  Faculty;  that  a copy  be  sent  to  the 
family  and  to  the  Virginia  Medical  Monthly  and  be 
published  in  the  local  newspaper. 

D.  D.  WiLLCOX,  M.  D.,  Chairman, 

John  M.  Williams,  M.  D., 

L.  S.  Early,  M.  D., 

W.  M.  Bowman,  M.  D.,  Secretary. 

Resolutions  on  Deaths  of  Dr.  Johnson,  Dr. 
Dudley  and  Dr.  Butler. 

The  following  resolutions  were  adopted  by  the  Roa- 
noke Academy  of  Medicine  at  a special  meeting; 

Whereas,  It  has  seemed  wise  to  the  Great  Physician  to 
remove  from  our  midst,  so  suddenly  in  the  prime  of  his 
life,  our  fellow  physician  and  brother.  Dr.  George  John- 
son : 

We,  the  members  of  the  Roanoke  Academy  of  Medicine, 
in  special  meeting  called,  voice  our  submission  to  the  de- 
crees of  an  All-Wise  Providence  and  express  our  ap- 
preciation of  the  service  rendered  by  Dr.  Johnson  to  the 
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medical  profession  of  Roanoke  and  to  the  sick  and  suffer- 
ing of  our  community. 

Dr.  Johnson  has  made  a place  for  himself  in  the  hearts 
of  all  who  knew  him  which  can  never  be  filled  by  another. 
His  geniality,  his  friendliness,  his  loyalty,  his  generosity 
and  his  keen  sense  of  humor  endeared  him  to  all  who  had 
the  good  fortune  to  be  numbered  among  his  friends. 

Be  It  Resolved,  That  a copy  of  these  resolutions  be 
furnished  Dr.  Johnson’s  family,  be  spread  upon  the  minute 
book  of  the  Academy  of  Medicine,  and  be  published  in  our 
local  papers,  and  in  the  Virginia  Medical  Monthly. 

F.  A.  Farmer, 

H.  H.  Wescott, 

W.  F.  Manley, 
Committee. 


Whereas,  It  has  pleased  our  Heavenly  Father  to  call 
to  eternal  rest  our  fellow  physician  and  co-worker.  Dr. 
Morton  Leonard  Dudley: 

We,  the  members  of  the  Roanoke  Academy  of  Medicine, 
in  special  meeting  assembled  bow  in  reverent  and  humble 
submission  to  the  will  of  an  unerring  Father. 

We  extend  our  heartfelt  sympathy  to  the  family  of  our 
departed  friend,  who  for  a number  of  years  held  a respon- 
sible position  with  the  Relief  and  Pension  Department  of 
the  Norfolk  and  Western  Railway,  during  which  time  he 
was  a faithful  member  and  regular  attendant  upon  the 
meetings  of  our  association.  And, 

Be  It  Resolved,  That  a copy  of  these  resolutions  be 
sent  to  Dr.  Dudley’s  family,  a copy  be  spread  upon  the 
minutes  of  the  Academy  of  Medicine  and  a copy  sent  the 
Virginia  Medical  Monthly. 

Respectfully  submitted, 

C.  D.  Nofsincer, 

C.  H.  Peterson, 

H.  B.  Stone, 

Committee. 


In  the  death  of  Dr.  W.  W.  S.  Butler,  which  occurred 
December  15,  1936,  the  community  has  lost  a capable, 
sympathetic,  and  conscientious  physician.  He  spent  fifty 
years  in  the  service  of  the  people  of  Roanoke  and  vicinity 
and  was  a man  of  marked  ability.  He  was  conscientious 
in  the  performance  of  his  duties  and  those  of  us  who 
knew  him  were  devoted  to  him. 

The  Roanoke  Academy  of  Medicine  wish  to  express 
their  sincere  sympathy  to  the  family  and  we  have  been 
instructed  to  forward  a copy  of  these  resolutions  to  them 
and  the  Medical  Society  of  Virginia. 

T.  D.  Armistead, 

J.  O.  Boyd, 

W.  L.  Powell, 
Committee. 
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all  sections  of  the  country. 

What  the  G-E  X-Ray  representative  really 
means  is  this:  “Doctor,  one  of  the  most  im- 
portant duties  assigned  me  is  that  of  observing 
how  our  eejuipment  is  performing  in  your 
hands.  Our  engineers  watch  jealously  the  rec- 
ord of  every  type  of  G-E  apparatus  in  use. 
They  Avant  to  know  definitely  that  your  G-E 
apparatus  is  giving  satisfactorily  the  service 
for  which  it  was  designed,  and  which  you 
have  a right  to  expect.  I am  here  to  see  that 
you  get  it.” 

'I'hus  the  salesman  becomes  your  represen- 
tative to  the  company.  And  because  bis  crit- 
icisms are  invited,  he  doesn't  have  to  “pull 
his  punches’’  in  reporting  to  headquarters. 
Several  hundred  representatives  in  this  way 
keep  G-E  engineers  posted  with  up-to-the- 
minute  information.  It  is  the  best  assurance 
that  any  G-E  equipment  you  buy  is  correctly 
designed  to  fulfill  present-day  needs. 

Get  acquainted  with  the  G-E  man  in  your 
locality.  You'll  find  him  a relialde  source  of 
information  and  technical  service,  always  in- 
terested in  your  continued  satisfaction  as  a 
G-E  user. 
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